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MEANS 


on  your  Prescriptions  for  Haliver  Oil 


The  halibut  has  spectacularly  displaced  the  cod  as  the  richest  natural  source  of 
vitamins  A and  D ; this  great  hulk  of  a fish  now  plays  an  important  role  in 
modern  vitamin  therapy. 


^Problems  involving  vitamin  research  and 
the  production  and  testing  of  vitamin  prepara- 
tions have  been  intensively  Studied  in  the 
Parke-Davis  Laboratories  every  day  for  nearly 
twenty  years. 

PARKE-DAVIS  SKILL  in  perfecting  manu- 
facturing procedures  designed  to  insure  the 
Stability  of  the  vitamins  and  their  retention 
in  the  finished  product  . . . 

PARKE-DAVIS  EXPERIENCE  in  the  field 
of  vitamin  research  and  in  the  physiological 
testing  and  Standardization  of  vitamin  prepara- 


tions . . . these  are  logical  reasons,  we  think, 
for  our  recommending  that  you  specify 
PARKE-DAVIS  when  prescribing  Haliver 
Oil  with  VioSterol. 

Another  faCt  cannot  be  loSt  sight  of,  and 
that  is  the  impressive  clinical  experience 
which  thousands  of  your  fellow  physicians 
have  had  with  the  original  halibut  liver  oil 
preparation  during  the  paSt  two  or  three 
years — since  its  introduction  to  the  medical 
profession  in  February,  1932. 

To  get  Parke-Davis  quality,  we  suggest 
that  you  specify  "P.  D.  & Co.” 


• • 

PARKE-DAVIS  HALIVER  OIL  witl\  Vip4t*tt>l  ... 

Contains  not  less  than  eighty  times  the  minhjrnnl  yiLui.irt  A'  potfcnCj  of,;  • 
U.  S.  P.  (1934  Revisio/i) 'cogMiVer  oil.  ...  ... 

Equals  VioSterol  in  OiEjn*  Vitamin  D activity.  • *•' 

Supplied  in  s -cc.  and  5 o-cc.  vials , with  droppsf,  and  in  !v>i<es^ftf\  .7;)/  / If,  I <- /.//'/  / m ti'i [<  <.  ul  c\. 


PARKE,  DAVIS  & CO. 

DETROIT,  MICHIGAN 

• 

«",  ffc/ieu Jable  Medication 
BJstdyie,  Scientific  Research 
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DIABETES  MELLITUS  AND  ITS  COMPLICATIONS* 


'By  Hugh  G.  Thompson,  A.  B.,  M.  I). 
Charleston,  W.  V a. 


|~^[abetes  mellitus  is  a disease  in  which 
there  is  a deficiency  in  the  secretion  of 
the  islands  of  Langerhans  of  the  pancreas. 
It  is  characterized  by  the  presence  of  sugar 
in  the  urine  and  an  increase  of  sugar  in  the 
blood. 

Since  it  is  primarily  the  disturbance  of  car- 
bohydrate metabolism,  it  is  important  to  con- 
sider the  latter  in  more  detail.  Normally, 
the  carbohydrate  food  stuffs  taken  in  the  diet 
are  eventually  absorbed  into  the  blood,  chief- 
ly as  dextrose,  which  is  readily  soluble,  and 
carried  to  the  liver.  In  the  liver,  dextrose 
is  converted  into  glycogen  which  is  less  sol- 
uble than  dextrose  and  can  be  stored.  Then, 
as  required  for  bodily  needs,  the  glycogen 
is  reconverted  into  dextrose  and  passed  back 
into  the  blood  stream.  The  regulation  of 
this  process  is  automatic  and  adjusted  so  that 
the  percentage  of  sugar  in  the  blood  in 
health  ranges  between  0.8  to  0.15  percent 
(80  to  150  milligrams  per  100  c.c.  of  blood). 
Before  glycosuria  can  occur  in  a normal  per- 
son there  must  be  180  milligrams  of  sugar  in 
100  c.c.  of  blood. 

Diabetes  is  most  frequently  seen  in  patients 
ranging  from  the  ages  of  fifty  to  seventy, 

*Rtad  before  the  Kanawha  Medical  Society,  May  8,  19  3 1. 


but  it  can  occur  at  a much  younger  age.  It 
occurs  more  frequently  in  the  female  than 
in  the  male,  and  in  the  Hebrew  race  more 
often  than  among  Gentiles. 

The  actual  cause  of  diabetes  mellitus  is  a 
deficiency  of  endogenous  insulin.  In  addi- 
tion, there  are  certain  other  factors  which 
play  a part  in  its  etiology.  There  are  obesity, 
heredity  and  activities  of  the  various  glands, 
particularly  the  thyroid.  Other  factors  which 
at  times  appear  to  predispose  to  diabetes  are 
infections,  especially  of  the  gall-bladder,  and 
nervous  strain.  The  first  symptoms  are  weak- 
ness and  loss  of  strength,  polyuria,  poly- 
dipsia, and  polyphagia.  Associated  conditions 
are  carbuncles,  furunculosis  and  neuritis. 

At  times  uncontrolled  diabetes  mellitus 
may  exist  without  glycosuria  and  diagnosis 
can  only  be  established  by  blood  sugar  deter- 
minations, though  as  a rule  the  diagnosis  can 
be  made  without  blood  sugar  tests.  Urinary 
examination  will  ordinarily  detect  it,  espe- 
cially when  each  specimen  of  the  twenty- 
four  hour  urine  is  examined. 

Structural  changes  in  the  island  cells  have 
been  demonstrated  repeatedly  at  necropsy. 
There  are  two  kinds  of  changes:  (a)  hyaline 
degeneration  and  fibrosis ; (b)  hydropic  de- 
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generation.  The  first  of  these  apparently  is 
a result  of  pancreatitis,  perhaps  of  repeated 
acute  attacks,  so  mild  as  to  escape  notice,  or 
of  long  continued  chronic  pancreatitis.  The 
other  processes  are  vacuolation  of  the  island 
cells  and  the  accumulation  of  water  in  the 
vacuoles,  which  finally  give  rise  to  the  char- 
acteristic appearance  of  hydropic  degenera- 
tion. 

In  the  treatment  of  diabetes  there  are 
three  important  agencies:  diet,  insulin,  and 
exercise.  To  me  the  most  important  thing 
is  education  of  the  patient,  who  should  be 
thoroughly  taught  as  to  diet,  the  use  of  in- 
sulin, and  how  to  take  care  of  his  health. 
He  should  make  a study  of  the  disease  and 
its  treatment  and  should  be  almost  as  thor- 
oughly versed  in  the  methods  of  treatment 
as  the  physician  himself.  There  are  many 
diabetics  who,  by  merely  omitting  pastries, 
cakes,  and  sugar  from  their  diet,  become 
sugar-free.  Others  become  sugar-free  by 
omitting  from  the  diet  most  of  the  starches 
such  as  potatoes,  macaroni,  rice,  and  bread. 
If  this  is  not  enough  to  render  one  sugar- 
free  and  the  blood  sugar  within  normal 
range,  insulin  becomes  necessary. 

The  three  main  classifications  of  food,  of 
course,  are  carbohydrates,  proteins,  and  fats. 
Some  authorities  are  advocating  a relatively 
high  degree  of  fat,  others  of  carbohydrate. 
The  first  of  these  has  more  tendency  to  the 
production  of  acidosis.  The  middle  ground 
would  be  a relatively  high  percentage  of 
carbohydrate  in  the  diet,  about  one  gram  of 
carbohydrate  to  two  grams  of  fat  and  pro- 
tein combined.  Such  an  initial  diet  would 
consist  roughly  of  150  grams  of  carbohy- 
drate, 80  grams  of  protein,  and  100  grams  of 
fat.  Practically  a latitude  of  a few  hundred 
calories  exists  and  the  best  guide  for  deter- 
mining the  maintenance  caloric  requirement 
is  the  general  condition  of  the  patient,  espe- 
cially as  regards  weight  and  strength,  and  in 
children,  growth.  The  average  normal  man 
at  moderate  work  and  weighing  70  kilograms 
(154  pounds)  requires  approximately  a diet 
consisting  of  forty  calories  per  kilogram  of 


body  weight.  It  is  generally  recommended 
to  allow  the  adult  diabetic  25  to  30  calories 
per  kilogram  of  body  weight  but  often  this 
is  necessary  to  be  reduced  in  the  elderly  or 
in  the  obese,  or  increased  in  children  and  in 
the  malnourished. 

Undernutrition  is  important  in  the  treat- 
ment of  diabetes.  The  patient  should  not  be 
too  well  nourished  and  should  have  a diet 
lower  than  he  actually  needs.  The  amount 
of  protein  used  should  be  about  one  to  one 
and  one-half  grams  per  kilogram  of  body 
weight.  The  main  carbohydrates  in  the  diet 
should  be  five  and  ten  percent  green  vege- 
tables, fruits,  and  oatmeal.  Roughly  speak- 
ing, each  ounce  of  carbohydrate  contains  one 
gram  of  glucose.  Five  and  ten  percent  vege- 
tables should  be  used  freely  in  the  diet  as 
well  as  certain  fruits  such  as  oranges,  which 
contain  ten  grams  of  glucose  per  orange; 
grapefruit,  containing  five  grams  per  grape- 
fruit; and  bananas,  containing  fifteen  grams 
of  carbohydrate.  Apples  should  be  strictly 
avoided  as  they  run  a high  carbohydrate  per- 
centage and  seem  to  produce  glycosuria  more 
than  any  other  fruit.  A Uneeda  biscuit  con- 
tains, roughly,  six  grams  of  carbohydrate. 
Two  such  discuits,  therefore,  can  replace  one 
orange.  Oatmeal  is  two-thirds  carbohydrate 
and  is  preferred  to  bread  because  it  must  be 
eaten  slowly  and  does  not  present  the  tempta- 
tion that  bread  does  to  a patient.  The  chief 
proteins  to  be  used  in  the  diet  are  meat,  eggs, 
and  cheese.  The  chief  fats  are  butter,  cream, 
and  the  oils.  A diet  form  which  is  ordin- 
arily applicable  is  one  that:  First,  main- 

tains slight  undernutrition  by  restricting  the 
total  calories;  second,  contains  protein  allow- 
ance ranging  from  six-tenths  to  one  and  one- 
half  grams  per  kilo  of  body  weight;  third, 
distributes  the  remaining  calories  on  the  basis 
of  from  one  to  one  and  one-half  grams  of 
carbohydrate  to  each  gram  of  fat. 

Since  the  immediate  cause  of  diabetes  is  an 
insulin  deficiency,  treatment  essentially  con- 
sists of  compensating  for  this  deficiency.  In- 
sulin is  derived  from  the  pancreas  of  animals 
and  its  use  has  been  needlessly  and,  at  times, 
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disastrously  restricted.  An  exaggerated  fear 
of  its  danger  has  probably  existed}  the 
patient  is  not  always  willing  to  cooperate  and 
dietetic  problems  have  probably  been  consid- 
ered too  difficult  or  impractical.  These  and 
other  factors  have  doubtlessly  operated 
against  a more  general  adoption  of  present 
day  antidiabetic  treatment. 

Before  using  insulin  it  is  necessary  to  de- 
termine the  blood  sugar  and  amount  of  sugar 
in  the  urine.  The  best  method  for  the  de- 
termining of  urinary  sugar  is  the  Benedict 
test.  The  urine  should  be  tested  four  times 
a day  (or  a portion  from  a twenty-four  hour 
specimen)  collecting  all  the  urine  from  the 
time  of  arising  until  noon,  from  noon  until 
supper  time,  from  supper  time  to  retiring, 
and  after  retiring  to  and  including  the  first 
specimen  on  arising  in  the  morning.  By  doing 
these  four  tests  one  is  able  to  tell  just  how 
much  insulin  to  use.  The  Benedict  test  con- 
sists of  placing  five  c.c.  of  solution  and  eight 
drops  of  urine  in  a test  tube  and  boiling  five 
minutes  in  a water  bath.  If  the  solution  re- 
mains blue  there  is  no  sugar.  A green  color 
indicates  one-half  to  one  percent  of  sugar} 
yellow,  one  to  two}  and  red,  about  two  per- 
cent. We  start  the  insulin  dose  low  (say,  five 
units  before  breakfast  and  dinner)  and  then 
increase  as  the  tests  show  the  need  of  more. 
If  used  in  this  manner  it  is  perfectly  safe 
and  no  reaction  should  result.  The  method 
of  administration  is  subcutaneous,  alternating 
from  arm  to  leg  so  that  neither  limb  should 
bear  the  brunt  of  too  many  injections.  The 
needle  usually  used  is  a twenty-seven  gauge, 
one-half  inch  in  length.  The  time  of  admin- 
istration should  be  one-half  hour  before 
breakfast,  administering  the  largest  dose  as 
the  blood  sugar  usually  is  highest  at  this 
time}  and  the  smallest  dose  is  given  in  the 
evening,  one-half  hour  before  supper.  The 
blood  sugar  usually  is  lowrest  in  the  forenoon 
and  for  this  reason  the  noon-day  injections 
often  can  be  omitted.  Cases  which  persistent- 
ly show  glycosuria  in  the  morning  or  a blood 
sugar  remaining  above  one  hundred  forty 
milligrams  to  one  hundred  c.c.  of  blood 


should  have  a dose  of  insulin  before  retir- 
ing. This  dose  should  not  be  too  large  as 
it  may  throwr  the  patient  into  hypoglycemic 
reaction  during  the  night. 

The  production  of  hypoglycemia  is  the 
worst  danger  in  the  use  of  insulin.  This 
condition  may  be  recognized  sometimes  be- 
fore it  becomes  too  serious  for  emergency 
treatment.  The  first  signs  are  usually  rest- 
lessness and  nervousness  in  the  patient,  fol- 
lowed by  profuse  sweating  and  an  increase  of 
appetite,  going  on  into  unconsciousness.  The 
skin  is  usually  moist  and  the  pulse  rapid. 
The  respiration  is  rather  normal,  differing 
from  that  of  diabetic  coma.  The  eyeballs 
are  tense.  As  soon  as  the  patient  feels  an  in- 
sulin shock  coming  on  he  should  take  either 
sugar  or  orange  juice  by  mouth.  In  fact, 
every  patient  using  insulin  should  be  taught 
to  carry  a lump  of  sugar  in  his  pocket  for 
emergency  use.  When  the  patient  becomes 
unconscious,  glucose  in  the  form  of  Karo 
corn  syrup  or  sugar  should  be  administered 
immediately  by  rectum  or  glucose  given  in- 
travenously. The  most  remarkable  results 
are  obtained  by  the  injection  of  one-half  to 
one  c.c.  of  a 1:1,000  solution  of  adrenalin 
chloride.  When  the  patient  returns  to  con- 
sciousness, sugar  or  orange  juice  can  be  ad- 
ministered by  mouth. 

xVlthough  of  general  value  in  the  treat- 
ment of  many  chronic  diseases,  exercise  is  of 
specific  value  in  diabetes  because  it  promotes 
the  utilization  of  carbohydrates,  decreases  the 
insulin  requirement,  assists  in  the  storage  of 
glycogen  in  the  liver,  and  improves  the  cir- 
culation, thereby  lessening  the  tendency  to 
arteriosclerotic  complications.  Frequently  by 
mild  exercise  before  breakfast  the  amount  of 
insulin  necessary  to  be  used  can  be  dimin- 
ished. Exercise  should  not  be  indulged  in 
immediately  after  taking  insulin  or  in  the 
forenoon  because  of  its  tendency  to  produce 
a hypoglycemia  due  to  the  rapid  utilization 
of  the  glucose  in  the  tissues.  Furthermore, 
exercise  has  a tendency  to  cut  down  over- 
weight or  obesity  which  is  most  harmful  in 
diabetes. 
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The  chief  causes  of  death  among  diabetic 
patients  are,  first,  arteriosclerosis  with  its 
associated  disease  of  the  coronary  arteries, 
producing  heart  changes ; second,  surgical 
operations ; third,  diabetic  coma. 

Diabetic  patients  should  be  impressed 
with  a knowledge  of  the  symptoms  of  dia- 
betic coma.  At  the  first  sign  he  should  call 
his  doctor,  go  to  bed,  take  an  enema,  take  hot 
fluids,  keep  warm,  and  continue  the  insulin 
doses  by  all  means.  The  symptoms  of  dia- 
betic coma  are,  first,  nausea  and  vomiting, 
followed  by  rapid  deep  breathing,  called 
Kussmaul’s  respiration.  There  is  usually 
associated  restlessness  and  pain  in  the  abdo- 
men. Unconsciousness  is  the  distinctive 
sign. 

The  differential  points  between  coma  and 
insulin  shock  are,  of  course,  at  once  shown. 
Coma  patients  usually,  as  stated  above,  have 
nausea  and  vomiting,  dry  skin,  soft  eye-balls, 
KussmauPs  respiration,  an  acetone  odor  to 
the  breath,  and,  finally,  unconsciousness. 
There  is  an  elevation  in  the  blood  sugar, 
sugar  is  found  in  the  urine,  and  there  is  a 
lowering  of  the  plasma  CO".  The  patient  in 
insulin  shock  usually  has  the  premonitory 
symptoms  of  nervousness  and  restlessness,  a 
feeling  of  hunger,  a profuse  sweat,  and  hence 
moist  skin.  The  eye-balls  are  normal  or 
tense.  The  respiration  is  more  normal.  The 
blood  sugar  is  low — below  80  mgm.  to  100 
c.c.  of  blood — and  the  urine  is  sugar-free. 

The  treatment  of  diabetic  coma  is  fore- 
most the  use  of  insulin,  which  may  be  in- 
jected in  small  or  large  amounts  every  half- 
hour  until  consciousness  returns  and  the  urine 
becomes  sugar-free.  On  account  of  the  de- 
hydration present  it  is  often  necessary  to  give 
fluids  in  rather  large  amounts;  also,  to  com- 
bat the  acidosis,  glucose,  five  percent  solu- 
tion, should  be  given  intravenously,  and  one 
unit  of  insulin  for  each  gram  of  glucose 
given.  The  bowels  should  be  cleansed  with 
an  enema  and  external  heat  applied  to  the 
patient.  Gastric  lavage  is  also  indicated.  In 
case  a cardiac  stimulant  is  necessary  caffein 
is  very  beneficial;  but  if  sufficient  insulin  is 


given  the  patient  should  return  to  conscious- 
ness rather  quickly. 

Due  to  the  fact  that  there  is  a tendency 
to  relapse  into  coma,  diet  and  insulin  dosage 
should  be  carefully  watched  and  balanced. 

In  diabetic  patients  with  acute  coronary 
thrombosis,  insulin  should  be  given  with 
great  care.  It  should  be  discontinued  unless 
the  blood  sugar  becomes  excessively  or  dan- 
gerously high.  It  makes  the  pains  more 
severe  and  attacks  may  even  be  precipitated 
by  it.  Coronary  thrombosis  has  become  ex- 
ceedingly common  as  a pathological  mani- 
festation among  diabetic  patients  who  die  of 
cardiac  complications.  Levine  states  that 
diabetes  is  a common  cause  of  coronary 
thrombosis.  He  quotes  a group  of  one  hun- 
dred forty-five  cases  of  which  approximately 
twenty-three  percent  showed  glycosuria. 
From  published  statistics  it  appears  that  dia- 
betes is  a prominent  etiologic  factor  in  the 
production  of  arteriosclerosis. 

Prior  to  the  introduction  of  insulin,  coma 
was  a most  common  cause  of  diabetic  deaths. 
Since  insulin,  coma  has  become  an  almost 
preventable  cause  of  death,  but,  instead,  it 
has  been  accused  of  being  responsible  for 
some  of  the  cardiac  deaths  in  diabetics.  Clin- 
ically and  experimentally  it  has  been  shown 
that  insulin  shock  and  hypoglycemia  cause 
heart  pain.  Therefore  insulin  should  be 
avoided  in  the  presence  of  any  form  of  myo- 
cardial involvement. 

Glothner  maintains  that  acidosis  and  rapid 
lowering  of  the  blood  sugar  level  with  in- 
sulin play  contributory  parts  in  producing 
mortalities  in  coronary  thrombosis.  The 
blood  sugar  in  a myocardial  patient  can  be 
maintained  at  a higher  level  than  normal 
with  a greater  degree  of  safety  than  in  an 
uncomplicated  case  of  diabetes. 

In  an  article  in  the  May  14th  number  of 
the  Journal  of  the  American  Medical  Asso- 
ciation, Strouse  and  others  point  out  that 
there  is  a deleterious  effect  of  insulin  hypo- 
glycemia on  the  heart  and  a distinct  risk  in- 
curred by  insulin  shock  in  older  diabetics 
with  cardiovascular  disease. 
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Before  the  introduction  of  insulin,  surgery 
performed  on  diabetics  was  most  often  fatal. 
It  was  not  done  unless  an  acute  emergency 
arose.  Now  the  knowledge  of  the  use  of  in- 
sulin, and  the  use  of  glucose  to  combat  the 
acidosis  associated  with  the  surgery,  make  it 
possible  to  perform  operations  very  success- 
fully, and  there  is  no  reason  why  there  should 
be  any  hesitancy  in  doing  most  major  opera- 
tions provided  the  patient  is  gotten  into  good 
condition  prior  to  operating.  Even  emer- 
gency operations  can  be  performed  with  the 
utmost  safety. 

Before  treatment  is  commenced  it  is  nec- 
essary that  a correct  diagnosis  be  made,  for 
all  cases  of  polyuria  and  glycosuria  are  not 
necessarily  diabetes  mellitus,  but  may  be 
renal  diabetes  or  diabetes  insipidus.  In  dia- 
betes insipidus  the  specific  gravity  of  the 
urine  is  very  low  and  sugar  is  absent  while 
in  renal  glycosuria  the  addition  of  a definite 
amount  of  carbohydrate  to  the  diet  increases 
the  amount  of  sugar  in  a twenty-four  hour 
specimen  to  a slight  extent  only,  while  in 
diabetes  mellitus  an  increase  of  carbohydrate 
in  the  diet  increases  more  in  proportion  the 
amount  of  sugar  in  the  urine. 

Where  operation  can  be  postponed  it  is 
advisable  to  do  so  until  the  urine  is  sugar- 
free  and  the  blood  sugar  is  in  the  normal 
range  so  that  there  may  be  a store  of  glyco- 
gen in  the  tissues.  By  the  careful  use  of 
insulin  and  glucose  intravenously  at  the  time 
of  operation,  the  patient  may  be  easily  car- 
ried through  the  operation  and  postoperative 
convalescence  without  the  occurrence  of  acid- 
osis. With  the  patient  sugar-free  before  the 
operation,  at  operation  or  immediately  there- 
after 500  to  1,000  c.c.  of  a five  percent  solu- 
tion of  pure  glucose  in  distilled  water  with 
one  unit  of  insulin  for  each  gram  or  two  of 
glucose  should  be  given  intravenously.  Soon 
thereafter  it  will  be  necessary  to  give  more 
insulin,  small  amounts  being  repeated  at  fre- 
quent intervals,  keeping  the  patient’s  blood- 
sugar  low.  By  these  means  it  is  possible 
to  perform  any  major  operation  on  diabetics 
with  comparative  safety. 


In  emergency  operations  when  the  patient 
cannot  be  properly  prepared  for  operation  it 
is  advisable  to  give  large  doses  of  insulin  im- 
mediately prior  to  operation,  the  dose  vary- 
ing from  20  to  100  units.  During  the  opera- 
tion or  following,  glucose  and  insulin  should 
be  given  intravenously.  The  urine  and  blood- 
sugar  should  be  carefully  watched  there- 
after, giving  sufficient  insulin  to  prevent 
acidosis  and  hyperglycemia. 


SICKNESS  INSURANCE 

“The  advocates  of  sickness  insurance  in  this 
country  have  been  mostly  social  workers  and  phil- 
anthropic foundations  headed  by  social  workers.  In 
their  work  the  social  workers  see  much  poverty  and 
sickness  in  homes.  It  seems  reasonable  to  believe 
that  their  pity  has  blinded  them  to  many  significant 
factors  involved  in  this  situation,”  Dr.  Morris  Fish- 
bein  writes  in  an  article  on  “Sickness  Insurance  and 
Sickness  Costs”  in  the  December  Hygeia. 

The  fact  that  the  majority  of  doctors  do  not 
want  any  state  system  of  medical  care  for  the 
American  people  does  not  mean  that  they  are  op- 
posed to  the  principle  of  insurance  as  a method  of 
payment  for  hospital  care  and  the  costs  of  sickness. 
It  does  mean  that  to  them  the  quality  of  medical 
service  and  the  prevention  of  disease  are  the  most 
significant  factors  in  the  situation. 

America  may  profit  from  the  experiences  of  for- 
eign countries  with  state  or  similar  systems  of  sick- 
ness insurance.  No  perfect  system  of  sickness  in- 
surance has  been  worked  out  successfully  in  any 
nation.  This  is  true  from  many  points  of  view,  not 
least  of  which  is  the  fact  that  the  quality  of  med- 
ical care  rendered  in  those  countries  is  far  below 
the  average  quality  usually  given  in  this  country. 

“American  doctors  are  proud  of  the  kind  of 
service  that  they  have  been  giving  to  the  American 
people,”  the  author  declares.  “They  can  point  to 
the  fact  that  our  sickness  rates  and  death  rates  are 
about  as  low  as,  if  not  lower  than,  those  of  most 
of  the  large  countries  of  the  world.  They  can 
point  to  the  fact  that  an  investigation  recently  made 
by  the  Bureau  of  Economics  of  the  American  Med- 
ical Association  revealed  the  fact  that  there  are 
few,  if  any,  people  in  the  United  States  really  suf- 
fering for  a lack  of  medical  care.” 

Direct,  mutual  responsibility  between  the  doctor 
and  the  patient  yield  the  best  tvpe  of  service. 
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SPECIFIC  THERAPY* 
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Richmond , V a. 


rJ''HE  classical  sermon  starts  with  a text.  I 
A shall  take  the  liberty  of  coining  one  for 
this  occasion.  “What  was  true  is  still  true. 
It  is  hazardous  to  disregard  the  learning  of 
the  past.” 

The  historical  method  is  always  the  most 
intriguing  manner  to  approach  a subject  and 
we  will  start  in  the  autumn  of  1494  when 
Charles  VIII  of  France  is  invading  the  king- 
doms of  Italy.  This  army,  made  up  of 
mercenaries  from  all  of  Europe,  swaggered 
down  the  Italian  peninsula,  according  to  the 
worst  traditions  of  debauchery,  and  soon  a 
new  disease  began  its  appearance.  It  was  an 
acute  illness,  prostrating  and  frequently  ter- 
minating in  death.  Fever  and  prostration 
was  its  accompaniment  with  ulcerations  of 
many  portions  of  the  body. 

Take  a florid  case  of  syphilis,  with  the 
symptoms  you  are  familiar  with  over  a 
period  of  years,  intensify  them  tremendously 
and  close  the  interval  of  time  to  a few  weeks, 
and  you  will  have  a description  of  this  ill- 
ness. 

The  army  finally  came  to  Naples,  which 
was  captured  in  February,  1495,  but  the 
plague  was  now  taking  control.  The  army, 
decimated  by  disease,  could  not  hold  what 
it  had  taken  and  the  retreat  homeward 
started.  Each  going  to  his  own  country, 
the  soldiers  carried  the  new  infection  and  in 
the  short  time  of  two  years,  every  country 
in  Europe  was  contaminated. 

Naturally,  such  an  invasive  plague  be- 
came the  chief  problem  of  the  man  of  medi- 
cine. In  thirty  years  it  had  lost  most  of  its 
plague-like  characteristics,  and  had  settled 
down  to  a more  chronic  infection,  though  not 

* Itoad  before  the  Fayette  County  Medical  Society  at.  Oak  Hill 
on  Sept.  12,  lit 3 3. 


as  insidious  as  it  now  is.  Indeed  this  dim- 
inution of  the  intensity  of  symptoms  led 
Fracastor  to  write,  forty  years  after,  that  he 
expected  the  disease  to  become  extinct  by  a 
gradual  fading  away. 

Historical  proof  seems  to  show  that  this 
disease  came  back  from  Haiti  with  the  sailors 
of  Columbus.  The  common  people  were 
ready,  each  to  blame  his  neighbor  nation.  It 
was  called  the  Spanish  disease,  the  Italian 
disease,  but  common  usage  finally  settled  on 
the  French  disease,  and  it  is  as  the  Morbus 
Gallicus,  you  find  it  named  by  the  older 
writers. 

In  1530  Jerome  Fracastor  of  Padua,  wrote 
a poem  in  which  the  disease  is  described  and 
tells  a legend  of  the  shepherd  Svphilus,  who 
was  infected  with  the  disease,  because  of  blas- 
phemy. So,  the  disease  of  Syphilus,  became 
the  disease  syphilis,  the  christening  taking 
place  four  hundred  years  ago. 

The  building  up  of  the  knowledge  of 
syphilis  by  pure  clinical  observation  is  a mar- 
velous thing.  As  a matter  of  fact  modern 
medicine,  with  the  full  force  of  the  labora- 
tory behind  it  has  simply  verified  statements 
deduced  by  clinical  observation.  Let  us  re- 
view this  building  up  of  knowledge: 

1530 — Parcelsus:  Suggested  hereditary  trans- 

mission. Used  mercury. 

1530 — Fracastor:  Named  the  disease.  Proved 

mucous  patches  not  due  to  mercury. 

1532 — Botallo:  Described  cerebral  blindness. 

1536 — Ferro:  Described  joint  lesions. 

1563 — Fallopius:  Differentiated  specific  from 

non-specific  condylomata. 

1580 — Jean  Ferrell:  Proved  that  infection 

would  not  pass  through  unbroken  skin.  Traced 
course  of  disease  from  chancre  to  eruption. 
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1590 — Ambrose  Pare:  Noticed  indolence  of 

specific  bubo. 

1600 — Horst:  Described  professional  infection 

through  cupping. 

1618 — Palfrey:  Described  infection  through 

midwives. 

1628 — Bazin:  Importance  of  induration  in 

chancre  diagnosis. 

1631 — Colie:  Infection  by  kissing. 

THE  PATHOLOGIST 

1531-98— Von  Grafenberg;  1 580-1656— Sir- 
enius — Postmortem  lesions  in  larynx,  trachea  and 
lungs. 

1656-1723 — Baden:  Liver,  spleen  and  kid- 

neys. 

1720 — Lancisi:  Heart  and  blood  vessels.  Re- 

lation to  aneurysm. 

1682-1722 — Morgangi:  Lungs,  bones,  heart 

and  great  vessels. 

With  the  closing  of  this  era  many  men 
were  affirming  and  Bell  and  Balfour  demon- 
strated experimentally  the  duality  of  gon- 
orrhea and  syphilis. 

Now  comes  on  the  scene  that  medical  col- 
losus,  John  Hunter,  who  disregarded  these 
workers  and  maintained  that  the  venereal 
disease  was  all  the  same.  To  prove  his  viewr- 
point,  he  inocculated  himself  with  pus  from 
a gonorrheic.  By  an  unlucky  chance,  he  picked 
a case  who  had  syphilis  as  well  and  Hunter 
developed  the  disease.  This  so  conclusive 
demonstration,  backed  by  Hunter’s  enor- 
mous prestige,  threw  everything  out  of  gear 
and  the  succeeding  half  century  is  known  as 
the  age  of  venereal  confusion. 

Now  came  Philip  Ricord,  who  in  the  years 
1831  to  1860  brought  order  out  of  chaos. 
He  reestablished  the  specificity  of  syphilis 
from  gonorrhea  and  divided,  for  description, 
the  disease  into  three  stages.  He  called  at- 
tention to  the  exceeding  rarity  of  reinfection, 
and  paid  much  attention  to  vaginal  lesions 
and  proved  the  actuality  of  mixed  infections. 

Wallace,  in  Dublin,  in  1835  established 
the  contagiousness  of  secondary  lesions. 
While  in  1852,  Bassereau  made  the  distinc- 
tion between  chancre  and  chancroid. 

The  school  of  Ricord  divided  into  that  of 
Diday  at  Lyons,  and  Fournier  at  the  Hos- 


pital St.  Louis  in  Paris.  Diday  worked  main- 
ly in  the  manifestations  of  hereditary  syp- 
hilis and  proved  the  dystrophies  of  this 
phase.  Fournier  was  encyclopedic  and  to 
him  is  mainly  due  the  recognition  of  syphilis 
as  a social  problem.  He  brought  out  its  re- 
lation to  matrimony.  He  emphasized  and 
made  standard  a lengthy  continuous  treat- 
ment. He  further,  with  Erb,  demonstrated 
the  causal  relationship  of  syphilis  to  tabes 
and  paresis. 

So  was  built  up  this  great  structure,  a tri- 
umph of  clinical  interpretation. 

In  1879  Neisser  discovered  the  gonoccus; 
in  1889,  Ducrey,  the  bacillus  of  chancroid, 
and  in  1905,  Schaudin,  the  spirochete. 

Virchow  in  the  90’s  was  also  proving  the 
unity  of  specific  pathology.  But  this  was 
mere  confirmation.  The  discoveries  were 
clinical. 

The  history  of  the  therapy  is  also  inter- 
esting. Mercury  early  used  has  been  the 
saviour  of  the  race.  Lip  to  1750,  men  made 
little  distinction  between  the  toxic  salivation 
and  its  therapeutic  action.  In  fact  salivation 
was  regarded  as  the  proper  method  of  ex- 
hibiting the  drug.  However,  the  physician 
saw  that  salivation  did  not  produce  a cure 
and  had  to  be  repeated.  This  could  not  be 
done  but  so  many  times  before  it  became  de- 
structive and  so  was  seen  the  need  for  a con- 
tinuous treatment. 

The  first  to  do  this  was  Von  Sweitman,  of 
Vienna,  who  brought  out  the  pills  of  bi- 
chlorid.  This  was  a great  advance  for  the 
patient  could  now  hold  a steady  pressure 
against  the  disease.  Other  forms  of  mercury 
rapidly  followed  and  we  find  the  smaller 
doses  of  different  salts  of  mercury  being  used 
by  different  men,  calomel,  protoiodid,  mer- 
cury with  chalk.  The  method  of  using  these 
remedies  established  a fundamental  doctrine, 
that  of  the  dosis  tolerata. 

In  other  words,  the  best  way  to  use  mer- 
cury was  to  find  the  largest  dose,  which  the 
patient  could  tolerate  without  physical  harm 
and  this  dose  to  be  continued  for  a sufficient 
length  of  time  to  produce  a cure.  With  this 
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doctrine  established,  the  older  remedy,  the 
innunction,  was  brought  back,  but  now,  con- 
forming to  the  dosis  tolerata  and  the  avoid- 
ance of  the  harmful  salivation. 

In  1819,  a Swiss  druggist,  started  using 
iodine  internally.  He  found  that  it  had  a 
great  effect  on  reducing  swollen  glands  and 
announced  it  as  a remedy  for  tuberculous 
glands.  Lugol,  in  Paris,  around  1825  took 
this  up  and  put  iodine  therapy  before  the 
profession.  In  1835  Wallace  of  Dublin  in- 
troduced potassium  iodide. 

There  was  opposition  by  the  laity,  who 
thought  ductless  glands  were  also  affected 
and  that  the  gonads  were  destroyed.  An 
epoch  making  investigation  at  Guy’s  Hos- 
pital, London,  around  1836  disproved  this 
and  iodine  in  the  form  of  potassium  iodide 
became  the  hand-maiden  of  mercury  as  the 
two  best  weapons  to  combat  the  disease  and 
so  continued,  down  to  twenty-one  years  ago. 

Now,  another  great  doctrine  had  slowly 
come  into  being,  rather  shall  we  say,  a law. 
It  was  this,  these  drugs  must  be  adminis- 
tered over  a definite  length  of  time.  Many 
men  had  different  explanations  for  it,  but 
so  far  as  I know,  no  one  combatted  the 
dictum.  What  was  this  length  of  time? 
Three  to  four  years,  usually  three  years  with 
mercury  and  one  year  with  iodine,  and  we 
were  told  that  he  who  obeyed  this  law  was 
safe.  That  the  race  persists,  and  neuro- 
syphilis was  as  uncommon  as  it  was,  is  sug- 
gestive proof  that  to  a large  degree,  they 
were  right. 

Now,  to  name  the  attainments  of  four 
hundred  years.  What  were  they? 

( 1 ) A complete  clinical  picture  of  the 
disease; 

(2)  The  use  of  mercury  and  iodine 
under  the  law  of  dosis  tolerata ; 

(3)  The  establishment  of  the  time  fac- 
tor; the  law  of  continuous  medication. 

Then  burst  on  the  world,  the  five  years 
from  1905  to  1910.  Schaudin  discovered 
the  spirochete  in  1905.  This  needs  no  dis- 
cussion. It  is  a clean  cut  victory  and  the 
chancre  need  no  longer  be  a question  of 


opinion.  Wassermann  made  announce- 
ment of  serology  in  1907.  This  procedure, 
built  on  the  discoveries  of  Bordet  and  Gen- 
gou,  was  given  to  the  world  as  a test.  The 
word  test  is  a very  complete  word.  It  means 
final  and  irrefutable  evidence  and  so  was  the 
Wassermann  accepted.  But  soon,  it  was 
found,  on  the  negative  side,  it  was  very  weak 
in  evidence.  So  many  cases  of  proven  syp- 
hilis showed  negative  reactions  that  the  say- 
ing became  applicable  here:  “A  negative 

report  is  only  a negative  report.”  Next  it 
was  shown  that  syphilitic  liver  antigen  was 
not  necessarily  a part  of  the  scheme,  that 
plain  heart  muscle  would  do. 

1 he  net  result  of  it  all  is  that  it  cannot  be 
considered  a test.  If  not,  what  is  it?  It  is 
an  allied  and  unexplained  phenomenon, 
which  rather  closely  tracks  the  pathology  of 
syphilis.  It  may  be  compared  to  the  pilot 
fish,  which  so  often  accompanies  the  shark 
as  to  make  the  assumption  reasonable  that 
with  one  present,  the  other  is  nearby. 

Any  man  is  a fool  who  disregards  the 
probability  of  such  evidence,  but  since  it  can 
not  be  explained,  and  since  it  errs  on  the 
negative  side  so  frequently,  one  may  well  re- 
sist this  worship  of  the  positive  report  to  the 
exclusion  of  clinical  observation  and  judg- 
ment. 

There  is  hardly  a physician  present,  who 
has  not  had  two  types  of  cases;  a tabetic, 
with  a negative  Wassermann  and  some  com- 
pletely robust  individual  who  has  obeyed 
every  law  of  therapy,  but  is  what  we  call 
“Wassermann  fast”,  and  in  whom,  except 
for  this  constantly  recurring  “four  plus”  re- 
port, no  single  evidence  of  the  disease  can 
be  found. 

This  idea  that  positive  serology  is  neces- 
sarily positive  pathology  is  a laboratory  de- 
fense attitude.  If  every  laboratory  gave  you 
the  same  report,  it  would  perhaps  be  dif- 
ferent but  you  can  take  the  same  specimen 
of  blood  and  get  different  reports  from  dif- 
ferent laboratories,  each  one  assured  of  the 
virtue  of  its  own  work.  It  reminds  one  of 
the  attitude  of  a policeman,  whose  record  is 
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good,  when  he  catches  a criminal,  and  the 
more  criminals  he  catches,  the  better  police- 
man is  he.  For  fear  of  this,  antigens  are 
stepped  up  and  regardless  of  technique  and 
how  attained,  the  positive  report  becomes 
law  when  obtained. 

Do  not  misunderstand  me.  The  modern 
syphilogist  would  be  lost  without  serological 
help,  but  like  Senator  Glass,  “I  aver,”  that 
nowhere  in  the  field  of  medicine  are  such 
momentous  decisions  made,  on  unexplainable 
data,  and  since  it  is  what  it  is,  the  clinician 
must,  in  self-preservation,  use  the  Wasser- 
mann  instead  of  the  Wassermann  using  him. 

In  1910  Paul  Von  Erlich  announced  a new 
remedy.  Its  genesis  is  a great  romance  and 
its  chemical  name  was  “dioxido-diamido- 
dihydro-arseno-benzol.”  Life  is  too  short  to 
use  that  name  and  so  its  laboratory  number 
606  was  first  and  is  still  used,  but  is  now' 
called  arsphenamine.  Erlich’s  dream  was  a 
complete  sterilization  by  one  massive  dose. 
He  attempted  to  demolish  the  time  law  of 
the  older  age  with  a new  law.  The  therapal 
sterilisans  magna,  the  therapy  of  the  great 
sterilization.  No  more  grandiose  thought 
ever  burgeoned  from  the  mind  of  man  and 
coming  from  so  elevated  a peak  of  learning 
it  dazzled  the  little  fellows  and  we  thought 
the  medical  millenium  had  come.  This  was 
in  1910  and  late  that  year,  I obtained  three 
doses  from  the  Rockefeller  Institute  and 
treated  three  florid  cases  of  syphilis.  All 
symptoms,  immediately  disappeared.  The 
dream  lasted  until  April  of  the  next  year, 
about  five  months,  when  these  cases  relapsed. 
They  did  not  relapse  as  cases  did,  who  had 
neglected  mercurial  therapy.  These  mer- 
cury cases  appeared,  when  relapsed,  in  dif- 
ferent forms,  but  these  cases  relapsed  at  the 
point  of  their  starting.  They  were  florid 
cases  in  December  and  florid  again  in  May. 

The  collapse  of  a dream  is  a terrible  thing 
and  passing  through  Frankfort  that  June,  I 
went  to  the  Speyerhaus  and  had  a talk  with 
an  American,  who  was  one  of  Erlich’s  assist- 
ants. He  admitted  that  my  experience  was  a 
general  one  but  they  still  felt  that  two  doses 


would  cure  an  ordinary  case  and  in  an  ex- 
tremity, three  might  be  used.  Then  like  Mr. 
Pepys  “And  so  back  home”  I came  with  a 
reconstructed  dream  which  soon  went  the 
way  of  its  parent.  1 then  started  that  road 
to  recontsruction,  through  which  we  are  still 
traveling. 

The  many  years  of  the  road  back  has 
shown  me  many  things.  It  is  patent  that 
remedies  of  a new  and  vivid  power  have 
been  added  to  our  armament  but  the  dosis 
tolerata  is  still  alive  and  men  who  formerly 
gave  .9  decigrammes  of  neoarsphenamine 
are  now  giving  .45  and  the  clinics  which  for- 
merly gave  .6  of  arsphenamine  now  make  a 
routine  of  .3,  with  the  dosis  tolerata  respected. 
The  time  will  come  when  an  arsphenamine 
dermatitis  will  be  a reproach. 

A suspicion  is  slowly  forming  that  those 
two  grand  drugs,  mercury  and  iodide,  which 
have  been  for  so  many  years  like  illegitimate 
children  at  the  family  reunion,  will  have 
their  birthright  restored. 

If  it  be  true  that  neurosyphilis  is  on  the 
increase,  can  we  not  ask  this  question:  May 
not  the  abandonment  of  mercury  have  some- 
thing to  do  with  it?  Of  course,  this  opens 
up  a field  of  discussion,  which  is  never  end- 
ing. For  instance  the  stamping  out  of 
malaria  may  be  removing  a natural  guard- 
ian against  paresis. 

The  old  physician  never  treated  his  chancre 
until  the  eruption  appeared.  A large  per- 
centage of  tabetics  and  paretics  never  had 
any  eruption.  May  not  the  eruptive  condi- 
tion be  the  means  of  an  immunity  forma- 
tion, which  we  destroy,  when  we  treat  the 
chancre? 

Is  there  not  a possibility  that  the  Wasser- 
mann is  an  evidence  of  immunity?  I don’t 
know.  But  this,  I do  know,  I would  far 
rather  have  a positive  Wassermann,  should 
I contract  syphilis,  than  to  have  the  disease 
wfith  a negative  Wassermann. 

In  every  other  field  of  medicine,  when 
serology  is  used,  a positive  reaction  is  re- 
garded as  good  news  and  judged  to  be  the 
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evidence  of  the  building  up  of  resistance. 
Why  is  it  regarded  as  bad  news  in  syphilis? 

These  are  some  of  the  things  we  think 
about  and  usually  do  not  talk  about  except 
when  gazing  across  the  mint  through  smoke, 
but  my  mental  perambulations  have  led  me 
to  one  conclusion.  The  time  factor  must  be 
restored.  How  long  will  it  be?  At  pres- 
ent, I have  adopted  the  dictum  of  the  Johns 
Hopkins  group;  viz,  treatment  for  one  year 
from  the  time  the  patient  becomes  sero- 
negative. At  present  this  seems  satisfactory, 
but  if  there  be  a change,  I am  very  sure,  it 
will  be  for  a longer  and  not  a shorter  time. 

The  manufacturers  have  been  busy  and 
bismuth  has  taken  the  place  of  mercury.  Ac- 
cording to  some,  the  figures  of  the  value  of 
mercury,  bismuth  and  arsphenamine  in  ther- 
apy may  be  expressed  as  4-8-12.  This  may 
be  true  but  we  are  in  great  need  at  present 
of  some  national  set-up,  which  will  relieve 
the  profession  of  the  sales  talk  of  the  detail 
man.  This  is  seriously  meant,  for  we  are 
all  taking  the  word  of  partisan  testimony  in 
selecting  different  forms  of  bismuth  for  use. 
The  government  will  not  permit  products  of 
a certain  toxicity  but  so  far  as  I know  there 
is  no  authority  to  determine  the  therapeutic 
ability  of  these  drugs.  There  should  be, 
for  instance,  some  one  above  a detail  man  to 
state  the  comparative  value  of  a water  sol- 
uble bismuth  compared  to  an  insoluble  oil 
suspension. 

In  teaching,  I have  used  a scheme  for  dia- 
gramatically  showing  the  factors  of  syphilitic 
therapy.  These  are  but  four.  You  and  I 
may  differ  as  to  their  importance  but  the 
factors  remain.  They  are: 

(1)  Selection  and  use  of  drugs; 

(2)  Guidance  of  serology  in  diagnosis 
and  in  gauging  results; 

(3)  Maintenance  of  physical  standards 
of  health; 

(4)  dime  the  treatment  must  cover. 

If  we  take  drugs  and  use  the  symbol  D. ; 

physical  condition  and  use  the  symbol  P.C. ; 
serology  and  use  the  symbol  S.,  and  time  of 
treatment  and  use  the  symbol  T.,  we  can 


say  that  the  proper  proportion  of  the  sym- 
bols are:  D.  plus  P.  C.  plus  S.  plus  T. 

equals  X.,  or  balanced  treatment.  If,  in  turn, 
we  take  an  easily  divided  number,  to  repre- 
sent X.,  we  can  then  apply  to  these  factors  a 
relative  number  to  express  our  ideas  of  their 
importance.  Now,  let  us  take  the  number 
24,  and  apportion  this  to  the  different  stages 
of  syphilis.  What  is  presented  is  purely  a 
personal  evaluation  but  not  without  some 
care  in  thinking. 

First,  the  chancre.  If  dark  field  diagnosis 
be  made,  say  one  week  after  the  appearance 
of  sore,  there  is  no  serology  and,  if  abortive 
treatment  be  successful,  there  will  never  be. 
The  patient’s  physical  condition  can  be  in  a 
measure  ignored  because  of  a major  crisis  in 
his  affairs.  It  is  taught  by  many  that  a suc- 
cessful attack  on  the  chancre  lessens  by  half 
the  time  necessary.  Therefore,  taking  the 
figure  24  let  us  say. 

D.  equals  16.  ) 

P.C.  ” 4.  ) 

equals  24. 

S.  ” 0.  ) 

T.  ” 4.  ) 

Next  the  florid  case:  Here  the  patient  is 

systemically  infected  and  no  abortive  treat- 
ment is  possible.  The  drugs  must  be  wisely 
used  and  the  patient  kept  in  good  shape. 
Serology  is  an  aid  in  diagnosis  and  in  deter- 
mining cure.  The  time  must  be  fully  cov- 
ered. Therefore,  it  can  be  reported: 

I).  equals  8.  ) 

P.  C.  ” 4.  ) 

equals  24. 

S.  ” 4.  ) 

T.  ” 8.  ) 

The  late  case,  when  the  disease  is  ten  or 
fifteen  years  old  and  in  a patient  around 
forty,  presents  a different  problem.  Organs 
have  been  damaged  and  may  be  more  dam- 
aged by  ruthless  treatment.  The  patient  is 
to  be  conserved  since  his  health  is  fair.  The 
treatment  must  be  insidious  rather  than  com- 
mulative.  Here  we  must  meet  the  resistant 
Wassermann  and  may  run  into  absurdities 
of  overtreatment.  When  the  treatment  is 
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gentle,  it  must,  of  necessity  be  longer.  This 
case  may  be  expressed: 

D.  equals  4.  ) 

P.C.  ” 10.  ) 

equals  24. 

S.  ” 2.  ) 

T.  ” 8.  ) 

Now,  the  elderly  person  of  sixty  or  more. 
It  helps  little  when  you  get  a negative  Was- 
sermann,  if  you  get  a funeral  at  the  same 
time.  A person  of  sixty  or  more  with  syp- 
hilis has  usually  had  this  disease  for  two- 
thirds  of  his  life  and  is  normally  a syphilitic. 
The  job  is  to  relieve  syphilitic  interference 
with  normal  function,  to  maintain  physical 
condition  for  a fair  wrorking  machine,  ignor- 
ing the  idea  of  dosage  determination.  So  we 
may  express  it: 

D.  equals  3.  ) 

P.C.  ” 16.  ) 

equals  24. 

S.  ” 1.  ) 

T.  ” 4.  ) 

The  hereditary  case  is  strangely  like  that 
of  old  age.  Time  is  the  great  factor  after 
physical  condition.  The  Wassermann  seldom 
becomes  entirely  negative.  Here: 

D.  equals  4.  ) 

P.C.  ” 12.  ) 

equals  24. 

S.  ” 2.  ) 

T.  ” 6.  ) 

I trust  this  does  not  strike  you  as  childish. 
As  a teacher  of  many  years,  I have  bitterly 
fought  the  idea  of  the  Wassermann  diag- 
nosis opposed  to  clinical  observation.  Left 
alone,  the  average  clinic  will  degenerate  into 
a pumping  station  governed  by  pink  slips 
from  the  laboratory.  We  doctors  are  sing- 
ularly one-handed.  When  we  pick  up  a newr 
weapon,  we  lay  down  an  old  one.  When  I 
graduated,  I started  out  in  the  office  of  a 
man  with  a large  genitourinary  practice.  In 
that  day,  the  treatment  of  gonorrhea  was 
potassium  permangamate  and  the  Valentine 
irrigator.  In  ten  years  the  irrigators  were 
dust  covered  and  silver  salts  were  used  and 
vaccines  and  instillations.  Now,  after  thirty 


years,  the  batteries  of  the  irrigators  are  back 
and  the  purple  tide  of  the  permangamate 
rolls  on. 

I cannot  say  definitely  as  to  the  future  of 
mercury  and  potassium  iodide,  but  will  lay 
a wager,  that  much  more  of  both  will  be 
used  twenty  years  from  now,  than  is  done  to- 
day. In  closing  may  I repeat  my  text: 

“What  was  true,  is  still  true.  It  is  haz- 
ardous to  disregard  the  learning  of  the  past.” 

BIBLIOGRAPHY 

Epidemiology  of  Syphilis — W.  A.  Pusey. 


REBUILDING  BLOOD 

Anemia  is  caused  in  one  of  three  ways:  (1) 

by  direct  loss  of  blood  by  hemorrhage,  (2)  by  de- 
struction of  blood  within  the  body  by  disease  or 
(3)  by  inadequate  digestion  or  assimilation  of  cer- 
tain chemical  ingredients  found  in  food  and  needed 
in  the  composition  of  hemoglobin  or  of  red  blood 
cells,  Dr.  George  Baehr  points  out  in  an  article  on 
“The  Problem  of  Anemia”  in  the  December 
Hygeia. 

When  anemia  is  the  result  of  the  direct  loss  of 
blood  by  hemorrhage,  arresting  the  bleeding  is 
usually  followed  by  prompt  recovery.  If  the  anemia 
is  the  result  of  the  progressive  destruction  of  blood 
within  the  body  by  some  disease,  the  underlying 
cause  must  be  discovered  and  eliminated  if  recovery 
is  to  take  place.  Chronic  infections  in  any  part  of 
the  bod}’,  cancerous  growths,  and  blood  diseases 
such  as  leukemia  are  the  commonest  blood- 
destroying  conditions.  The  third  cause  of  anemia 
is  by  far  the  most  common,  and  until  recent  years 
it  was  the  most  baffling  type  to  treat.  This  is  the 
type  that  results  from  the  inadequate  rebuilding  of 
hemoglobin  and  red  blood  cells. 

Hypochromic  anemia,  the  type  of  deficiency 
anemia  caused  by  a lack  of  iron  and  consequent 
lowering  of  the  hemoglobin  content,  can  be 
promptly  cured  by  doses  of  iron  far  greater  than 
the  amounts  which  it  was  previously  the  custom  to 
prescribe.  Hyperchromic  anemia  is  the  type  in  which 
the  number  of  red  blood  cells  is  greatly  reduced 
through  lack  of  the  substances  needed  in  their 
structure;  more  than  enough  iron  is  available,  how- 
ever, so  that  the  red  blood  cells  are  crammed  with 
hemoglobin.  This  type,  more  commonly  known  as 
pernicious  anemia,  can  also  be  cured  promptly  by 
supplying  the  patient  with  the  substances  that  are 
lacking  and  which  can  be  found  in  large  amounts 
in  the  liver  of  any  animal. 
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URINARY  STASIS;  ITS  INFLUENCE  ON  CHRONIC 
INFECTION  OF  THE  URINARY  TRACT* 


‘By  J.  U.  Rohr,  M.  D. 
Charleston , W.  V a. 


^he  subject  of  urinary  stasis  and  its  in- 
fluence on  chronic  infection  of  the  urinary 
tract  is  one  of  great  importance.  There  is 
little  satisfaction  to  be  gained  from  a study 
of  the  literature  on  this  subject.  After  a 
great  deal  of  thought  and  study  and  from 
my  own  experience,  I wish  to  bring  this  sub- 
ject to  you  in  a simple  and  straightforward 
way. 

It  is  well  to  consider  in  the  beginning  and 
to  get  clear  in  our  minds  that  the  urinary 
system  is  just  one  big  excretory  organ,  and 
that  its  entire  physiology  is  to  eliminate  ex- 
cess fluids,  solvent  poisons  and  acids  from 
the  blood  stream.  A very  large  percent  of 
all  poisons  absorbed  in  the  course  of  the  ali- 
mentary tract,  as  well  as  the  internal  poisons 
formed  in  the  body  by  breaking  down  of 
body  cells  in  the  usual  daily  activities  of  life 
are  eliminated  by  this  urinary  system. 

Live  bacteria  such  as  colon  bacilli,  typhoid 
bacilli  and  the  Gram-positive  cocci  group 
may  be  and  often  are  passed  through  the 
urinary  system  without  any  disturbances. 
Even  if  there  is  an  acute  infection  of  the 
urinary  tract  following  a severe  cold  and 
attack  of  influenza,  or  from  some  focus  of 
infection  such  as  tonsils,  teeth,  etc.,  it  will 
usually  clear  up  of  its  own  accord  when  the 
cause  is  removed,  if  there  is  no  urinary 
stasis.  Rut  if  there  is  stasis  at  any  point  it 
not  only  forms  a good  breeding  place  for 
any  bacteria  that  might  under  normal  condi- 
tions be  passed  out  without  harm,  but  actual- 
ly because  of  inflammatory  reaction  due  to 
stagnant  urine  courts  proliferation  of  the 
organism  and  infection  of  a chronic  nature. 

With  this  foundation  and  these  facts  in 
mind  we  are  now  ready  to  say  that  in  prac- 

•Jtrad  before  the  Mountain  State  IIoHpital  Staff,  Charleston, 
\V.  Vn.  on  March  20,  103  4. 


ticallv  every  case  of  infection  of  the  urinary 
tract  of  a subacute  or  chronic  nature  we 
should  consider  that  in  all  probability  we 
have  stasis  of  some  degree  in  the  part  in- 
volved. This  does  not  necessarily  mean 
that  in  all  cases  of  stasis  we  have  infection, 
for  in  many  cases  we  do  not,  especially  if 
the  urine  is  sufficiently  acid.  This  is  demon- 
strated very  clearly  in  pregnancy  where  we 
have  a certain  amount  of  normal  stasis  in 
each  case.  This  is  physiological  stasis  due  to 
hypertrophy  of  the  muscles  of  the  trigone  in 
the  bladder,  also  in  many  cases  to  pressure 
of  the  enlarged  uterus  on  the  ureters,  in 
which  case,  the  stasis  is  found  in  the  upper 
urinary  tract.  Yet  all  cases  of  pregnancy  do 
not  have  urinary  tract  infection.  On  the 
other  hand,  infection  is  a quite  common  com- 
plication in  pregnancy  most  usually  found 
in  the  upper  urinary  tract  in  the  form  of 
pyelitis  on  one  or  both  sides,  causing  chills 
and  fevers  with  toxic  symptoms.  If  a ure- 
teral catheter  is  passed  for  drainage  and  kid- 
ney lavage  the  temperature  immediately 
drops,  and  the  other  symptoms  subside.  T his 
being,  as  stated  above,  a temporary  stasis. 
Most  cases  of  infection  with  pregnancy  clear 
up  promptly  of  their  own  accord  as  soon  as 
pregnancy  ends.  If  it  does  not  we  should 
look  for  pathological  stasis. 

Stasis  means  that  either  the  normal  urin- 
ary vesicles  or  some  abnormal  cyst  or  pocket 
is  not  emptying  itself.  In  other  words,  stasis 
means  retention  and  is  caused  by  obstruction 
to  the  free  flow  of  urine  in  a normal  way. 
Obstruction  may  be  found  anywhere  along 
the  urinary  tract  from  the  meatus  to  the  kid- 
ney pelvis  and  may  be  either  congenital  or 
acquired.  An  essential  fact  is  that  the  results 
of  obstruction  upon  the  kidneys  are  funda- 
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mentally  the  same  regardless  of  the  point  at 
which  the  obstruction  occurs.  There  are  var- 
iations, however,  in  the  course  of  the  lesion 
and  in  the  relative  importance  of  the  func- 
tional and  anatomical  changes,  according  to 
the  distance  at  which  the  obstruction  is  lo- 
cated from  the  kidney.  Some  of  the  more 
common  infravesical  obstructions  are  urethral 
stricture,  prostatic  hypertrophy,  congenital 
valve  of  the  urethra,  prostatic  abscess  and 
vesical  and  urethral  calculi.  Of  the  supra- 
vesical obstructions  which  are  more  common 
are  stricture  of  the  ureter,  ureteral  calculi, 
nephroptosis  with  abberrant  vessels,  kinking 
of  the  ureter  and  pressure  upon  the  ureter 
from  abdominal  tumors,  pelvic  tumors  and 
abscesses. 

I think  few  people  realize  the  full  im- 
portance of  obstruction  in  the  urethra.  Strict- 
ure, however  slight,  requires  some  extra 
effort  to  expel  the  normal  urine.  This  in 
turn  increases  the  pressure  in  the  bladder. 
However,  as  long  as  the  bladder  muscles  are 
able  to  empty  the  bladder  entirely  there  is 
little  real  pathology  produced  except  the 
stricture  itself.  But  sooner  or  later  the  blad- 
der muscles  begin  to  weaken,  cellules  and 
diverticuli  form,  and  we  have  residual  urine. 
This  constant  pressure  in  the  bladder  destroys 
the  functional  power  of  the  valve-like  ar- 
rangement at  the  ureterovesical  orifice,  which 
in  turn  increases  pressure  in  the  ureter  and 
causes  dilatation.  At  every  effort  to  empty 
the  bladder  the  urine  is  forced  back  onto  the 
kidney  increasing  the  pressure  in  the  kidney 
pelvis.  It  is  at  this  time  that  hydronephrosis 
begins.  In  case  the  obstruction  is  supraves- 
ical, the  pressure  is  all  from  the  functioning 
kidney.  If  the  obstruction  is  complete  and 
constant  we  first  have  severe  kidney  colic  and 
then  suppression  of  urine  wfith  relief  from 
pain.  But,  if  the  obstruction  is  partial,  the 
pressure  of  the  functioning  kidney  on  itself 
will  also  produce  hydronephrosis.  In  either 
case  the  hdyronephrosis  increases  and  event- 
ually the  kidney  is  destroyed. 

With  these  etiological  factors  in  mind  I 
believe  you  can  see  more  clearly  the  import- 


ance of  looking  for  some  cause  of  urinary 
stasis  in  all  chronic  urinary  infections.  The 
pathology  of  the  entire  urinary  tract,  espe- 
cially the  upper  tract,  is  so  important  that 
we  owe  it  to  ourselves  and  our  patients  to 
make  every  effort  possible  to  find  out  the 
cause  of  chronic  infection  and  eliminate  these 
causes  before  the  destructive  pathology  is  far 
advanced.  Therefore,  I admonish  you,  where 
urinary  infection  persists,  to  look  for  the  cause 
in  some  focus  of  urinary  stasis,  which  in  most 
cases  can  be  corrected.  Do  not  allow  a 
chronic  urinary  infection,  which  perhaps  is 
not  causing  severe  symptoms  at  the  time,  to 
run  on  until  irreparable  damage  is  done  to 
the  kidney  which  is  a vital  organ. 


SPEECH  PROBLEMS 

There  are  two  main  groups  of  speech  disorders, 
those  of  an  organic  nature  and  those  of  a functional 
nature,  Dorothy  M.  Woldstad  points  out  in  an 
article  on  “Speech  Problems  in  Childhood”  in  the 
December  Hygeia. 

In  no  case  should  speech  training  begin  in  an 
attempt  to  correct  a speech  disorder  until  all  neces- 
sary medical  and  surgical  treatment  has  been  given 
for  such  organic  defects  as  the  structural  condition 
of  the  teeth,  the  shape  of  the  jaw,  paralysis  of  the 
musculature,  abnormality  of  hard  or  soft  palate, 
growth  on  the  vocal  bands  or  presence  of  infection. 

If  the  delayed  speech  is  not  the  result  of  organic 
defects  or  lack  of  intelligence,  it  can  usually  be 
traced  to  lack  of  stimulus  in  the  child’s  environ- 
ment. Performance  tests  applied  by  a psychologist 
determine  the  intelligence.  Failure  to  develop 
speech  by  the  age  of  two  is  an  unnatural  condition 
for  the  intelligent  child  and  should  not  be  allowed 
to  continue.  It  is  easy  to  see  that  if  everything  is 
done  for  the  child  that  he  could  learn  to  do  for 
himself,  the  development  of  speech  may  languish, 
because  his  wants  are  anticipated  before  he  has  need 
of  expressing  them. 

“Common  sense  and  science  are  in  agreement 
on  the  untoward  part  played  by  defective  speech  in 
mental  and  physical  well  being.  Any  hindrance 
to  free  expression  through  speech  is  admittedly  an 
enemy  to  happiness  and  success  in  life,  an  insidious 
enemy  indeed  because  the  attack  comes  from  within 
the  person  himself  through  his  loss  of  confidence  in 
the  ability  to  hold  his  own  among  his  fellows,”  the 
author  states. 
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SOME  PHYSIOLOGICAL  CONSIDERATIONS  OF  THE 
CARDIOVASCULAR  SYSTEM* 


By  Edward  J.  Van  Liere,  Ph.D.,  M.  D. 

Medical  School , University  of  W est  Virginia 
Morgantown , West  Virginia 


Jt  is  obviously  impossible  to  cover  the  en- 
tire field  of  the  physiology  of  the  cardio- 
vascular system  in  the  time  allotted  me.  I 
shall,  therefore,  dwell  only  on  certain  phases 
which  have  more  or  less  direct  bearing  on 
clinical  medicine  and  shall  point  out  a few 
of  the  recent  advances  made  in  cardiovascular 
physiology. 

The  Conduction  System:  I have  been 

asked  to  say  something  about  the  conduction 
system  of  the  heart  although  I had  not  in- 
cluded that  in  my  proposed  discussion.  The 
beat,  as  is  well  known,  originates  in  the  sino- 
auricular  node  (of  Keith-Flack)  which  is  sit- 
uated in  the  groove  between  the  inferior  vena 
cava  and  the  right  auricle.  It  is  analagous  to 
the  sinus  venosus  of  the  frog  and  the  turtle. 
It  is  properly  called  the  pacemaker  of  the 
heart.  The  impulse  spreads  from  this  bit  of 
specialized  tissue  over  the  wall  of  the  auricle 
until  it  reaches  the  auriculoventricular  node 
(of  Tawara),  which  is  found  at  the  base  of 
the  auricular  septum.  Some  authors  have 
maintained  that  there  is  a fibrous  connection 
between  these  nodes  but  sufficient  evidence 
has  not  been  brought  forth  to  prove  this. 
The  auriculoventricular  bundle,  or  the 
bundle  of  His,  starts  from  the  a-v  node, 
runs  along  the  top  of  the  interventricular 
septum  and  divides  into  right  and  left 
branches,  which  supply  the  right  and  left 
ventricles  respectively.  These  branches  or 
bundles  as  they  are  usually  called  break  up 
into  smaller  branches  and  finally  spread 
throughout  the  greater  part  of  the  ventricles 
beneath  the  endocardium — the  so-called 
“fibers  of  Purkinje.”  It  has  been  shown  by 
Sir  Thomas  Lewis  that  the  conduction  of  the 
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impulse  travels  about  ten  times  as  fast 
through  the  bundle  of  His  as  it  does  through 
the  myocardium  proper.  In  cases  of  delayed 
conduction  too  long  a time  may  elapse  be- 
tween the  beat  of  the  auricle  and  that  of  the 
ventricle  and  this  is  often  the  first  sign  of 
beginning  heart  block.  This  conduction  sys- 
tem then  plays  a very  important  part  in  the 
physiology  of  the  heart  and  has  a direct  bear- 
ing on  clinical  cardiology. 

The  Cardiac  Nerves:  The  functions  of 

the  vagus  and  accelerator  fibers  are  so  well 
known  that  I shall  not  dwell  on  them.  It 
might  be  well,  however,  to  take  up  the  dis- 
cussion of  the  afferent  autonomic  fibers.  A 
great  deal  of  work  has  been  done  on  the 
efferent  autonomic  fibers  but  much  less  is 
known  about  the  afferent;  the  point  being, 
of  course,  that  it  is  much  more  difficult  to 
work  on  sensory  fibers  than  on  motor  fibers. 
The  sensory  nerves  of  the  heart  have  re- 
ceived much  attention  the  past  few  years 
owing  to  the  fact  that  anginal  pain  is  carried 
by  these  fibers.  As  recently  pointed  out  in 
an  able  editorial  in  the  Journal  of  the  Amer- 
ican Medical  Association'  a number  of  dif- 
ferent structures  have  been  removed  for  the 
relief  of  anginal  pain.  The  stellate  ganglion 
(first  thoracic),  the  superior,  middle,  and  in- 
ferior cervical  ganglia  all  have  been  removed 
and  even  the  posterior  roots  of  certain  thor- 
acic spinal  nerves  have  been  injected  or  sev- 
ered. This  means,  of  course,  that  the  sen- 
sory pathway  is  not  well  known.  The  best 
uniform  results  as  1 understand  it  have  been 
obtained  on  the  whole  by  removal  of  the 
stellate  ganglion,  although  this  operative 
procedure  does  not  always  alleviate  the  an- 
ginal pain.  The  most  recent  work  is  that  of 
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Heinbecker,  Bishop  and  O’Leary’  of  Wash- 
ington University  Medical  School.  These 
workers  feel  that  the  sensory  libers  can  be 
detected  by  actual  measurement  and  they 
are  working  out  the  exact  pathway  of  the 
sensory  nerves.  If  this  work  proves  fruit- 
ful, it  should  be  a great  help  to  the  surgeon. 

Other  nerves  which  may  be  mentioned 
while  on  this  topic  are  those  fibers  which  end 
in  the  arch  of  the  aorta  and  in  the  carotid 
sinus.  These  nerve  endings  if  stimulated 
both  produce  a slower  heart  and  a fall  in 
blood  pressure.  They  are  strictly  speaking 
not  cardiac  nerves  but  they  may  be  consid- 
ered along  with  them.  They  are  stimulated 
by  the  blood  stream — if  the  blood  pressure 
rises  the  heart  beat  is  slowed  reflexly.  1'he 
blood  pressure  not  only  falls  as  a result  of 
this,  but  there  is  also  a reflex  vasodilatation. 
This  entire  mechanism  is  certainly  a labile 
one  and  the  threshold  must  change  rather 
readily  as  hypertension  occurs  in  spite  of  this 
nice  arrangement.  These  nerves  may  be  con- 
sidered as  adjuvants  to  the  circulation  al- 
though the  depressor  nerve  in  man  is  said 
not  to  be  so  important  as  in  lower  animals, 
such  as  in  the  rabbit  and  the  dog. 

The  Question  of  Cardiac  Tonus:  In  phy- 
siology when  we  speak  of  tonus,  as  a rule, 
we  mean  a neuromuscular  tonus.  It  is  thought 
that  a shower  of  subminimal  stimuli  are  be- 
ing sent  over  the  motor  nerve  to  the  muscle. 
This  causes  the  muscle  to  show  a slight  but 
continuous  contraction.  As  is  well  known  if 
the  nerve  supply  is  injured,  a part  or  all  of 
this  tone  is  lost.  It  may  be  well  shown  by 
pithing  the  brain  of  a frog  and  suspending  it 
by  the  lower  jaw.  Now  if  the  sciatic  nerve 
is  cut  in  one  leg,  that  leg  will  hang  down 
lower  than  the  one  in  which  the  nerve  has 
not  been  severed.  The  question  is  whether 
the  heart  has  such  a neuromuscular  tonus. 
Considerable  has  been  written  about  this  but 
it  has  not  been  settled.  Work  done  in  this 
laboratory  by  Crisler  and  Van  Liere'  points 
toward  the  fact  that  if  the  heart  .does  jjave  a 
neuromuscular  tonus  the ' vagi , are  not  < in- 
volved. Work  is  contemplated  to  see 


whether  the  accelerators  may  influence  tonus. 
There  is  one  thing  which  should  be  pointed 
out  in  this  connection  and  that  is  that  it  is 
possible  to  conceive  that  a real  neuromusc- 
ular tonus  might  interfere  with  cardiac  fill- 
ing. This  problem  then  has  many  interest- 
ing angles. 

As  I understand  the  question  of  tone,  how- 
ever, the  physician  uses  it  in  a different  sense 
than  does  a physiologist.  The  former  speaks 
of  the  heart  being  in  good  tone  when  the 
sounds  are  clear  and  normal,  the  quality  of 
the  pulse  regular,  etc.  There  then  may 
be  a difference  in  the  use  of  the  terms  which 
should  be  kept  in  mind. 

Cardiac  Aluscle:  It  has  become  more 

and  more  recognized  in  cardiology  that  the 
condition  of  the  cardiac  muscle  is  of  prime 
importance  and  that  too  much  emphasis  must 
not  be  laid  on  the  presence  of  murmurs,  par- 
ticularly if  these  are  systolic.  Cardiac  muscle 
is  said  to  have  certain  peculiarities.  The 
heart  in  its  contraction  follows  the  “All  or 
None  Law”  and  it  also  has  a long  refractory 
period.  These  so-called  peculiarities  are 
more  apparent  than  real.  It  is  generally  ac- 
cepted today  that  the  individual  fiber  of  the 
striated  muscle  also  obeys  the  “All  or  None 
Law”  in  contraction  and  it  is  also  recognized 
that  probably  most  cells  have  a definite  re- 
fractory period.  The  above  two  properties 
are,  however,  emphasized  in  the  heart  and  it 
may  well  be  that  they  serve  as  a protective 
mechanism.  A consideration  of  the  physio- 
logy of  cardiac  muscle  is  not  complete  with- 
out mentioning  the  work  of  the  late  Pro- 
fessor Starling  of  England.  He  showed 
clearly  that  the  energy  of  contraction  de- 
pended upon  the  initial  length  of  the  cardiac 
fibers.  This  important  generalization  is  called 
“The  Law  of  the  Heart”.  If  a greater  car- 
diac output  is  needed,  the  heart  becomes 
somewhat  dilated 3 the  fiber  is  thus  length- 
ened and  more  blood  will  be  thrown  into  the 
circulation.  This  dilatation,  of  course  must 
not  go  too  far,  for  if  it  does  the  heart  assumes 
a spherical  shape.  It  then  loses  its  mechanical 
advantage  and  the  cardiac  output  drops  very 
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markedly.  Excessive  dilatation  is  probably 
hindered  largely  by  the  restraining  action  of 
the  pericardium,  especially  in  times  of  stress 
as  shown  by  Van  Liere  and  Allen*,  Van  Liere 
and  Crisler’  and  others. 

Cardiac  Output  and  Cardiac  Work:  I 

think  we  may  safely  say  that  at  the  present 
time  there  is  no  simple  method  for  deter- 
mining the  cardiac  output.  Every  method 
yet  devised  has  its  drawbacks  and  I seriously 
question  the  accuracy  of  most  of  the  methods. 
Whether  a relatively  simple  one  will  soon 
be  devised  that  the  physician  may  use  in  his 
office  I cannot  say.  At  the  present  time  the 
best  method  for  the  clinician  is  to  use  the 
signs  with  which  he  is  familiar,  such  as 
dyspnea,  edema  and  the  like. 

Unfortunately,  moreover,  no  good  method 
has  been  devised  to  test  the  strength  of  the 
heart  muscle.  All  the  efficiency  tests  leave 
much  to  be  desired  and  the  fact  that  there 
are  so  many  of  them  indicates  that  opinions 
are  varied  and  that  no  real  criterion  exists. 
It  is  here  that  the  experience  and  knowledge 
of  the  physician  is  brought  into  play.  I do 
feel,  however,  that  if  the  physician  continues 
to  use  one  of  the  efficiency  tests  on  all  of 
his  patients  it  may  help  him  a good  deal  in 
evaluating  his  results  as  he  may  use  it  as  a 
comparative  basis.  It  should  thus  help  him 
in  diagnosis  and  prognosis. 

Eet  us  consider  the  question  of  the  amount 
of  work  the  heart  is  called  upon  to  do.  If 
we  assume  that  a heart  is  throwing  out  about 
two  and  one-half  ounces  of  blood,  (which 
is  a fair  estimate,  as  it  means  a stroke  volume 
of  about  75  c.c.),  and  the  heart  is  beating  72 
times  per  minute — in  the  course  of  24  hours 
this  will  amount  to  about  eight  tons  of  blood. 
We  will  not  take  into  account  that  the  heart 
must  push  this  blood  against  an  intra-aortic 
pressure  of  about  120  millimeters  of  mer- 
cury. If  we  calculate  this  we  find  that  the 
work  is  tremendously  increased.  Now  if  for 
some  reason  the  heart  beat  be  increased  by 


increased  to  something  over  ten  and  one- 
half  tons  of  blood  a day.  This  is  assuming, 
of  course,  that  the  stroke  volume  remains 
the  same.  I think  that  these  figures  are  sig- 
nificant and  they  show  that  rest  is  a funda- 
mental thing  in  the  treatment  of  many  car- 
diac conditions. 

The  Blood  Vessels:  A discussion  of  the 

physiology  of  the  blood  vascular  system 
would  not  be  complete  without  mentioning 
the  blood  vessels,  but  time  will  allow  only  a 
brief  consideration  of  this  topic.  Of  recent 
years  much  work  has  been  done  on  the 
vessels.  I have  reference  to  the  work  of 
Krogh,  and  of  Lewis  and  Grant.  That  the 
blood  vessels  play  a very  important  part  in 
health  and  disease  is  well  known.  Stripping 
the  vasomotor  nerves  from  the  vessels  has 
been  done  for  certain  circulatory  disorders. 
Theoretically  this  should  prevent  spasm  of 
the  vessels  and  they  should  have  a wider 
caliber.  I am  not  familiar  enough  with  the 
end  results  to  pass  judgment  upon  its  clin- 
ical value.  I believe  that  I will  have  to  dis- 
miss this  part  of  the  discussion  of  blood 
vessels  by  quoting  Dr.  White,  who  in  his 
book  states  that  relatively  little  time  need 
be  spent  on  the  peripheral  vessels  as  com- 
pared to  the  heart. 

Cardiac  Hypertrophy : While  the  subject 
of  hypertrophy  probably  belongs  to  path- 
ology, nevertheless,  I am  going  to  take  the 
privilege  of  saying  something  about  it  from 
the  physiological  standpoint.  It  may  be  said 
that  there  are  two  schools  as  regards  cardiac 
hypertrophy,  one  which  maintains  that  there 
is  an  actual  work  hypertrophy  and  the  other 
which  maintains  that  hypertrophy  is  a re- 
sponse to  damage  to  the  cardiac  muscle;  that 
is,  an  injury  hypertrophy.  1 believe  that  in 
the  past  ten  years  evidence  has  accumulated 
to  show  that  a heart  may  enlarge  slightly 
from  exercise.  Some  work  done  in  this  lab- 
oratory during  the  past  six  years  also  points 
to  that  fact.  This  does  not  mean  that  there 


exercise,  a mild  hyperthyroidism,  or  other  is  spcb  a;th,ing.  as  an  athletic  heart,  but  it 
cause  to  95  beats  per  minute,  the  amount  qf  ddt’N  ffiican  '-that ' qj,  the. lower  animals  at  least 
blood  which  the  heart  has  to  pump  will  'hit  - there  is,  some  proof -that  exercise  may  cause 
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a slight  cardiac  enlargement.  T his  enlarge- 
ment, however,  probably  is  not  enough  to 
make  any  difference.  In  the  case  of  preg- 
nancy where  there  is  certainly  an  added 
strain  on  the  heart,  cardiac  hypertrophy  has 
never  been  proved  to  be  present  as  far  as  I 
know.  Much  more  work  is  needed  on  this 
subject.  It  is  quite  true  I believe  that  a heart 
which  has  greatly  enlarged  has  been  dam- 
aged and  that  is  why  hypertrophy  is  such  a 
significant  sign  in  heart  disease.  Much  more 


work  is  needed  on  the  entire  question  of  car- 
diac hypertrophy  and  it  is  quite  possible  that 
the  two  views  given  above  will  have  to  be 
modified  as  more  experimental  work  is  done. 
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COMMUNITY  PARTICIPATION  IN  GENERAL 
DISEASE  PREVENTION 


'By  Ray  I.  Frame,  M.  I). 
Sharpies , West  Virginia 


Charples  is  the  central  village  around 

which  are  grouped  the  hamlets  of  Cloth- 
ier, Mifflin,  Dorba,  Monclo  and  Blair.  It  is 
the  home  of  the  Boone  County  Coal  Cor- 
poration and  this  entire  group  of  villages 
exist  solely  because  of  this  fact.  In  each  vil- 
lage, the  great  majority  of  the  houses  belong 
to  the  corporation.  The  remainder  of  the 
homes  are  independently  owned  by  both  em- 
ployees and  non-employees.  The  non- 
employees make  their  living  in  various  ways 
such  as  farming,  storekeeping,  shoe  repair- 
ing, barbering,  railroading,  teaching  school, 
moonshining,  RFCing  and  CWAing. 

Beginning  in  the  fall  of  1925,  a plan  has 
been  developed  in  Sharpies  that  has  greatly 
and  unbelievedly  improved  the  health  of  the 
entire  community.  It  is  believed  that  the 
plan  has  reached  its  fruition  and  has  been  so 
successful  that  it  might  profitably  be  adopted 
in  similar  communities. 

The  ultimate  objective  of  the  plan  is  to 
have  the  industrial  physician  take  care  of  his 
patients  in  health  as  well  as  in  time  of  ill- 
ness. This  is  necessary  because  he  is  usually 
the  only  available  physician  in  such  com- 
munities. The  objective  is  much  more  diffi- 
cult of  attainment  than  one  might  suppose, 


because  of  the  initial  lack  of  cooperation  and 
the  presence  of  actual  antagonism  on  the  part 
of  the  patient.  It  is  only  made  possible  of 
attainment  by  an  extremely  slow  process  of 
health  education. 

The  foundation  of  the  plan  rests  upon  the 
shoulders  of  the  industrial  physician  and  his 
assistants,  yet  in  order  to  succeed  he  must 
enlist  the  help  of  every  agency  or  group  in 
the  community.  The  Sharpies  plan  has  been 
a success  because  of  the  active  participation 
of  the  mine  management,  the  Woman’s  Club, 
the  P.T.A.  organizations,  the  school  teachers, 
the  Logan  county  health  department,  the 
school  bus  drivers,  the  mine  safety  clubs,  the 
Boy  Scouts,  the  Four  “H”  club  girls,  the 
county  board  of  education,  the  local  news- 
paper, the  ministers  and  many  individuals. 

There  is  no  particular  difficulty  in  secur- 
ing the  cooperation  of  any  one  in  our  com- 
munity if  the  desired  activity  is  made  to  fall 
within  the  purview  of  this  person’s  daily  oc- 
cupation or  that  group’s  reason  for  existence, 
thereby  giving  this  person  a feeling  of  work 
well  done,  or  that  group,  a pride  in  achieve- 
ment. Upon  this  hard  earned  secret  is 
founded  the  success  of  all  that  has  been  ac- 
complished in  our  community.  It  has  been 
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most  gratifying  to  see  the  eagerness  with 
which  the  above-named  groups  or  individ- 
uals grasp  their  responsibilities  when  a 
method  of  procedure  is  pointed  out  to  them. 
There  has  been  an  energetically  pursued  pro- 
gram to  contact  the  above  groups  and  keep 
the  interest  continually  aroused  in  a grad- 
ually increased  participation. 

In  the  summer  and  fall  of  1925,  there 
were  36  cases  of  typhoid  fever  in  the  village 
of  Blair.  In  Monclo,  eight  infants  died  of 
summer  diarrhea.  The  morbidity  rate  in  the 
latter  disease  was  enormous  among  adults  as 
well  as  children  and  infants.  The  houses 
were  unscreened;  garbage  was  dumped  any- 
where or  kept  in  open  pails  for  the  hogs; 
large  meals  were  cooked  and  the  left-overs 
eaten  the  next  day  without  refrigeration. 
Flies  swarmed  everywhere.  Open  pit  toilets 
were  not  flyproof.  Water  from  shallow  wells 
in  the  backyard  was  used  in  preference  to 
the  water  provided  in  the  water  mains.  No 
attempt  was  made  to  prevent  direct  contact 
of  the  healthy  individual  with  the  eating 
utensils,  partially  consumed  food,  or  the  per- 
son of  the  sick.  There  was  a major  epidemic 
of  scarlet  fever  in  the  fall  and  of  diphtheria 
that  winter.  Colds  and  pneumonia  were 
common.  Quarantine  was  unenforceable  and 
sickness  and  death  were  looked  upon  as  a 
demonstration  of  God’s  displeasure. 

Measures  were  taken  to  remedy  the  above 
conditions  by  every  member  of  the  medical 
staff.  The  mine  management  cooperated  to 
the  fullest  extent.  The  coal  company  liter- 
ally spent  hundreds  of  dollars  to  make  seat 
covers  for  the  Johnny  houses,  only  to  find 
that  the  tenants  tore  them  off  for  kindling- 
wood.  Consequently,  education  of  the  indiv- 
idual, and  groups  of  individuals,  proved  most 
successful.  When  one  was  converted  to  a 
knowledge  of  sanitation  and  a belief  in  pre- 
ventive medicine,  he  became  a good  disciple 
and  converted  others  by  word  of  mouth  or 
demonstration. 

Today  our  community  is  extremely  proud 
of  the  fact  that  there  has  not  been  a single 
case  of  typhoid  fever  within  the  past  three 


years.  There  has  been  but  one  death  from 
summer  diarrhea  in  two  years.  The  morbid- 
ity rate  in  the  latter  disease  has  been  reduced 
75  percent.  There  has  been  but  one  case  of 
diphtheria  in  four  years.  No  water  is  used 
except  that  provided  in  the  water  mains  or 
from  deep  wells.  Every  third  family  has  an 
electric  refrigerator.  The  housewife  knows 
that  spoiled  food  is  dangerous.  The  people 
know  the  danger  of  contact  with  disease. 
Employees  and  non-employees  are  about  100 
percent  immunized  against  typhoid  fever  and 
smallpox.  The  susceptible  children  are  pro- 
tected against  diphtheria.  There  are  more 
regulation  garbage  cans,  more  fly  swatters 
and  more  screened  houses  than  any  other 
similar  community.  The  toilets  are  fly- 
proof.  There  is  a central  incinerator  for  gar- 
bage and  other  refuse.  Fly  and  mosquito 
breeding  is  prevented.  Our  Sharpies  P.T.A. 
received  a citation  from  its  national  organiza- 
tion and  a handsome  silver  trophy  from  the 
state  organization  in  1933  for  having  the 
best  pre-school,  school  and  community  health 
work  of  any  community  in  the  United  States. 

This  has  been  accomplished  by  community 
participation  in  disease  prevention.  The 
Woman’s  Club  sponsors  the  baby  clinic  and 
furnishes  food  and  clothing  to  the  needy. 
The  mine  management  supports  our  entire 
program  and  provides  a revolving  fund  for 
feeding  babies  of  needy  employees.  The 
P.T.A.  sponsors  our  annual  pre-school,  sum- 
mer roundups  and  school  physical  examina- 
tion of  approximately  780  children.  It  also 
helps  the  program  for  the  correction  of  dis- 
covered defects.  In  1933-34,  the  Sharpies 
schools  had  232  children  examined.  Five 
hundred  and  fifty-six  defects  were  discovered 
and  99.6  percent  corrections  were  made  be- 
fore the  end  of  the  year.  Seven  hundred  and 
eighty-two  children  were  examined  that  year, 
with  a total  of  1,724  defects  discovered.  The 
end  of  the  year  showed  a general  average  of 
68.8  percent  corrections.  In  1933-34,  a gen- 
eral average  of  82  percent  corrections  was 
obtained. 

The  Boy  Scouts  in  our  villages  number 


January , 1935 


The  West  Virginia  Medical  Journal 


19 


about  100  of  our  best  boys.  To  them  is  en- 
trusted the  annual  sanitary  survey.  Each 
house,  employee  and  non-employee,  is  sur- 
veyed and  the  sanitary  condition  thereof 
written  upon  a sanitary  survey  form.  A cash 
prize  is  given  to  the  boys  who  turn  in  the 
best  report.  T his  prize  is  furnished  by  the 
coal  company. 

The  school  teachers,  of  whom  we  have  23, 
have  made  an  important  place  for  themselves 
in  our  program  by  acting  as  clerks  in  the 
examination  of  the  school  children,  urging 
correction  of  defects  and  in  many  other  ways. 
The  school  bus  drivers  transport  the  children 
to  and  from  our  office  for  the  annual  exam- 
inations and  inoculations. 


During  the  development  of  this  plan,  we 
have  evolved  the  following  extremely  use- 
ful forms:  (1)  sanitary  survey  forms;  (2) 
individual  school  child’s  health  record;  (3) 
report  of  defects  to  parents;  (4)  consoli- 
dated form  for  the  teacher’s  use  in  noting  de- 
fects among  her  pupils,  convenient  for  post- 
ing on  school  bulletin  board;  (5)  monthly 
report  of  teacher  to  physician,  reporting  cor- 
rection of  defects;  (6)  pre-employment  ex- 
amination form,  for  examination  and  intelli- 
gent placement  of  new  employees;  (7)  im- 
munization cards,  to  give  to  individuals  who 
complete  the  immunizations.  Copies  of  these 
forms  will  be  sent  to  any  physician  upon  re- 
quest. 


DIGITALIS— ITS  USES  AND  DANGERS* 


‘By  D.  C.  Ashton,  M.  D. 
Beckley>  West  Virginia 


Jn  1775  William  Withering,  an  English 

physician,  introduced  the  purple  foxglove 
to  the  medical  world  and  in  1785  wrote  a 
treatise  entitled  “An  Account  of  the  Fox- 
glove and  Some  of  Its  Medical  Uses;  Prac- 
tical Remarks  upon  Dropsy  and  Other  Dis- 
eases.” He  administered  the  drug  in  the 
form  of  an  infusion  and  used  it  in  all  drop- 
sical conditions.  His  directions  as  far  as  dos- 
age were  concerned  were  to  give  the  drug 
until  diarrhea  was  produced,  the  pulse 
slowed,  diuresis  occurred  or  nausea  super- 
vened. 

At  that  time  no  attempt  at  classification  of 
diseases  that  caused  ascites  or  edema  had  been 
made  and  the  knowledge  of  these  was  quite 
meager.  As  a result  of  this  lack  of  compre- 
hension of  the  causative  factors  in  disturb- 
ances of  fluid  balance,  digitalis  was  widely 
used  for  a great  variety  of  conditions  in 
which  it  produced  no  improvement.  It  was 
even  used  in  hydrocephalus  where  the  author 
soon  came  to  the  conclusion  that  it  was  of 

*Read  at  the  Meeting  of  the  Charleston  General  Hospital  Staff, 
Charleston,  West  Virginia,  October  25,  1934. 


no  value.  In  one  type  of  edema,  however, 
it  did  prove  to  be  definitely  helpful  and  we 
are  safe  in  concluding  that  this  was  the  type 
in  which  congestive  heart  failure  was  the  in- 
citing cause. 

As  our  knowledge  on  the  subject  of  the 
cause  of  fluid  accumulations  increased,  the 
use  of  digitalis  has  been  gradually  restricted 
to  disorders  of  cardiac  function,  but  even  to- 
day there  exists  much  controversy  and  con- 
fusion. There  still  remains  much  dispute  as 
to  which  diseases  of  the  heart  require  digi- 
talis and  which  do  not. 

The  concensus  of  opinion  at  present  is  that 
the  drug  has  its  prime  usefulness  in  fibrilla- 
tion of  the  auricles  and  congestive  heart  fail- 
ure. In  the  former  condition  its  beneficent 
effect  is  noteworthy  and  is  due  undoubtedly 
to  its  producing  a partial  block  in  the  bundle 
of  His,  thereby  eliminating  many  haphazard 
stimuli  which  would  otherwise  cause  rapid 
and  irregular  ventricular  systoles.  In  con- 
gestive failure  it  is  at  times  of  distinct  assist- 
ance, particularly  if  there  is  an  associated 
auricular  fibrillation.  Even  when  this  ar- 
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rhythmia  does  not  exist  or  in  other  words, 
when  there  is  a normal  sinus  rhythm,  the 
patient  shows  prompt  and  definite  improve- 
ment when  placed  on  the  therapeutic  dosage 
of  digitalis. 

The  two  groups  of  cardiac  diseases  then, 
in  which  the  purple  foxglove  is  of  most  value 
are:  First,  auricular  fibrillation  -y  second, 

congestive  heart  failure  with  or  without  fib- 
rillation of  the  auricles. 

Just  how  the  action  of  the  drug  is  bene- 
ficial is  fairly  well  understood  where  fibrilla- 
tion occurs,  for  it  can  be  seen  clearly  how 
blocking  out  numerous  irregular  impulses 
would  be  helpful  to  the  much  fatigued  ven- 
tricular muscle.  On  the  other  hand,  its  action 
in  heart  failure  with  edema  is  somewhat 
more  difficult  to  understand  inasmuch  as  the 
mechanism  of  the  therapeutic  effect  is  less 
clearly  understood.  It  is  thought  that  tonic- 
ity of  the  cardiac  muscle  is  increased  and 
metabolic  processes  are  improved  thereby. 
The  point,  therefore,  as  to  whether  digitalis 
is  a cardiac  stimulant  or  sedative  has  never 
been  thoroughly  settled.  There  is  some  evi- 
dence to  support  either  view  and  perhaps, 
after  all,  the  difference  between  stimulation 
and  sedation  is  not  as  great  as  it  seems. 

Because  of  this  incomplete  understanding 
of  its  exact  pharmacologic  function,  digitalis 
has  been  and  still  is  used  in  numerous  condi- 
tions in  which  it  is  probably  not  indicated  at 
all.  Following  the  work  of  Cohn  and  Jamie- 
son', it  was  thought  that  digitalis  produced  a 
beneficial  effect  in  pneumonia,  and  in  most 
clinics,  patients  with  this  disease  were  digi- 
talized routinely  for  a number  of  years.  In 
the  latter  part  of  1930,  however,  Wyckoff' 
and  his  associates  reported  statistical  studies 
on  pneumonia  patients  treated  with  and 
without  digitalis.  These  investigators  studied 
over  800  patients  and  their  conclusions  were 
that  there  was  a definite  increase  in  mortal- 
ity in  the  digitalis  treated  group.  This  in- 
crease in  the  mortality  rate  was  definite  and 
inasmuch  as  careful  control  studies  were 
made,  it  would  seem  that  their  conclusions 
were  significant.  Statistics  are,  of  course,  not 


infallible  but  certainly  there  is  little  evidence 
to  lead  us  to  believe  that  digitalis  is  essen- 
tial in  treating  pneumonia.  On  the  contrary 
there  is  some  authentic  proof  that  it  may  do 
harm. 

In  traumatic  and  surgical  shock,  digitalis 
has  been  employed  extensively.  It  is  com- 
monly thought  that  in  these  conditions  the 
rapid,  thready  pulse  and  the  falling  blood 
pressure  are  manifestations  of  cardiac  insuf- 
ficiency. In  all  probability,  however,  such 
circulatory  phenomena  are  not  due  to  intrin- 
sic cardiac  weakness  but  rather  to  vasomotor 
collapse.  Furthermore,  due  to  the  anemic 
condition  of  the  cardiac  musculature,  the 
heart  may  be  hyperirritable  and  respond  to 
digitalis  dosage  by  setting  up  one  of  the  more 
serious  arrhythmias.  In  such  abnormal  con- 
ditions as  these,  where  both  arterial  and 
venous  pressures  are  low,  there  is  little  evi- 
dence to  show  that  the  drug  does  good  and 
there  are  grounds  for  the  belief  that  its  use 
may  be  hazardous. 

Although  it  is  difficult  to  be  absolutely 
dogmatic  about  it,  there  is  some  evidence  to 
support  the  view  that  digitalis  may  be  dan- 
gerous in  coronary  occlusion.  In  this  condi- 
tion, the  infarcted  area  in  the  myocardium  is 
quite  friable  and  if  digitalis  possesses  a tonic 
action,  this  increase  in  tonicity  may  precipi- 
tate a rupture  or  an  aneurysmal  dilatation  of 
the  ventricular  wall.  Either  of  these  condi- 
tions is,  of  course,  serious.  Furthermore,  ac- 
cording to  the  work  of  Robinson  and  Her- 
mann, the  heart  muscle  is  rendered  hyper- 
irritable when  occlusion  of  a coronary  vessel 
occurs.  If  digitalis,  which  is  known  to  fur- 
ther increase  irritability  is  given,  paroxysmal 
ventricular  tachycardia  or  what  is  still  worse 
ventricular  fibrillation  may  result. 

Between  the  conditions  in  which  digitalis 
is  positively  indicated  and  those  in  which  its 
use  is  not  indicated,  are  numerous  border- 
line states  in  which,  if  used  at  all,  extreme 
caution  must  be  exercised  in  its  administra- 
tion. First  of  all  we  shall  consider  the 
patient  who  has  experienced  perhaps  several 
breaks  in  compensation  and  who  finally  is 
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seen  in  the  last  stage  of  congestive  heart  fail- 
ure. Most  of  these  patients  have  had  digi- 
talis medication  for  long  periods  of  time.  In 
the  final  stage  of  illness,  digitalis  as  a rule 
seems  to  be  of  no  assistance  and  as  a matter 
of  fact,  unless  the  physician  is  wary,  relative- 
ly small  amounts  may  be  attended  by  disas- 
trous results.  This  may  be  due  in  the  first 
place  to  the  toxic  action  of  gradual  accumula- 
. tions  of  the  drug  in  the  body  tissues  and  in 
the  second  place  to  the  arrhythmic  responses 
on  the  part  of  the  hyperirritable,  ischemic, 
diseased  heart  muscle.  These  toxic  effects 
have  been  noted  by  numerous  observers  and 
seem  to  apply  particularly  to  patients  with 
syphilitic  aortitis  and  aortic  insufficiency, 
where  the  failure  is  due  chiefly  to  left  ven- 
tricular incompetency.  In  such  cases  there 
finally  comes  a time  when  digitalis  in  any 
form  and  in  any  dosage  is  of  no  benefit. 

In  acute  or  subacute  inflammatory  condi- 
tions of  the  heart  muscle  or  valves,  such  as, 
for  instance,  acute  rheumatic  fever  or  sub- 
acute bacterial  endocarditis,  there  is  consid- 
erable doubt  as  to  the  efficacy  of  the  digitalis 
preparations.  The  good  effects  that  may  be 
produced  are  often  counter-balanced  by  the 
toxic  effects  which  occur  apparently  much 
more  readily  in  an  acutely  inflamed  heart 
muscle.  This  may  even  be  the  case  when 
auricular  fibrillation  or  myocardial  insuffi- 
ciency is  present  and  may  vitiate  the  other- 
wise beneficial  therapeutic  effect. 

In  the  last  few  years,  Dr.  Henry  Christian 
has  advocated  the  routine  administration  of 
small  amounts  of  digitalis  daily  to  elderly 
patients  with  arterial  hypertension.  By  giv- 
ing these  patients  about  a grain  and  a half  of 
the  drug  a day  he  believes  that  cardiac  effi- 
ciency is  improved  and  the  onset  of  signs  of 
circulatory  insufficiency  is  postponed. 
Whether  this  is  due  to  the  so-called  “tonic” 
action  on  the  ventricular  muscle  or  to  im- 
provement in  cardiac  nutrition  is  difficult  to 
say.  In  fact,  it  may  be  due  to  neither  of 
these.  On  the  other  hand,  there  are  those 
who  believe  that  digitalis  may  be  harmful  or 
dangerous  in  patients  with  sclerosis  of  the 


coronary  arteries,  due  to  a supposed  con- 
stricting influence  on  the  coronary  vessels  and 
to  a toxic  effect  on  an  ischemic  heart  muscle. 
Which  of  the  two  ideas  to  follow  is  difficult 
to  determine,  but  it  is  probable  that  a moder- 
ate use  of  digitalis  in  hypertensive  states  is 
not  to  be  feared. 

hollowing  the  work  of  Eggleston  and 
Hatcher,  digitalis  has  been  given  in  larger 
dosage  than  was  the  case  prior  to  their  studies. 
There  are  many  advantages  to  the  “large 
dose”  method  of  administration,  the  chief  one 
being  that  the  maximum  effect  is  obtained 
much  more  quickly.  As  a result  of  these  and 
other  studies,  there  have  been  many  attempts 
at  standardization  of  digitalis  dosage  and 
digitalis  preparations.  In  spite  of  this,  there 
are  two  definite  factors  which  are  difficult  to 
control,  viz  j individual  idiosyncrasy  and  var- 
iation in  strength  of  the  various  digitalis 
preparations.  The  former  of  these  factors  is 
difficult  to  determine  but  experimental  evi- 
dence has  shown  that  digitalis  products  may 
vary  widely  in  potency  when  measured  by 
the  cat  unit  method.  Thus  it  may  be  difficult 
to  state  just  how  much  of  the  drug  is  required 
for  a given  case,  although  we  can  usually 
approximate  the  dose  sufficiently  accurately 
for  all  practical  purposes.  Probably  after  all, 
we  should  follow  Withering’s  original 
dictum:  “Let  the  medicine  be  given  until  it 
either  acts  on  the  kidneys,  the  stomach,  pulse 
or  the  bowels ; let  it  be  stopped  upon  the 
first  appearance  of  any  of  these  effects.”  At 
any  rate,  we  would  have  certain  clinical 
manifestations  to  go  by  without  worrying 
ourselves  about  cat  units  or  variabilities  in 
strength  of  the  numerous  preparations  that 
flood  the  market. 

In  digitalis  we  have  one  of  the  few  specific 
medications  — a powerful  poison  which  acts 
well  in  certain  cardiac  disorders  but  which 
may  be  distinctly  harmful  in  others.  If  used 
wisely,  it  is  a great  boon  to  some  cardiac 
patients,  but,  if  used  unwisely,  its  effects  may 
be  fatal. 
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ABDOMINAL  PAIN* 


‘By  John  W.  Moore,  M.  D. 
Charleston , West  Virginia 


'"’P'his  paper  is  a plea  for  better  physical  ex- 
“*■  aminations  and  histories  in  diagnosing  ab- 
dominal pain  and  the  elimination  of  the 
many  unnecessary  laparotomies  for  extra- 
abdominal conditions. 

We  doctors,  especially  the  general  practi- 
tioner, see  all  sorts  of  abdominal  symptoms, 
the  most  common  being  pain.  These  symp- 
toms vary  from  an  indefinite  uncomfortable- 
ness to  severe  localized  or  general  pain. 
Some  have  the  pain  only  with  no  tempera- 
ture, nausea  or  vomiting.  Others  have  all  of 
these  and  in  addition  diarrhea,  abdominal 
distention  and  localized  or  general  tender- 
ness. Some  of  these  cases  are  quite  acute 
and  are  very  ill,  others  are  more  or  less 
chronic  with  acute  exacerbations  and  are  in 
no  special  danger.  Often  the  symptoms  are 
quite  alarming  and  at  other  times,  although 
there  are  no  alarming  symptoms,  the  patient 
has  a serious  condition. 

Our  part  is  to  separate  these,  the  danger- 
ous from  the  less  dangerous;  the  surgical 
from  the  medical;  those  needing  immediate 
attention  from  the  less  immediate;  those 
needing  extensive  examinations  not  possible 
at  home  or  office. 

When  we  list  the  various  conditions  we 
will  find  them  many,  some  intra-abdominal, 
but  in  many  instances  the  pain  will  not  be 
from  conditions  due  to  local  abdominal 
lesions.  I believe  that  the  most  of  these  can 
be  put  into  the  proper  class  by  a proper  his- 
tory and  a thorough  physical  examination. 
Of  course  some  of  them  will  have  to  have 

•Read  before  the  W.  Yn.  Slate  Medical  Association  at  Hunt- 
ington on  May  16,  1034. 


special  examinations  which  we  will  have  to 
have  help  on;  some  will  have  to  have  ex- 
tended observation. 

I want  to  emphasize  the  importance  and 
necessity  of  a careful  physical  examination 
and  history,  for  without  these  we  will  miss 
many  a diagnosis,  and  to  disabuse  our  minds 
of  the  idea  that  all  abdominal  pain  belongs 
to  the  surgical  group. 

It  would  be  impossible  for  one  to  cover 
in  this  paper  all  the  conditions  producing  ab- 
dominal pain;  hence,  I am  going  to  divide 
the  conditions  into  two  classes — surgical  and 
medical.  I will  take  up  rapidly  the  sur- 
gical conditions  which  of  course  are  familiar 
to  you  all,  but  lay  more  stress  on  the  medical 
cases  which  we  are  less  likely  to  think  of. 

Surgical  Conditions:  Pain  is  a constant 

factor  in  acute  and  in  most  chronic  abdom- 
inal conditions.  Its  onset,  duration,  location 
and  radiation  are  most  important;  its  char- 
acter may  or  may  not  be  of  value.  We  have 
been  accustomed  to  ask  if  the  pain  is  cutting, 
grinding,  boring,  throbbing,  constant,  inter- 
mittent, etc.  With  some  patients  we  may 
get  information  as  to  the  kind  of  pain,  which 
is  of  value  but  as  a rule  not  much. 

By  far  the  most  frequent  acute  surgical 
abdominal  disease  is  acute  appendicitis,  and 
therefore  this  condition  should  be  in  the 
mind  of  the  practitioner.  We  see  a patient 
with  pain  in  the  abdomen  and  find  upon 
questioning  that,  usually  the  pain  has  its 
origin  in  the  epigastric  region  and  in  some 
hours  radiates  to  the  right  lower  quadrant. 
Following  onset,  nausea  and  vomiting  may 


January , 1935 


The  West  Virginia  Medical  Journal 


23 


occur.  Constipation,  though  not  always 
present,  is  the  rule.  Upon  examination,  we 
find  the  temperature  ranging  from  normal 
to  about  102  F.  Oftentimes  the  patient 
lies  on  his  back  with  the  right  thigh  flexed 
on  the  abdomen,  in  an  effort  to  relieve  ten- 
sion on  the  affected  side.  Tenderness  with 
rigidity  is  perhaps  the  most  characteristic 
feature  of  acute  appendicitis. 

In  making  a diagnosis  of  acute  appendicitis, 
there  are  certain  acute  conditions  of  the  ab- 
domen which  should  be  kept  in  mind.  Those 
diseases  seldom  accompanied  by  a tempera- 
ture are  Dietl’s  crisis,  which  results  from  the 
kinking  of  a ureter  in  a movable  kidney,  and 
stone  in  right  ureter.  The  latter  condition, 
however,  causes  a pain  referred  to  the  geni- 
talia and  red  blood  cells  may  be  found  in  the 
urine;  x-rays  are  also  of  service  in  the  diag- 
nosis of  either.  Abdominal  crisis  of  loco- 
motor ataxia,  gall  stones,  and  acute  obstruc- 
tion of  bowels,  are  also  conditions  to  be  con- 
sidered. Those  conditions  associated  with 
temperature,  which  may  confuse  us,  are  in- 
flammatory conditions  of  the  right  tube  and 
ovary,  which  should  be  differentiated  from 
typhoid  fever  when  the  pain  is  chiefly  in  the 
region  of  McBurney’s  point.  In  the  latter 
disease,  the  slow  pulse,  constant  leukopenia, 
and  enlarged  spleen  should  put  us  aright. 
Occasionally  a lesion  above  the  diaphragm 
( particularly  in  children)  such  as  lobar  pneu- 
monia or  diaphragmatic  pleurisy  will  be  ac- 
companied by  pain  in  the  lower  abdomen. 
Hence,  a careful  examination  of  the  chest 
should  be  made  before  making  a diagnosis  of 
acute  appendicitis. 

We  pass  to  the  second  condition  to  be  dis- 
cussed, namely,  perforated  peptic  ulcer.  If 
an  early  diagnosis  is  important  in  acute  ap- 
pendicitis, it  is  much  more  so  in  this  disease, 
for  rarely  without  surgery  does  a perforated 
ulcer  terminate  other  than  fatally.  Ruptured 
peptic  ulcer  closely  resembles  appendicitis  in 
its  signs  and  symptoms  and  is  often  mistaken 
for  it. 

It  may  be  possible  in  the  case  of  ruptured 
peptic  ulcer  to  get  a history  of  indigestion 


of  long  standing,  or  maybe  not.  It  is  hard 
to  believe  that  an  ulcer  can  progress  to  per- 
foration without  previous  symptoms,  and  yet 
oftentimes  the  patient  and  his  family  assure 
you  that  there  has  never  been  any  difficulty 
that  was  attributable  to  the  stomach. 

In  acute  perforation,  the  patient  experi- 
ences an  agonizing  epigastric  pain,  so  severe 
that  it  spreads  over  much  of  the  upper  and 
central  abdomen.  The  pain  is  constant  and 
so  severe  that  even  morphine  in  repeated 
large  doses  seems  to  have  but  little  effect. 
Extreme  tenderness  and  broad-like  rigidity 
of  the  abdominal  walls  are  present.  This 
fixed  contraction  of  the  muscles,  nature’s 
effort  to  splint  the  abdomen,  embraces  the 
diaphragm  and  consequently  respiration  is 
short  and  jerky  with  a pronounced  expira- 
tory grunt.  Vomiting  may  or  may  not  occur. 
Pallor,  cold  clammy  perspiration,  anxious  ex- 
pression and  quick  pulse,  are  likely  to  be 
noted. 

In  considering  the  question  of  intestinal 
obstruction,  we  will  only  hit  the  high  spots 
and  what  I say  will  be  but  a summary.  We 
may  define  acute  intestinal  obstruction  as  any 
condition  which  totally  occludes  the  lumen 
of  the  intestine,  whether  it  be  from  within  or 
without.  In  acute  appendicitis  and  ruptured 
peptic  ulcer  a few  may  recover  without  op- 
eration, but  in  acute  obstruction  death  is 
almost  certain  unless  relieved. 

The  diagnosis  of  acute  obstruction  is  made 
from  the  history,  together  with  the  signs  and 
symptoms;  usually  the  onset  is  rather  ab- 
rupt; and  intense  pain,  intermittent  in  char- 
acter, is  the  chief  symptom.  The  time  of 
vomiting  varies  apparently  with  position  of 
the  obstruction,  occurring  sooner  when  it  is 
high;  and  there  is  nothing  characteristic  of 
vomiting  in  obstruction  unless  it  is  fecal,  a 
condition  which  we  should  seek  to  forestall. 
Our  one  best  diagnostic  symptom  of  intesti- 
nal obstruction  is  complete  constipation  in  a 
patient  who  is  obviously  ill.  I say  obviously 
ill  for  this  is  oftentimes  the  deciding  factor 
in  making  a diagnosis  between  mechanical 
obstruction  and  impacted  feces. 
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Naturally,  the  first  thing  to  do  in  consid- 
ering a case  of  obstruction  is  to  rule  out  ex- 
ternal hernia.  The  next  step  is  to  ascertain 
whether  there  has  been  any  previous  abdom- 
inal operation.  Having  ruled  out  the  more 
or  less  obvious  causes  of  intestinal  obstruc- 
tion there  still  remain  many  cases  in  which 
we  can  say  only  that  obstruction  exists  and 
operation  is  imperative.  Once  within  the 
abdomen,  almost  anything  can  be  found  as  a 
source  of  obstruction. 

Conditions  from  which  intestinal  obstruc- 
tion are  to  be  differentiated  are:  Perforating 
appendicitis,  perforating  ulcer  of  the  stomach 
and  duodenum,  Dietl’s  crisis,  biliary  and 
renal  colic.  All  these  may  give  sudden  in- 
tense pain,  vomiting  and  collapse,  but  the 
distension  is  not  so  marked  as  in  obstruction, 
nor  is  the  pain  likely  to  be  so  intermittent  in 
character  and  the  vomiting  is  not  so  apt  to 
become  fecal  in  these  other  conditions. 

In  considering  rupture  or  gangrene  of  the 
gall-bladder,  one  soon  realizes  that  there  is 
nothing  which  is  in  any  way  characteristic  of 
the  lesion.  Possibly  one  can  say  in  a gen- 
eral way  that  the  onset  of  symptoms  is  more 
gradual  than  in  any  other  upper  abdominal 
emergency,  and  that  the  patient  gets  sicker 
more  slowly.  One  is  quite  apt  to  obtain  a 
history  of  previous  attacks  of  trouble  refer- 
able to  the  gall-bladder  and  it  is  quite  true 
that  the  condition  is  an  acute  exacerbation  of 
a chronic  lesion. 

The  three  conditions  which  we  will  con- 
sider next,  ectopic  pregnancy,  ovarian  cyst 
with  twisted  pedicle,  and  infected  or  strang- 
ulated fibroid  may  all  begin  by  severe  pain 
with  shock  or  collapse  in  varying  degrees. 
The  pain,  tenderness  and  muscular  involve- 
ment are  very  apt  to  be  confined  to  the  cen- 
tral lower  abdomen,  but  strangulation,  either 
cyst  or  fibroid,  may  produce  rather  profuse 
abdominal  pain  with  varying  degrees  of  gen- 
eral abdominal  tenderness  and  muscular  in- 
volvement. 

In  these  pelvic  conditions,  one  usually  ob- 
tains the  greatest  amount  of  diagnostic  aid 
from  the  history  and  bimanual  examination. 


All  three  of  these  conditions  are  accompanied 
by  palpable  pathology.  What  we  have  said 
of  ectopic  pregnancy  refers  to  the  condition 
before  rupture  takes  place.  After  rupture, 
the  picture  is  one  of  internal  hemorrhage 
which,  with  the  other  signs  and  symptoms 
present,  usually  allows  a very  accurate  diag- 
nosis. Our  chief  difficulty  lies  in  making  a 
diagnosis  of  ectopic  pregnancy  before  rup- 
ture, and  the  most  common  pitfall  is  a 
chronic  inflammatory  tube. 

Diverticulitis  of  the  sigmoid,  mesenteric 
thrombosis  and  inflammation  of  Meckel’s 
diverticulum  are  uncommon  lesions  and  are 
mentioned  only  to  make  our  list  complete. 
In  these  conditions  it  is  almost  impossible  to 
make  an  accurate  diagnosis  and  the  best  one 
can  do  is  to  recognize  that  a severe  abdom- 
inal lesion  exists  and  advise  immediate  op- 
eration. 

Thanks  to  modern  preventive  medicine, 
typhoid  fever  is  fast  disappearing  from  our 
midst  and  with  it  perforations  which  occur 
in  two  to  three  per  cent  of  the  cases.  It  is 
sufficient  to  remember  that  such  a condition 
is  possible.  Fortunately  perforation  usually 
occurs  during  the  third  week  of  the  disease, 
a time  when  the  diagnosis  of  typhoid  fever 
has  been  firmly  established.  The  only  char- 
acteristic is  sudden  severe  pain  in  the  lower 
right  quadrant  of  the  abdomen. 

Medical  conditions  are  very  frequently 
the  cause  of  abdominal  symptoms  and  should 
be  in  mind  when  we  are  making  a diagnosis. 

Pain  due  to  nervous  disease  is  fairly  com- 
mon, and  among  physicians  it  is  a matter  of 
common  knowledge  that  tabes  dorsalis,  spinal 
cord  tumor,  and  caries  of  the  spine  can  at 
times  produce  symptoms  that  point  to  dis- 
ease of  the  kidney,  liver,  gall-bladder  and 
appendix.  It  is  not  so  well  known,  perhaps, 
that  brain  tumor  may  occasionally  be  mis- 
taken for  abdominal  conditions.  It  is  there- 
fore necessary  to  keep  these  in  mind  and  be 
on  the  lookout  for  changes  in  reflexes,  pupils 
and  mental  processes. 

Let  us  take  up  gastric  crisis  of  locomotor 
ataxia,  with  its  sudden  onset  of  severe  char- 
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acter,  usually  located  in  the  epigastrium,  fol- 
lowed by  vomiting,  pallor,  sweating,  sub- 
normal temperatures,  fast  pulse  and  cold  ex- 
tremities; it  is  a picture  quite  suggestive  of 
ruptured  gastric  ulcer.  However,  the  his- 
tory will  exclude  the  symptomology  so  char- 
acteristic of  ulcer,  and  with  a thorough  phy- 
sical examination  in  which  there  is  found  the 
Argyll -Robertson  pupil,  the  absence  of  knee 
jerks,  the  locomotor  and  sensory  disturb- 
ances and  a normal  leukocyte  count,  we 
should  make  a correct  diagnosis  and  prevent 
a laparotomy. 

Frequently,  the  first  and  for  months  the 
only  marked  symptom  of  spinal  cord  tumor 
or  other  forms  of  spinal  medullary  compres- 
sion is  pain  in  the  abdomen;  occurring  per- 
haps in  paroxysms. 

However,  careful  search  with  laboratory 
investigations  will  reveal  the  true  pathology. 
Tumors  of  the  brain  may  give  rise  to  abdom- 
inal symptoms  which  are  due  to  the  con- 
traction and  soreness  due  to  vomiting.  Here 
again,  careful  examination  of  the  entire  body, 
including  the  eye  grounds  will  prove  enlight- 
ening. 

Now  and  then  a patient  with  a purely 
functional  nervous  disease  or  one  of  the 
psychoses  will  complain  of  pain  in  the  abdo- 
men. Let  us  not  forget  the  fact  that  we  are 
unable  to  find  the  cause  of  abdominal  pain 
does  not  exclude  the  existence  of  a cause,  but 
in  the  absence  of  demonstrated  cause  it  is 
sometimes  necessary  to  make  a diagnosis  of 
“gastric  neurosis.” 

Next  consider  the  chest  conditions  giving 
abdominal  pain.  Here  we  have  diaphragm- 
atic pleurisy  and  lobar  pneumonia  which  in 
children  is  often  ushered  in  with  abdominal 
pain,  generally  abdominal  rigidity,  vomiting, 
fever,  leucocytosis,  rapid  pulse  and  tender- 
ness over  McBurney’s  point,  a clinical  pic- 
ture identical  with  acute  appendicitis.  Our 
surest  way  of  differentiation  is  by  careful  ex- 
amination of  the  lungs.  One  point  to  re- 
member is  that  in  pneumonia,  although 
there  may  be  superficial  tenderness  in  the 
abdomen,  the  deep  pressure  is  well  tolerated, 


also  as  a rule  if  we  have  a leucocyte  count  of 
over  30,000  it  is  necessary  absolutely  to  rule 
out  pneumonia  by  physical  examination  and 
x-ray  if  necessary,  before  making  a diagnosis 
of  appendicitis. 

It  is  a known  clinical  fact  that  persons 
with  advanced  arteriosclerosis  have  from 
time  to  time,  paroxysmal  attacks  of  acute  ab- 
dominal pain,  usually  in  the  upper  abdomen, 
associated  with  vomiting  and  relieved  only 
by  morphine  or  amyl  nitrite.  These  attacks 
were  once  thought  to  be  due  to  embolic  clos- 
ure, obliteration  or  rupture  of  a blood  vessel, 
but  now  they  are  looked  upon  as  vascular 
crisis  or  spasm.  These  attacks  are  referred 
to  by  many  as  abdominal  angina  and  their 
diagnosis  is  made  by  the  presence  of  arterio- 
sclerosis, absence  of  fever,  normal  white 
blood  count,  opthalmic  examination  of  the 
retina  and  absence  of  definite  signs  of  intra- 
abdominal disease  and  the  relief  obtained  by 
inhalation  of  amyl  nitrite.  Many  of  the 
transient  aphasias,  hemiphlagias  and  mono- 
phlagias  are  accounted  for  in  the  same  way. 

The  acute  abdomen  that  occurs  occasion- 
ally in  the  course  of  hyperthyroidism  may  be 
mistaken  for  acute  appendicitis  or  acute  in- 
fected gall-bladder  or  bile  ducts  and  care 
should  be  exercised  before  operating  on  these 
cases,  as  recovery  is  the  rule  and  operations 
are  dangerous.  It  is  hardly  probable  that  a 
careful  clinician  would  overlook  Graves’  dis- 
ease with  its  tachycardia,  exopthalmos,  en- 
larged thyroid  and  tremor,  and  yet  these 
gastrointestinal  crises  of  hyperthyroidism  are 
sometimes  mistaken  for  intra-abdominal  dis- 
ease. In  these  crises  there  may  be  no  fever, 
but  often  there  is  a very  high  temperature; 
but  no  leucocyte  increase,  but  usually 
diarrhea  and  vomiting  are  present.  In  con- 
sidering the  thyroid  we  must  not  forget  that 
hypothyroidism  is  also  a factor  in  causing  ab- 
dominal pain.  These  pains  are  not  always 
very  severe  and  are  most  likely  to  be  referred 
to  the  gall-bladder  region  and  may  simulate 
gastric  or  duodenal  ulcer.  In  cases  where 
there  is  no  evident  cause  after  a proper  gen- 
eral examination,  a basal  metabolic  test 
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should  always  be  made  before  advising  an 
exploratory  operation. 

Acute  abdominal  pain,  vomiting,  general 
muscular  rigidity  of  the  abdomen,  fever  and 
leucocytosis  are  quite  consistent  with  the 
diagnosis  of  acute  gastroenteritis.  The  sea- 
son of  occurrence,  the  history  of  dietary  in- 
discretions, the  presence  of  diarrhea  and  the 
character  of  the  stools  and  the  vomitus 
should  confirm  our  suspicions  of  acute  gastro- 
enteritis. 

Mucous  colitis  is  characterized  by  acute  ex- 
acerbations in  which  there  is  abdominal  pain 
and  tenderness  and  at  times  stiffness  of  the 
abdominal  wall  in  the  region  corresponding 
to  the  part  of  the  colon  under  greatest  ten- 
sion. At  times  there  is  nausea,  vomiting, 
transitory  fever  and  moderate  leucocytosis ; 
this  especially  when  the  findings  are  prom- 
inent in  the  region  of  the  cecum  and  bears  a 
marked  resemblance  to  a mild  attack  of  ap- 
pendicitis. The  diagnosis  is  made  by  the 
history  and  the  character  of  the  stools.  Many 
of  these  cases  have  scars  over  McBurney’s 
point. 

Children  frequently  suffer  from  attacks  of 
abdominal  pain  (navel  colic).  In  typical 
cases  the  pain  begins  very  suddenly  and  con- 
tinues during  the  day  but  disappears  at  night. 
The  attack  may  last  a few  minutes  or  sev- 
eral hours.  Marked  constipation  usually 
precedes  these  seizures.  In  every  case  the 
child  should  be  examined  thoroughly  as 
there  is  a possibility  of  ascariasis,  appendi- 
citis, and  abdominal  tuberculosis.  The  ab- 
sence of  ascarides  in  the  stool  strengthens  the 
diagnosis  of  naval  colic.  The  possibility  of 
appendicitis  is  excluded  if  the  local  findings 
are  lacking.  As  navel  colic  only  lasts  a short 
time,  a few  hours  longer  duration  of  symp- 
toms indicate  a more  serious  condition.  The 
beginning  of  tuberculous  peritonitis  is  marked 
by  a permanent  change  for  the  worse  in  the 
general  health  of  the  patient,  whereas  chil- 
dren who  suffer  periodically  from  attacks  of 
pain  are  ordinarily  in  excellent  health  be- 
tween attacks.  Again  children  with  tuber- 
culous peritonitis  react  positively  to  tuber- 


culin. What  causes  navel  colic  remains  to 
be  discovered.  It  is  an  open  question  as  to 
whether  it  is  due  to  intestinal  spasms  or 
ischemic  conditions  in  the  splanchnic  region 
caused  by  vascular  crises. 

Acute  pyelitis  when  on  the  right  side  may 
begin  with  pain  in  the  abdomen,  with  vomit- 
ing, fever,  leucocytosis  and  rigidity  in  the 
right  half  of  the  abdomen.  The  clinical 
picture  of  acute  pyelitis  sometimes  is  so  much 
like  an  acute  appendicitis  that  it  is  only 
through  the  microscopic  study  of  the  urine 
that  appendicitis  can  be  ruled  out.  The  urine 
of  every  patient  with  an  acute  abdomen 
should  be  subjected  to  a microscopic  study, 
for  by  neglect  of  this  simple  examination 
diagnostic  error  is  not  infrequently  made. 

Dietl’s  crisis,  in  which  there  is  a kink  in 
the  ureter  with  subsequent  piling  up  of  urine 
into  the  pelvis  of  the  kidney,  may  be  mis- 
taken for  acute  appendicitis  and  the  severity 
of  the  pain  and  the  rigidity  sometimes  en- 
countered may  mislead  the  examiner.  The 
absence  of  fever  and  leucocytosis  (and  pres- 
ence of  tenderness  and  probably  a tumor  of 
the  kidney  region)  with  radiation  of  pain 
down  the  course  of  the  ureter,  should  denote 
a renal  rather  than  an  intestinal  origin  of  the 
pain.  The  same  reasoning  applies  to  renal 
colic. 

Acute  nonsuppurative  cholecystitis  with  its 
sudden  onset  of  hepatic  pain  and  tenderness 
with  defensive  rigidity  of  the  right  rectus 
muscles  in  the  upper  half  of  the  abdomen, 
associated  with  vomiting,  fever,  moderate  in- 
crease of  the  pulse  rate  and  a leucocyte  count 
from  12,000  to  18,000  is  to  be  differentiated 
from  acute  appendicitis  that  lies  close  up  to 
the  gall-bladder.  This  differentiation  is 
difficult  and  important,  as  an  acute  appen- 
dicitis demands  an  immediate  operation,  and 
acute  nonsuppurative  cholecystitis  is  not  a 
surgical  disease. 

Cholelithiasis  or  biliary  colic  usually  be- 
gins abruptly  with  severe  pain  in  the  region 
of  the  gall-bladder,  radiating  to  the  right 
shoulder  and  neck,  with  vomiting,  fever, 
sweating,  circulatory  depression  and  tender- 
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ness  in  the  right  hypochondriac  region.  Oc- 
casionally there  is  jaundice.  Although  this 
is  a picture  of  a typical  attack,  it  is  to  be  re- 
membered that  typical  colics  are  few.  Any 
condition  that  comes  on  abruptly,  requires 
morphine  for  relief  of  pain  and  leaves  the 
abdomen  tender  for  several  days  cannot  be 
explained  by  acute  indigestion  or  ptomaine 
poisoning  and  it  is  surprising  how  frequently 
these  diagnoses  are  still  made. 

The  urologists  tell  us  that  often  an  acute 
retention  with  a distended  bladder  may  give 
rise  to  pain,  fever,  vomiting,  distension  and  a 
tumor  mass.  A careful  examination  and  a 
catheter  may  save  the  day. 

Acute  salpingitis  will  present  a picture  so 
much  like  the  twisted  pedicle  of  a cyst  that  a 
differential  diagnosis  is  difficult,  as  there  is 
not  infrequently  an  acute  infection  added  to 
torsion  of  a cyst.  Immediate  operation  is 
necessary  in  torsion  of  a cyst,  whereas  in  acute 
salpingitis  operation  is  usually  to  be  deferred. 
Bimanual  pelvic  examination  reveals  an  im- 
mobile mass  in  salpingitis,  whereas  the  mass 
is  movable  in  torsion  of  a cyst  and  the  same 
thing  applies  to  a pedunculated  fibroid. 

Typhoid  fever  may  give  acute  abdominal 
pain.  I do  not  refer  to  perforation.  It 
varies  from  tenderness  in  the  right  iliac  fossa 
to  generalized  pain.  But  the  slow  pulse, 
leukopenia  and  positive  stool  culture  differ- 
entiates typhoid  from  acute  appendicitis. 

Phosphorous  poison  may  resemble  acute 
abdominal  disease.  Phosphorous  may  be 
taken  with  suicidal  intent,  rat  poison  or 
match  heads  eaten  by  children.  It  is  often 
impossible  to  get  a clear  history  when  a child 
is  in  intense  pain  and  vomiting,  and  there  is  a 
rigid  abdomen  and  the  child  very  sick.  The 
mother  is  unable  to  help  in  the  history.  A 
laparotomy  would  be  bad  treatment.  The 
odor  and  the  color  in  the  dark  of  the  vomitus 
should  make  the  diagnosis. 

Lead  poisoning  is  occasionally  found  in 
painters  and  printers  and  those  who  drink 
water  which  flows  through  lead  pipes,  and 
from  hair  dye.  Lead  poison  gives  an  acute 
abdomen,  but  no  fever  or  leucocytosis.  The 


diagnosis  is  made  by  ( 1 ) lead  line  on  the 
gums,  (2)  colic,  (3)  stippling  of  the  red 
blood  cells,  and  (4)  later  wrist  and  foot  drop. 

Amebic  dysentery  must  not  be  overlooked. 
In  this  condition  we  may  have  very  acute 
symptoms,  acute  dysentery  with  frequent 
mucous  and  bloody  discharges,  more  or  less 
constant  tenesmus,  colicky  pains,  abdominal 
tenderness,  fever  and  marked  prostration. 
The  experience  in  Chicago  bears  out  that 
abdomens  were  opened  and  patients  died, 
whereas  a stool  examination  might  have 
saved  the  patient. 

One  other  condition,  herpes,  before  the 
blisters  appear,  along  the  course  of  the  lower 
intercostal  nerves  may  be  mistaken  for  kid- 
ney stone,  but  a little  time  and  an  examina- 
tion of  the  urine  will  make  the  diagnosis. 

I know  that  I have  omitted  conditions 
which  might  give  abdominal  pain  but  I hope 
that  I have  said  enough  to  bring  out  the  fol- 
lowing: 

( 1 ) There  are  many  conditions  produc- 
ing abdominal  pain  which  are  not  surgical, 
but  are  definitely  medical. 

(2)  In  order  to  make  the  proper  diag- 
nosis careful  histories  and  painstaking  phy- 
sical examinations  must  be  made. 


the  wassermann  test 

The  Wassermann  test  is  not  an  examination  of 
the  blood  or  spinal  fluid  for  the  germ  that  causes 
syphilis  but  rather  for  a chemical  substance  called 
an  antibody  which  the  body  cells  produce  when 
irritated  or  infected  by  the  germ.  If  the  amount  of 
antibody  is  extremely  small,  the  test  may  fail  to  de- 
tect it  altogether,  while  a laboratory  using  a more 
sensitive  ^method  may  record  a positive  reaction. 
Even  though  the  original  Wassermann  test  is  hardly 
used  at  all  today  without  the  modifications  in  effect 
in  various  laboratories,  all  such  tests  for  syphilis  still 
go  under  the  title  of  Wassermann  test.  This  is 
the  reason  for  the  erroneous  impression  that  the 
test  is  the  same  in  all  laboratories  and  that  conse- 
quently it  makes  little  or  no  difference  who  does  it; 
but  nothing  could  be  farther  from  the  truth,  Dr. 
John  A.  Kolmer  explains  in  his  article  on  “The 
W assermann  Test”  in  the  December  Hxgeia. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Bronchiectasis,  one  of  the  less  common  pul- 
monary conditions,  must  be  constantly  kept 
in  mind  by  the  clinician  who  treats  chest  dis- 
eases because  it  is  so  easily  mistaken  for  tuber- 
culosis. To  the  patient,  bronchiectasis  is  more 
than  a disease — he  suffers  not  only  its  dis- 
tressing symptoms  but  also  an  unbearable 
ostracism.  Faulty  diagnosis  and  delay  in 
treatment  make  his  condition  more  hopeless. 
Modern  techniques  of  diagnosis  and  treat- 
ment have  given  the  problem  a much  more 
hopeful  aspect.  In  a recent  article  Drs.  Jack- 
son  shed  new  light  on  the  etiology  of  bron- 
chiectasis, and  this  is  in  turn  reflected  in 
more  effective  treatment.  Extracts  of  the 
article  follow. 

Bronchiectasis — A Septic  Tank:  The  causes  of 
bronchiectasis  have  long  been  a subject  for  discus- 
sion, pathological  studies,  and  clinical  research. 
These  causes  are  well  known,  even  if  not  conclus- 
ively proved,  and  they  therefore  do  not  need  com- 
prehensive presentation  here.  There  are  a few 
features,  however,  that  do  not  seem  to  be  generally 
recognized. 

Broadly  speaking,  the  etiological  factors  gener- 
ally considered  responsible  for  bronchiectasis  in- 
clude : 

1.  Congenital  factors, 

2.  Infection,  including  predisposing  causes  there- 
to, foci  in  sinuses,  teeth,  tonsils,  etc., 

3.  Pathological  changes  in  the  bronchial  wall, 

4.  Pathological  changes  in  the  peribronchial 
tissues, 

5.  Obstruction:  trachea,  bronchi,  glottis, 

6.  Stagnation  of  secretions, 

7.  Positive  endobronchial  air-pressure. 

To  these  should  be  added  a factor  largely  over- 
looked, namely,  (8)  the  viscosity  of  certain  bron- 
chial secretions. 

In  a well  developed  bronchiectasis  three  groups 
of  organisms  are  involved:  (1)  the  primary  organ- 
isms in  the  primary  focus;  (2)  the  secondary 
saprophytic  organisms  that  reduce  viscosity;  and 
(3)  the  organisms  producing  the  pus  that  results 


from  irritation  of  the  bronchial  mucosa  by  the  bio- 
chemical products  of  the  saprophytes. 

The  last  of  these  groups  has  not  been  generally 
recognized.  When  a mucous  membrane,  such  as 
the  bronchial  mucosa,  is  kept  in  contact  with  any 
irritant  material,  pus  is  produced.  The  dilated 
bronchial  sacs  are  in  effect  what  the  sanitary  en- 
gineer calls  septic  tanks  in  which  the  biochemical 
products  of  the  saprophytic  organisms  reduce  the 
viscosity  of  the  secretion,  irritate  the  mucosa  and 
produce  pus  swarming  with  organisms.  The  putre- 
factive organisms  are  not  the  primary  ones  but 
enter  by  way  of  the  inspired  air  and  by  means  of 
secretions  of  the  mouth  that  are  normally  inspirated 
by  everyone  during  sleep. 

Obtaining  Secretions  for  Study:  The  unsatis- 

factory results  of  bacteriological  studies  on  bron- 
chiectasis have  been  attributed  to  oral  contamina- 
tion, but  another  factor  is  that  the  primary  pus  is 
not  expectorated  at  all  because  of  its  high  viscosity. 
It  remains  in  the  bronchiectatic  septic  tank  until 
its  viscosity  is  reduced  by  putrefaction. 

Obviously,  the  method  of  obtaining  material  for 
bacteriological  study  is  important.  By  means  of 
the  bronchoscope  the  superjacent  pus,  which  always 
contains  a variety  of  secondary  organisms  is  first 
aspirated.  Then  when  additional  pus  is  forced  in 
from  the  peripheral  bronchi  by  the  tussive  squeeze 
(cough),  this  is  collected  separately.  In  it  the 
saprophytes  are  relatively  few  and  the  odor  usually 
is  absent.  In  the  residual  pus  are  usually  found  the 
important  organisms,  time  after  time  the  same  in 
the  same  patient.  Vaccines  prepared  from  them  are 
of  relatively  much  higher  therapeutic  value  as  com- 
pared to  those  from  either  sputum  or  the  super- 
jacent pus. 

Bronchiectatic  sputum  is  generally  described  as 
not  being  very  adhesive.  This  may  be  true  of 
expectorated  sputum  but  not  of  the  pus  when  first 
produced  in  the  bronchi.  Before  saprophytic 
changes  have  taken  place  in  the  “septic  tank” 
bronchiectatic  pus  is  of  tremendously  high  viscosity. 
This  tenaciousness  is  a basic  etiological  factor  in 
the  disease.  Because  of  it  the  pus  cannot  be  effi- 
ciently expelled  by  cilia  or  bechic  blast  until  its 
viscosity  is  diminished  by  putrefactive  processes. 
The  septic  tank  is  not  only  a receptacle  for  septic 
materials  but  a container  where  bacterial  processes 
change  the  character  of  the  contents.  These 
changes  in  the  secretion  constitute  nature’s  way  of 
rendering  it  easier  of  expulsion  by  reducing  its  vis- 
cosity. Unfortunately,  however,  they  also  render 
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it  more  irritating  and  the  stagnation  of  this  irritat- 
ing material  promotes  pathological  changes  in  the 
bronchial  walls,  and  thus  constitutes  an  important 
etiological  factor  in  bronchiectasis.  The  bronchiec- 
tatic  septic  tank  exacts  a fearful  price  for  drainage. 

Prophylaxis  and  Treatment:  The  removal  of 

the  viscid  pus  with  a powerful  aspirator  should  be 
instituted  early  in  any  suppurative  disease  of  the 
bronchi.  If,  after  the  acute  stage  of  any  bronchial 
or  pulmonary  infection  is  over,  there  is  not  a pro- 
gressive improvement  in  the  signs,  symptoms  and 
roentgen-ray  findings  under  medical  care  and  man- 
agement, including  as  it  should  postural  drainage, 
bronchoscopic  drainage  should  be  instituted  once  or 
twice  a week.  This  will  often  restore  the  defensive 
power  of  the  lung  and  thus  turn  the  tide. 

To  this  should  be  added  the  administration  of 
vaccines  prepared  from  the  material  removed  by 
the  bronchoscope  from  the  depths  of  the  suppura- 
tive focus.  Opiates  that  annihilate  the  cough  reflex 
and  drugs,  such  as  atropin,  that  thicken  the  secre- 
tions should  be  omitted. 

Of  utmost  prophylactic  importance  is  of  course 
the  elimination  of  infective  foci  in  the  teeth,  tonsils 
and  nasal  accessory  sinuses.  It  has  been  abundantly 
proved  that  in  suppurative  diseases  of  the  bronchi 
and  lungs  the  source  of  the  infection  is  a focus  in 
the  region  of  the  upper  air-passages  and  there  is 
much  evidence  to  show  that  the  route  travelled  is 
by  the  lymph  channels  as  well  as  the  air-passages. 
Prophylactic  measures,  therefore,  are  wisely  under- 
taken, ( 1 ) before  the  onset  of  suppurative  bron- 
chial disease;  (2)  after  the  first  bronchial  symp- 
toms; and  (3)  after  bronchiectatic  conditions  have 
developed,  to  prevent  reinfection  and  recurrence. 

As  in  the  prophylaxis  of  tuberculosis,  all  details 
of  continuous  medical  care  and  management  are 
of  utmost  importance;  but  they  need  no  enumera- 
tion here.  They  should  include  prolonged  daily 
rest  in  bed  under  outdoor  conditions  to  increase 
resistance  and  build  up  a reserve. 

It  is  of  fundamental  prophylactic  importance  for 
early  diagnosis  of  every  bronchopulmonary  disease 
that  every  case  of  cough  be  run  down  to  a definite 
cause  and  a definite  lesion  if  possible.  This  is 
hypothetically  admitted  but  practically  it  is  not  often 
done. 

The  prognosis  is  greatly  improved  by  the  use  of 
bronchoscopic  methods  including  ( 1 ) study  of  the 
local  pathological  conditions;  (2)  the  elimination 
of  the  aggravating  processes  of  the  septic  tank  and 


(3)  the  discovery  and  cure  of  obstructive  condi- 
tions. 

If  prophylaxis  has  been  neglected  and  the  septic 
tank  condition  has  been  established  thorough  study 
with  the  bronchoscope,  including  search  for  the 
underlying  cause  and  an  appraisal  of  the  damage 
already  done,  is  advised.  Separate  specimens  are 
taken  of  the  superjacent  pus  and  the  residual  pus. 
Vaccines  are  prepared  from  the  organisms  predom- 
inating in  the  residual  pus. 

Local  medication,  using  diluted  neoarsphenamin, 
acriflavin,  or  other  germicides  may  be  helpful.  The 
usual  management  of  bronchiectasis  is,  of  course, 
essential.  The  patient  should  be  kept  in  bed  under 
outdoor  conditions  the  greater  part  of  the  day. 
Postural  drainage  should  never  be  neglected  and 
if  possible  it  should  be  used  at  every  coughing 
paroxysm.  The  cough  should  not  be  inhibited;  in 
fact  when  a patient  feels  a paroxysm  of  coughing 
coming  he  should  at  once  assume  the  most  favor- 
able posture  and  assist  expectorative  efficiency  to 
the  utmost. 

The  Bronchiectatic  Septic  Tank,  Chevalier 
Jackson  and  Chevalier  L.  Jackson,  Amer.  Rev.  of 
Ttiher.,  Dec.,  1934 


goiter  essay  award 

The  American  Association  for  the  Study  of 
Goiter  again  offers  the  Van  Meter  prize  award  of 
$300  and  two  honorable  mentions  for  the  best 
essays  on  the  subject  of  goiter  provided  they  meet 
the  standards  of  the  award  committee.  The  essays 
should  be  based  on  original  research  work  on  the 
subject  of  goiter,  preferably  its  basic  cause.  The 
prize  essay  or  its  abridgement  is  to  be  presented  at 
the  annual  meeting  of  the  association  to  be  held  in 
Salt  Lake  City,  Utah,  in  June,  1935. 

Competing  manuscripts  should  be  in  the  hands 
of  the  corresponding  secretary,  W.  Blair  Mosser, 
M.  IT,  Kane,  Pa.,  not  later  than  April  1,  1935. 

The  first  prize  of  $300  for  the  1934  meeting 
was  awarded  to  M.  A.  B.  Brazier,  Ph.  D.,  B.  Sc., 
London,  England,  for  her  essay  “The  Impedance 
Angle  Test  for  Thyrotoxicosis.” 

Pirst  honorable  mention  was  awarded  Prof.  Ugo 
Cerletti,  Genoa,  Italy,  for  his  essay  “Three  Years 
of  Experimental  Research  in  the  Etiology  of  En- 
demic Goiter.” 

Second  honorable  mention  was  awarded  D.  Roy 
McCullagh,  M.  I).,  Cleveland  Clinic,  Cleveland, 
Ohio,  for  his  essay  “Studies  in  Blood  Iodine  Using 
a New  Chemical  Method.” 
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PRESIDENT’S  PAGE 

It  is  with  a true  sense  of  responsibility  that  I assume  the  duties 
as  President  of  our  association  in  carrying  on  the  work  of  my  very 
able  predecessor,  Dr.  Roy  Ben  Miller.  Much  has  been  accomplished 
by  our  organization  in  the  interest  of  the  individual  practitioner  and 
much  remains  to  be  done.  My  task  is  directed  to  the  future,  to  real- 
ization of  the  highest  aim  of  our  organization,  protection  of  the  in- 
dividual right  of  every  licensed  physician  against  the  inroads  and  un- 
fair competition  of  corporate  and  organized  bodies  that  would  attempt 
as  such  to  monopolize  the  rights  of  the  individual. 

Within  a few  weeks  our  legislature  will  meet  and  in  its  delibera- 
tions we  have  a two-fold  interest — protection  of  the  unfortunates  in 
our  state  hospitals  and  asylums  through  enactment  of  legislation  that 
will  place  these  institutions  under  the  direct  charge  of  the  medical 
profession,  and  secondly,  the  prevention  of  the  enactment  of  any  legis- 
lation that  might  injure  the  rights  of  the  individual  practitioner. 
There  remains  also  our  ever  continuous  duty  of  protecting  in  the  same 
and  kindred  channels  the  rights  of  the  citizen. 

To  receive  is  to  give  and  at  this  season  of  the  year  when  the 
thoughts  of  everyone  revert  to  Him,  who  gave  most,  I take  this  means 
to  repeat  the  solemn  pledge  I have  made,  to  give  to  the  association  to 
the  best  of  my  ability  and  if  needs  be,  at  the  sacrifice  of  personal  feel- 
ing, to  the  end  that  it  shall  be  in  the  interest  of  the  many. 

1 shall  appreciate  and  take  here  the  means  of  inviting  the  per- 
sonal counsel  and  cooperation  of  you,  my  fellow  doctors. 


President 
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OUR  LEGISLATIVE  PROGRAM 

The  association  council  on  December  13 
voted  unanimously  to  strive  for  a single  ob- 
jective when  the  next  legislature  meets  in 
January.  That  objective,  designated  by  the 
council,  will  be  a bill  to  give  the  public  health 
council  medical  supervision  and  appointive 
power  over  the  state  institutions  caring  for 
the  sick.  This  bill  has  already  been  drafted 
and  contains  the  following  provisions: 

1.  The  public  health  council  shall  be  ap- 
pointed by  the  Governor  from  a panel  of 
physicians  submitted  by  the  West  \ irginia 
State  Medical  Association. 

2.  The  superintendents  of  all  state  insti- 
tutions caring  for  the  sick  shall  be  appointed 
by  the  public  health  council. 

3.  The  public  health  council  shall  create 
a bureau  of  hospitalization  within  the  state 
health  department  which  bureau  shall  main- 
tain uniform  records  for  the  state  institutions, 
make  regular  inspections  and  shall  require 
all  state  institutions  to  meet  uniform  require- 
ments of  the  public  health  council. 

4.  The  director  of  this  bureau  will  be  ap- 
pointed by  the  state  health  commissioner  by 
and  with  the  consent  of  the  public  health 
council. 

5.  All  hospitals  in  West  Virginia  shall 
be  required  to  secure  an  annual  license  from 
the  bureau  of  hospitalization  at  a small  fee; 
to  secure  such  a license  hospitals  must  meet 


minimum  requirements  fixed  by  the  public 
health  council,  and  no  new  hospital  can  be- 
gin operation  in  West  Virginia  without  secur- 
ing such  a license. 

It  is  hardly  necessary  to  again  review  the 
advantages  of  the  points  outlined  above.  It 
is  apparent  on  the  face  of  things  that  there 
should  be  medical  supervision  of  medical  in- 
stitutions. It  is  also  apparent  that  the  public 
health  council,  free  from  political  pressure, 
should  be  in  a much  more  favorable  position 
to  secure  the  services  of  qualified  superinten- 
dents than  any  other  person  or  group.  It 
is  obvious  that  the  public  health  council 
would  have  little  medical  control  over  the 
state  institutions  unless  it  appointed  the 
superintendents. 

There  might  possibly  be  some  objection  to 
the  creation  of  a bureau  of  hospitalization  in 
the  health  department  on  the  ground  that  it 
would  cost  the  taxpayers  money.  We  have 
been  assured  by  Dr.  A.  E.  McClue,  state 
health  commissioner,  that  such  a bureau 
could  be  absorbed  by  his  department  with- 
out any  additional  outlay  in  money.  Such  a 
bureau  is  an  absolute  necessity  to  carry  out 
the  provisions  of  the  bill,  because  the  mem- 
bers of  the  public  health  council,  who  serve 
without  pay,  could  not  be  expected  to  con- 
tinually travel  over  the  state  on  inspection 
trips.  The  bureau  of  hospitalization  is 
simply  the  machinery  for  setting  the  plan  in 
motion. 

The  licensing  of  hospitals  has  been  a long 
felt  want  in  West  Virginia.  At  the  present 
time  this  state,  in  order  to  protect  its  citizenry, 
requires  licenses  from  insurance  companies, 
banks,  loan  companies  and  similar  ven- 
tures wherein  the  coin  of  the  realm  is  in- 
volved. Before  any  of  these  institutions 
may  begin  operation,  they  must  appear 
and  show  their  credentials.  The  associa- 
tion’s bill  plans  additional  and  much  more 
important  protection  for  the  citizenry  of 
West  Virginia;  the  protection  of  life  itself. 
The  association  rightly  feels  that  hospitals 
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should  maintain  certain  minimum  standards, 
just  as  our  financial  houses  do. 

The  Hospital  Association  of  West  Vir- 
ginia has  been  consulted  on  the  above  pro- 
posal and  is  keenly  interested  in  the  licensing 
provision.  No  hospital  need  fear  the  provi- 
sion for  a minimum  standard  fixed  by  the 
public  health  council.  This  standard  will  not 
be  established  with  the  idea  of  running  any 
hospital  out  of  business,  but  with  the  plan  in 
mind  of  working  with  all  the  hospitals  in  the 
interests  of  modern,  scientific  medicine. 

Now  that  you  have  finished  reading  this 
editorial,  we  urge  you  to  read  it  again  to- 
morrow and  to  study  it  once  more  the  next 
day.  We  urge  every  doctor  to  familiarize 
himself  with  the  objectives  of  our  legislative 
program  and  to  use  every  opportunity  to  talk 
earnestly  and  intelligently  about  this  pro- 
posed measure  to  those  whose  vote  or  whose 
influence  may  aid  in  its  passage. 


NEW  LABORATORY  RULING 

Dr.  A.  E.  McClue,  state  health  commis- 
sioner, has  recently  issued  a ruling  to  the 
effect  that  no  Wassermann  or  Kahn  tests  will 
be  made  by  the  state  hygienic  laboratory  un- 
less the  blood  specimen  is  sent  in  by  the 
doctor.  In  the  past  occasional  patients  have 
been  sent  direct  to  the  laboratory  by  their 
family  physicians  and  the  blood  has  been 
taken  at  the  laboratory.  This  will  not  be  done 
in  the  future,  according  to  Dr.  McClue’s 
ruling  which  became  effective  on  December 
17. 

The  above  service  is,  of  course,  only  for 
indigent  patients  and  it  must  be  so  specified 
by  the  family  physician.  Wassermann  and 
Kahn  reports  will  be  sent  direct  to  the  doctor 
and  will  not  be  given  to  the  patient  under 
any  circumstance.  In  the  past,  when  indigent 
patients  have  been  sent  direct  to  the  labora- 
tory for  a Wassermann  or  Kahn  test,  they 
have  frequently  managed  to  secure  their  own 
reports.  Dr.  McClue’s  order  is  designed  to 
protect  the  physicians  who  send  indigent 
laboratory  work  to  the  state  laboratory. 


HONOR  TO  WEST  VIRGINIA 

Various  honors  to  West  Virginia  doctors 
and  West  Virginia  institutions  have  recently 
come  to  the  attention  of  the  Journal,  as 
follows: 

At  the  annual  meeting  in  November  in 
San  Antonio  of  the  Southern  Medical  Asso- 
ciation, Dr.  T.  W.  Moore,  Huntington,  was 
elected  chairman  of  the  board  of  trustees  and 
Dr.  James  R.  Bloss,  Huntington,  was  elected 
chairman  of  the  council  and  vice  chairman  of 
the  Section  on  Obstetrics. 

The  council  on  medical  education  and  hos- 
pitals of  the  American  Medical  Association, 
on  October  26,  1934,  extended  its  approval 
to  the  residencies  in  tuberculosis  at  Hope- 
mont  Sanitarium.  Dr.  A.  V.  Cadden,  acting 
superintendent  at  Hopemont,  has  also  re- 
cently announced  the  appointment  of  Dr. 
David  Salkin,  formerly  of  Howell,  Mich- 
igan, to  the  Hopemont  staff. 

Dr.  Andrew  E.  Amick,  Charleston,  was 
notified  on  December  3,  1934,  of  his  elec- 
tion to  fellowship  in  the  American  Academy 
of  Pediatrics. 

Following  the  accidental  death  of  Dr. 
Mendenhall,  secretary  of  the  American 
Association  of  Obstetricians,  Gynecologists 
and  Abdominal  Surgeons,  Dr.  James  R. 
Bloss,  Huntington,  has  been  named  to  that 
important  office.  Dr.  Bloss  was  elected 
assistant-secretary  last  September. 


OUR  MEMBERSHIP  STATUS 

In  the  report  of  the  executive  secretary, 
published  under  the  head  of  Council  Pro- 
ceedings in  this  issue  of  the  Journal,  it  is 
pointed  out  that  the  association  has  made  a 
net  gain  of  94  members  during  the  past  year 
and  that  the  delinquent  list  has  been  reduced 
from  93  to  25  members.  The  present  paid 
up  membership  is  1088.  This  is  indeed  a 
creditable  showing  for  the  year  1934. 

One  of  the  outstanding  features  of  this 
membership  report  is  the  fact  that  16  differ- 
ent county  medical  societies  have  their  mem- 
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bership  100  per  cent  in  good  standing.  In 
addition,  there  are  three  entire  councillor  dis- 
tricts 100  per  cent  in  good  standing;  the 
second,  third  and  sixth.  Second  district  coun- 
cillors are  Dr.  Ralph  Maxwell  and  Dr.  T. 
K.  Oates;  third  district  councillors  are  Dr. 
M.  T.  M orrison  and  Dr.  W.  T.  Gocke;  sixth 
district  councillors  are  Dr.  G.  G.  Irwin  and 
Dr.  G.  Smith. 

Another  interesting  observation  in  this 
year’s  membership  report  is  the  fact  that  22 
of  the  25  delinquent  members  are  confined  to 
two  widely  separated  districts;  the  first  and 
fifth.  As  the  councillors  for  these  two  districts 
have  been  diligently  at  work,  another  reason 
must  be  found  to  account  for  this  situation. 
It  should  be  pointed  out  that  although  there 
were  10  delinquents  in  the  first  district,  that 
figure  is  still  16  less  than  the  number  of  de- 
linquents at  the  close  of  1933. 

It  is  comforting  to  know  that  this  year’s 
increase  in  membership  came  about  as  a nat- 
ural result  of  the  increase  in  prestige  and  in- 
fluence of  the  association,  and  not  through 
any  sporadic  attempt  at  artificial  stimulation. 

And  while  on  the  subject  of  membership, 
we  might  point  out  that  Dr.  W.  C.  Camp  of 
Spencer  again  received  the  No.  1 certificate 
for  1935,  his  dues  being  reported  on  Novem- 
ber 28.  Dr.  Camp  has  held  the  No.  1 cer- 
tificate for  the  past  seven  years. 


GORGAS  MEMORIAL  CONTEST 

The  seventh  annual  essay  contest  for  high 
school  juniors  and  seniors  sponsored  by  the  Gorgas 
Memorial  Institute  of  Washington  has  just  been 
announced  by  Admiral  Cary  T.  Grayson,  presi- 
dent of  the  institute.  The  contest  will  close  on 
February  15,  1935,  and  the  subject  will  be  “Gor- 
gas’ Control  of  Transmissible  and  Other  Prevent- 
able Diseases.”  Donors  of  the  prize  are  Mr.  and 
Mrs.  Henry  L.  Doherty  of  New  York. 

High  school  winners  will  receive  a Gorgas  medal, 
state  winners  will  receive  $10  in  cash  and  the 
winner  of  the  national  prize  will  receive  $500  in 
cash  and  a $200  travel  allowance  to  Washington. 
Second  and  third  national  prizes  will  be  $150  and 
$50  in  cash. 


COUNCIL  PROCEEDINGS 
December  13,  1934 

The  council  of  the  West  Virginia  State  Medical 
Association  met  at  the  association  headquarters  in 
the  Public  Library  Building  at  ten  o’clock  on 
Thursday  morning,  December  13,  1934.  Coun- 
cillors present  were:  Drs.  I).  A.  MacGregor,  G. 
R.  Maxwell,  W.  R.  Goff,  Roy  Ben  Miller,  M.  T. 
Morrison,  W.  T.  Gocke,  B.  W.  Steele,  B.  S. 
Clements,  J.  E.  OfFner,  G.  A.  Smith,  G.  G. 
Irwin,  T.  M.  Barber.  Others  present  were:  Drs. 
R.  H.  Walker,  president-elect;  W.  S.  Fulton,  W. 
G.  Harper,  councillor-elect;  A.  P.  Butt,  C.  B. 
Williams,  W.  S.  Smith,  G.  S.  Michael,  L.  S.  King, 
Hugh  M\  ers,  C.  A.  Ray,  A.  E.  McClue,  state 
health  commissioner,  and  Mr.  Joe  W.  Savage,  ex- 
ecutive secretary. 

The  meeting  was  called  to  order  by  Dr.  Mac- 
Gregor and  minutes  of  the  preceding  meeting  were 
read  and  approved.  The  report  of  the  secretary 
was  then  read  by  Mr.  Savage  and  accepted.  The 
report  of  the  secretary  was  followed  by  the  reports 
of  the  district  councillors  on  membership  in  their 
respective  districts. 

The  next  order  of  business  was  the  petition  for 
a county  society  charter  by  the  physicians  of  Bar- 
bour county  which  was  presented  by  Dr.  C.  B. 
Williams.  Discussion  favoring  the  charter  was  pre- 
sented by  Dr.  Guy  S.  Michael,  Dr.  Hugh  Myers 
and  Dr.  L.  S.  King,  many  questions  being  asked 
these  three  discussants  by  the  councillors  present. 
The  petition  was  opposed  by  Dr.  W.  G.  Harper 
and  Dr.  A.  P.  Butt  and  this  was  followed  by  re- 
buttal from  Dr.  Williams,  Dr.  Myers  and  Dr. 
King. 

The  council  then  recessed  at  12:15  o’clock  and 
reconvened  in  executive  session  at  1 :45  o’clock. 
The  question  of  granting  a charter  to  the  pros- 
pective Barbour  county  society  was  variously  dis- 
cussed. It  was  recognized  in  the  discussion  that 
the  opposition  to  the  petition  was  caused  by  the 
connection  of  the  staff  members  of  the  Myers 
Clinic  at  Philippi  in  Barbour  county  with  the  Myers 
Remedy  Company  at  Philippi,  a patent  medicine 
concern.  It  was  generally  agreed  that  the  mem- 
bers of  the  Myers  Clinic  staff  had  gone  to  consid- 
erable length  to  disassociate  themselves  from  the 
Myers  Remedy  Company,  that  they  had  disposed 
of  their  stock  in  the  company  and  that  they  had 
no  official  connection  with  the  company.  However 
it  was  the  concensus  of  opinion  that  the  name  of 
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the  Myers  Remedy  Company  should  be  changed 
or  considerably  in  the  process  of  being  changed  be- 
fore a charter  could  be  granted  that  would  admit 
the  staff  members  of  the  Myers  Clinic  to  member- 
ship in  the  association.  It  was  further  pointed  out 
that  if  the  council  would  grant  a charter  to  the 
Barbour  county  society  such  action  would  anull  the 
present  charter  of  the  B-R-T  Medical  Society.  It 
was  further  pointed  out  that  the  application  for 
membership  of  one  member  of  the  Myers  Clinic 
staff  had  been  turned  down  by  the  B-R-T  society 
and  that  the  B-R-T  society  was  opposed,  as  a 
society,  to  the  charter  petition. 

In  view  of  the  above  the  following  resolution 
was  suggested  by  the  chair: 

“Be  it  Resolved y That  the  council  of  the  West 
Virginia  State  Medical  Association  will  approve  any 
recommendation  made  by  the  second  district  coun- 
cillors and  the  council  chairman  with  respect  to  the 
pending  applications  of  physicians  in  Barbour  county 
for  a charter,  under  the  following  conditions  and 
provisions: 

“1.  The  second  district  councillors,  with  the 
council  chairman,  shall  ascertain  that  the  Myers 
Remedy  Company  under  that  name  is  no  longer 
continuing  in  the  patent  medicine  business  and  all 
new  products  and  replacements  of  said  company 
shall  no  longer  bear  the  title  of  the  Myers  Remedy 
Company. 

“2.  The  second  district  councillors,  with  the 
council  chairman,  shall  determine  that  the  physi- 
cians in  Barbour  county  who  have  attached  their 
names  to  the  charter  application  have  severed  any 
and  all  connections  with  the  Myers  Remedy  Com- 
pany and/or  its  successors. 

“3.  The  second  district  councillors  and  the 
council  chairman  shall  make  a strong  effort  to 
secure  an  amicable  agreement  between  the  doctors 
aforementioned  and  the  members  of  the  B-R-T 
Medical  Society  to  the  end  that  all  of  these  physi- 
cians who  are  eligible  shall  be  admitted  to  mem- 
bership in  the  B-R-T  society  or,  if  not  feasible, 
they  shall  be  allowed  to  organize  their  own  county 
medical  society  in  Barbour  county.” 

Dr.  Gocke  moved  the  adoption  of  the  foregoing 
resolution  which  was  seconded  by  Dr.  Morrison 
and  unanimously  carried. 

It  was  agreed  that  the  appeal  of  Dr.  L.  S.  King 
from  the  decision  of  the  B-R-T  society  in  turning 
down  his  application  for  membership  was  governed 
in  the  foregoing  resolution. 


Dr.  MacGregor,  with  the  consent  of  council, 
instructed  the  second  district  councillors  and  the 
council  chairman  to  make  a report  on  the  Barbour 
county  situation  at  the  May  meeting  of  the  council. 

Under  the  head  of  new  business  Dr.  Gocke 
moved  that  the  council  adopt  the  proposed  legis- 
lative bill  calling  for  medical  supervision  over  the 
state  institutions  as  the  primary  legislative  program 
of  the  association.  This  motion  was  variously 
seconded  and  carried. 

Dr.  Gocke  moved  that  a basic  science  law  for 
West  Virginia  be  adopted  as  a secondary  legisla- 
tive program  for  the  association  which  motion  was 
variously  seconded  and  carried. 

On  motion  of  Dr.  Gocke,  Dr.  John  N.  Simp- 
son of  Morgantown  and  Dr.  J.  E.  Barrows  of 
Parkersburg  were  elected  to  honorary  membership 
in  the  association;  the  election  of  Dr.  Barrows  be- 
ing made  retroactive  to  1928. 

Mr.  Savage  presented  a request  from  the  Hos- 
pital Association  of  West  Virginia  that  their  full 
time  executive  secretary  be  allowed  to  establish  an 
office  in  connection  with  the  association  headquar- 
ters. On  motion  of  Dr.  Morrison  this  request 
was  granted  and  the  question  of  rent  was  left  with 
Mr.  Savage. 

On  motion  of  Dr.  Morrison,  the  council  en- 
dorsed the  sanitation  bill  which  is  to  be  sponsored 
in  the  next  legislature  by  the  West  Virginia  State 
Health  Department.  Also  on  motion  of  Dr.  Mor- 
rison the  council  endorsed  the  public  health  recom- 
mendations of  the  section  on  pediatrics.  Mr.  Savage 
was  instructed  to  turn  these  recommendations  over 
to  Dr.  A.  H.  Hoge,  president  of  the  public  health 
council. 

The  council  was  asked  for  an  interpretation  of 
the  rights  and  privileges  of  honorary  members  in 
county  society  activities  and  whether  or  not  such 
honorary  members  should  have  the  privilege  of  the 
floor  and  the  right  to  vote.  The  council  ruled 
that  the  rights  of  honorary  members  in  their  re- 
spective county  societies  must  be  governed  by  the 
constitution  and  by-laws  of  the  county  society. 

At  the  request  of  Dr.  MacGregor,  Mr.  Savage 
brought  up  the  case  of  whether  or  not  professors 
in  the  medical  school  in  West  Virginia  who  arc 
regular  M.D.’s,  but  who  are  not  licensed  to  prac- 
tice medicine  in  West  Virginia  could  be  admitted 
to  membership  in  their  county  society  and  in  the 
state  association.  The  council  ruled  that  as  such 
doctors  were  not  practicing  medicine  and  hence 
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did  not  require  a license  to  practice,  then  the  county 
society  could  accept  them  as  members  according 
to  the  will  and  pleasure  of  the  county  society. 

On  motion  of  Dr.  Irwin  the  salary  of  Miss  Sally 
Clarkson,  office  assistant,  was  raised  from  eighty 
to  ninety  dollars  per  month,  effective  January  1, 
1935. 

In  the  absence  of  Dr.  C.  R.  Ogden,  chairman 
of  the  special  committee  on  list  practice,  Dr.  W. 
S.  I ulton  tendered  the  following  report  for  the 
committee: 

“At  the  last  meeting  of  the  West  Virginia  State 
Medical  Association,  Dr.  C.  R.  Ogden  of  Clarks- 
burg was  appointed  chairman  of  the  committee 
nominated  by  council  to  confer  with  the  coal  oper- 
ators in  regard  to  certain  abuses  in  the  practice  of 
industrial  medicine  in  our  state.  On  account  of 
the  recent  illness  of  Dr.  Ogden,  I have  been  re- 
quested to  present  this  informal  report  of  the  work 
of  that  committee.  There  was  no  secretary  pres- 
ent at  the  meeting  to  make  accurate  notes  of  the 
conversations  and  transactions. 

“Your  committee  met  the  leading  coal  operators 
of  southern  West  Virginia  and  discussed  at  length 
and  questions  of  ( 1 ) paying  for  the  medical,  sur- 
gical and  hospital  expenses  of  industrial  injuries 
through  the  state  compensation  department,  and 
(2)  the  question  of  list  hospital  practice.  Dr. 
Ogden  as  chairman  of  our  committee,  acted  as  our 
spokesman.  A strong  effort  was  made  to  demon- 
strate to  the  coal  operators  the  unfairness  of  their 
position  with  respect  to  compensible  injuries  and 
list  practice.  The  humiliation  to  our  profession  by 
the  abuses  of  contract  practice  was  emphasized. 

“Our  committee  was  received  most  cordially  by 
the  coal  operators.  We  Jelt  that  they  made  a sin- 
cere effort  to  understand  the  problem  from  our 
standpoint.  They  indicated  their  willingness  to  co- 
operate with  us  as  far  as  it  might  be  possible  with- 
out unduly  jeopardizing  their  own  interests.  A copy 
of  the  code  of  ethics  of  the  American  Medical  Asso- 
ciation was  given  to  each  one  present.  Arrange- 
ments were  made  for  a second  meeting  of  the 
committee  with  the  coal  operators  at  an  undeter- 
mined date  prior  to  this  council  meeting  in  De- 
cember. 

“It  was  not  possible  to  reach  a final  agreement 
at  the  preliminary  meeting  but  it  was  our  under- 
standing that  the  coal  operators  intended  to  confer 
with  the  doctors  who  are  doing  their  work  in  an 
effort  to  discover  a plan  whereby  this  medical  work 
might  be  carried  out  in  accordance  with  the  code 


of  ethics  of  the  American  Medical  Association,  and 
also  on  behalf  of  the  coal  operators,  in  such  a man- 
ner as  to  avoid  an  exhorbitant  increase  in  the  over- 
head costs  of  operation.” 

This  report  was  accepted  and  filed  and  Dr. 
b ulton  then  recommended  that  a conference  be 
called  between  the  committee  members  and  an 
authorized  representative  from  every  hospital  in 
the  state  to  discuss  the  relationship  of  workmen’s 
compensation  to  list  practice  freely  and  openly 
across  the  conference  table.  Dr.  Fulton  stated  that 
it  was  much  more  appropriate  that  the  doctors 
themselves  should  determine  the  ethical  form  of 
medical  practice  than  ask  outsiders  to  help  them  to 
arrive  at  a decision.  On  motion  of  Dr.  Irwin, 
seconded  by  Dr.  Goff,  the  council  voted  unani- 
mously to  authorize  and  sponsor  this  joint  confer- 
ence to  be  held  before  the  date  of  January  9,  1935. 
Mr.  Savage  was  instructed  to  confer  with  the  com- 
mittee and  the  state  president  and  to  send  out  the 
call  for  this  conference. 

There  was  no  further  business  to  come  before 
the  meeting  and  prior  to  adjournment,  Dr.  Mac- 
Gregor spoke  briefly  on  the  work  of  the  council 
during  the  past  year  and  expressed  his  appreciation 
of  the  honor  of  serving  as  chairman.  On  motion 
of  Dr.  Irwin  the  council  gave  a rising  vote  of 
thanks  to  Dr.  MacGregor  for  his  honesty,  fairness 
and  wisdom  in  conducting  the  council  meetings 
during  1934.  The  council  then  adjourned,  sine 
die,  at  4:25  o’clock. 

Joe  W.  Savage, 
Executive  Secretary. 


executive  secretary’s  report 

The  year  1934  has  been  the  most  eventful  year 
of  this  association  since  I became  connected  with 
it  in  1927.  During  the  past  12  months  we  have 
seen  the  development  of  medical  relief  service 
under  the  Federal  Emergency  Relief  Administra- 
tion, we  have  seen  a determined  drive  toward  sick- 
ness insurance  made  by  various  welfare  and  phil- 
anthropic groups  of  national  standing,  we  have 
experienced  a vigorous  movement  within  our  own 
ranks  to  divorce  compensation  work  from  list  prac- 
tice, we  have  made  a gain  in  membership  from  the 
depression  low  mark  of  about  940  to  1088  mem- 
bers, we  have  created  a wide  public  demand  for 
medical  supervision  over  the  state  institutions  car- 
ing for  the  sick,  we  have  wiped  out  the  associa- 
tion’s moral  obligation  for  the  Nicholson  home  and 
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have  purchased  it  outright,  we  have  put  the  West 
Virginia  Medical  Journal  back  in  the  profit 
column  after  the  depression  advertising  slump,  and 
we  have  seen  a material  increase  in  the  duties  and 
functions  of  the  headquarters  office,  which  have 
been  handled  routinely. 

The  development  of  medical  relief  in  West  Vir- 
ginia under  the  capable  direction  of  our  state  med- 
ical relief  committee  has  been,  in  my  humble  opin- 
ion, the  outstanding  feature  of  the  present  year. 
Starting  from  scratch  just  one  year  ago,  the  state 
committee  has  developed  the  medical  relief  plan 
to  the  point  where  the  committee  is  now  serving 
as  the  medical  directorate  of  the  FERA  in  West 
Virginia.  That  this  committee  has  done  its  work 
well  is  evidenced  by  the  success  of  the  plan  in  this 
state.  Under  the  direction  of  the  committee,  the 
fees  have  been  increased  approximately  60  percent, 
the  mileage  allowance  doubled  on  hard  surfaced 
roads,  and  tripled  on  dirt  roads,  and  obstetric  de- 
liveries increased  through  pre  and  post  natal  visits 
from  $10  to  $17.  But  I think  the  greatest  bene- 
fit that  we  have  got  from  the  medical  relief  plan 
has  been  the  great  increase  of  organization  strength 
that  has  been  experienced  since  the  medical  relief 
plan  first  got  under  way. 

The  city  doctors  who  seldom  come  in  contact 
with  this  form  of  practice  may  be  a bit  skeptical  of 
its  influence  on  organized  medicine.  If  so  they 
have  but  to  talk  to  the  country  doctors  and  the 
practitioners  in  the  smaller  towns  to  find  that 
organized  medicine  has  donned  a new  dress  in 
West  Virginia.  This  association,  through  its  state 
committee,  has  built  up  and  perfected  a state-wide 
organization  of  local  county  committees  and  these 
county  committees,  with  few  exceptions,  have 
maintained  successful  control  of  the  medical  relief 
plan  in  their  respective  bailiwicks.  Under  the  guid- 
ance of  the  state  committee  they  have  strengthened 
their  county  organizations,  built  up  membership, 
settled  disputes,  ironed  out  misunderstandings  and 
created  a wholesome  and  respectful  attitude  to- 
ward the  county  societies  and  the  state  association. 
In  spite  of  some  of  the  objectionable  features  of 
medical  relief,  I feel  that  the  plan  itself  has  been 
of  great  value  to  us  for  the  experience  we  have 
had  in  coping  with  this  new  problem  and  in  guid- 
ing it  into  proper  channels. 

The  demand  for  medical  supervision  of  the 
state  institutions  has  been  growing  by  leaps  and 
bounds  in  West  Virginia  since  the  subject  was  first 
brought  to  the  attention  of  the  public  by  Dr.  Huge 


at  our  Parkersburg  meeting  in  1932.  We  have 
publicized  this  matter  at  every  opportunity  during 
the  past  year  with  considerable  success  and  we  feel 
that  public  sentiment  will  carry  our  medical  super- 
vision bill  through  the  coming  legislature,  if  this 
council  decides  to  sponsor  that  measure.  This  bill 
has  already  been  drawn  up  and  contains  the  fol- 
lowing provisions. 

1 . The  public  health  council  is  to  be  appointed 
by  the  Governor  from  a panel  of  prospective  physi- 
cians submitted  by  this  association. 

2.  All  superintendents  of  state  institutions  car- 
ing for  the  sick  shall  be  appointed  by  the  public  , 
health  council. 

3.  The  public  health  council  shall  create  a 
bureau  of  hospitalization  in  the  state  health  de- 
partment and  this  bureau  of  hospitalization  shall 
make  regular  inspections  of  the  state  hospitals,  shall 
arrange  uniform  records  to  be  kept  by  each  hos- 
pital and  shall  endeavor  to  maintain  all  state  hos- 
pitals up  to  certain  minimum  standards  fixed  by  < 
the  public  health  council. 

4.  The  director  of  this  bureau  of  hospitaliza- 
tion shall  be  appointed  by  the  state  health  commis- 
sioner by  and  with  the  consent  of  the  public  health 
council. 

5.  The  Bureau  of  Hospitalization  shall  issue  an 
annual  license  to  each  hospital  in  the  state,  for  a 
fee  of  five  dollars,  and  no  hospital  shall  be  allowed 
to  operate  without  such  an  annual  license.  To  re- 
ceive a license,  each  hospital  must  meet  minimum 
standards  fixed  by  the  public  health  council. 

6.  No  new  hospital  can  begin  operation  in 
West  Virginia  without  showing  the  need  for  such 
a hospital  and  securing  a license  from  the  Bureau 
of  Hospitalization.  Failure  to  comply  with  this 
licensing  provision  shall  be  punishable  by  a fine  of 
from  $300  to  $500. 

The  provisions  of  this  bill  are  somewhat  idealis- 
tic. Hence  it  may  be  necessary  later  on  to  effect 
certain  compromises  to  get  it  through.  However, 
if  this  council  is  agreeable,  we  would  like  to  take  a 
shot  at  the  whole  thing  as  outlined  here. 

I wotdd  also  like  to  have  the  permission  of  the 
council  to  sponsor  a basic  science  bill  as  a secondary 
legislative  program  for  this  association. 

In  regard  to  the  Nicholson  home,  it  was  pur- 
chased outright  by  the  association  immediately  fol- 
lowing the  Huntington  meeting  at  a cost  of  $13,- 
440.32.  This  reduced  the  cash  assets  of  the  asso- 
ciation to  about  $4,500  but  it  relieved  the  associa- 
tion from  interest  charges  of  more  than  $800  per 
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year.  The  house  remained  rented  until  the  middle 
of  October  but  is  not  occupied  at  the  present  time. 
Several  prospective  tenants  are  interested  in  the 
house  now  and  it  is  felt  that  it  will  be  rented  again 
before  the  first  of  the  year.  The  rental,  less  in- 
surance, taxes  and  upkeep,  will  net  the  association 
approximately  $700  per  year. 

The  membership  of  the  association  has  been  in- 
creased during  the  past  12  months  from  994  to 
1088,  the  largest  figure  reached  since  we  have  had 
a full-time  secretary.  At  this  time  last  year  we 
had  93  delinquent  members  and  today  we  have 
but  25.  This  increase  in  membership  is  not  only  a 
healthy  sign  of  our  organization  strength  but  in 
addition  it  has  increased  the  association  income  ap- 
proximately $1,000  over  1933.  This  increase  in 
revenue  has  been  particularly  welcome  during  the 
past  year,  because  of  the  added  operating  expense 
necessitated  by  additional  duties  and  functions  of 
the  association. 

In  commenting  on  the  membership  situation,  I 
wish  to  pause  long  enough  to  pay  tribute  to  the 
splendid  work  of  many  of  the  county  secretaries. 
We  have  16  societies  whose  membership  is  100 
per  cent  in  good  standing.  We  have  three  entire 
districts,  the  second,  third  and  sixth,  with  every 
society  100  per  cent  in  good  standing.  The  100 
per  cent  societies,  in  order  of  size  are  Kanawha, 
Harrison,  Parkersburg  Academy,  Raleigh,  Monon- 
galia, Marion,  Fayette,  Barbour-Randolph- 
Tucker,  Grant-Hampshire-Hardv-Mineral,  Cen- 
tral West  Virginia,  Greenbrier  Valley,  Lewis,  Ta\- 
lor,  Wyoming,  Mason  and  Doddridge.  Two  dis- 
tricts, the  first  and  fifth,  have  22  of  our  25  delin- 
quent members.  It  is  difficult  to  assign  any  reason 
for  this,  because  the  first  district  is  situated  in  the 
extreme  northern  part  of  the  state  and  the  fifth 
district  in  the  extreme  southern  part.  Perhaps  our 
association  has  not  been  active  enough  in  these  two 
sections. 

The  West  Virginia  Medical  Journal,  all 
things  considered,  has  experienced  a very  satisfac- 
tory financial  year.  The  total  profit  for  1934, 
but  not  including  the  bulk  of  December  receipts, 
is  $1,152.32,  or  $400  better  than  last  year  and 
about  $600  better  than  1932.  In  addition  to  the 
above,  we  have  a credit  of  approximately  $600 
with  the  Cooperative  Medical  Advertising  Bureau 
which  has  been  paid  the  bureau  but  not  yet  trans- 
ferred to  us.  This  credit  of  $600  is  not  considered 
in  this  report.  The  Journal  now  has  total  sav- 
ings of  $9,494.89  which  has  been  accumulated 


during  the  past  seven  years.  This  entire  amount, 
including  this  year’s  profit,  has  been  made  on  ad- 
vertising. The  Journal  has  never  drawn  on 
the  association  for  subscription  fees  for  member- 
ship during  this  seven-year  period  and  hence  we 
have  had  no  revenue  from  subscriptions. 

In  regard  to  association  finances,  last  year  we 
collected  from  dues  $9,935.50  and  our  operating 
expense  was  $7,600.00,  leaving  a profit  of  $2,- 
335.50.  'Phis  year  we  collected  $10,602.83  and 
expended  $7,491.31  for  operating  expense,  leav- 
ing a profit  of  $3,111.52.  This  profit,  represent- 
ing the  difference  between  dues  collections  and 
operating  expense,  is  therefore  $776.02  larger  than 
in  1934.  We  should  finish  out  the  present  year 
about  $500  under  our  budget.  I might  say  that 
the  above  figures  do  not  anticipate  the  collection  of 
additional  dues  between  now  and  January  first. 

All  bills  of  both  the  association  and  the  Journal 
are  paid. 

Summarizing  the  status  of  affairs  by  comparison 
with  1933,  our  association  wound  up  with  a profit 
$776.02  larger  than  1933,  our  Journal  wound 
up  with  a profit  of  $400  larger  than  1933,  and 
our  membership  has  increased  from  994  to  1088. 
Our  total  profit  on  both  was  $4,263.84,  an  in- 
crease of  approximately  28  per  cent.  This  percent- 
age would  be  much  higher,  except  for  the  fact 
that  we  were  able  to  show  a most  creditable  profit 
for  1933. 

I have  followed  my  usual  custom  of  presenting 
a short  report  of  the  activities  and  the  financial 
and  membership  status  of  the  association.  I feel 
that  the  accomplishments  of  organized  medicine  in 
West  Virginia  more  or  less  speak  for  themselves. 
The  figures  I have  presented  will  tell  you  much 
more  than  an  exhaustive  survey  of  routine  func- 
tions. What  I mean  is  this.  The  strength  of 
organized  medicine  is  increasing;  otherwise  we 
would  not  have  an  increase  in  membership.  The 
Journal  is  improving;  otherwise  it  would  not 
show  such  a substantial  profit.  This  office  has  been 
managed  with  some  degree  of  efficiency;  otherwise 
our  1934  expenditures  would  not  be  less  than 
1933.  The  Journal,  the  strength  of  organized 
medicine,  and  the  financial  management  of  this 
office  are  the  three  things  in  which  I think  you 
are  most  interested.  As  for  the  routine  duties  of 
the  office  which  you  have  entrusted  to  my  care, 
they  have  been  carried  on  just  as  they  always  have 
been  in  the  past  seven  years. 

In  closing  I wish  to  express  my  keen  apprecia- 
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tion  to  Dr.  Roy  Ben  Miller,  our  state  president 
of  the  past  year,  under  whose  guidance  and  direc- 
tion we  have  accomplished  the  objectives  mentioned 
in  this  report.  Also  I wish  to  pay  my  humble 
tribute  to  Dr.  MacGregor  and  to  Dr.  R.  H. 
Walker;  Dr.  MacGregor  for  his  courageous  and 
wise  leadership  of  the  council  and  Dr.  Walker  for 
his  many  practical  suggestions  that  have  helped  so 
much  in  the  management  of  this  office.  These 
men,  with  the  valiant  services  of  Dr.  Hoge  and 
the  members  of  this  council,  have  guided  the  asso- 
ciation down  the  rock-strewn  pathway  of  1934 
with  a rare  and  brilliant  display  of  statesmanship. 
As  your  executive  officer,  I have  carried  out  their 
orders  and  yours  to  the  best  of  my  ability.  My 
greatest  hope  is  that  my  own  modest  efforts  to 
promote  the  cause  of  organized  medicine  in  West 
Virginia  will  continue  to  merit  the  kind  and  friendly 
spirit  of  cooperation  which  you  have  always  shown 
toward  this  office. 

Respectfully  submitted, 

Joe  W.  Savage, 
Executive  S ecretary . 


District 

Membership  Reports 

FIRST  DISTRICT 

Members 

Members 

Delinquents 

Society 

1033 

1034  . 

1033 

1034 

Brooke  

8 

15 

2 

1 

Hancock  

. . . . 16 

17 

2 

1 

Marion  

. ... . 53 

55 

5 

0 

Marshall 

. . . . 18 

19 

2 

3 

Ohio  

. . . . 90 

92 

12 

3 

Taylor  

. . . . 7 

8 

0 

0 

Tyler- Wetzel 

. . . . 15 

1 1 

3 

2 

TOTAL  . . . 

207 

217 

26 

10 

SECOND  DISTRICT 

Members  Members 

Society  1033  1034 

Delinquents 
1933  1934 

B-R-T  

. . 27 

30 

0 

0 

Eastern  Panhandle  , 

. . 26 

26 

4 

0 

G-H-H-M  

, . 29 

28 

0 

0 

Monongalia  

. 48 

46 

2 

0 

Preston 

. 18 

20 

2 

0 

TOTAI 

. 148 

150 

8 

0 

THIRD  DISTRICT 


Members  Members  Delinquents 
Society  1933  1934  1933  1934 

Doddridge  3 3 0 0 

Harrison  71  74  0 0 

Lewis 18  20  3 0 

Central  W.  Va 20  23  2 0 

TOTAL  112  120  5 0 


FOURTH  DISTRICT 


Members  Members  Delinquents 
Society  1933  1934  1933  1934 

Cabell  75  94  12  3 

Mason  5 7 0 0 

Parkersburg  Acad.  . . 55  64  6 0 

TOTAL  135  162  18  3 


FIFTH  DISTRICT 


Members  Members  Delinquents 
Society  1933  1934  1933  1934 

Logan  35  35  2 3 

Mercer  47  47  2 5 

McDowell  50  55  2 2 

Mingo  14  19  4 1 

Summers  13  13  2 1 

Wyoming  7 8 0 0 

TOTAL  166  177  12  12 


SIX  TH  DISTRICT 


Members  Members  Delinquents 
Society  1933  1934  1933  1934 

Fayette 37  44  7 0 

Greenbrier  23  29  2 0 

Kanawha  126  141  10  0 

Raleigh  42  48  3 0 

TOTAI 228  262  22  0 


ALL  DISTRICTS 

Members  1 )el  inquon  I s 

1933  1934  1933  1984 

First  District  207  217  26  10 

Second  District 148  150  8 0 

Third  District  112  120  5 0 

Fourth  District  ....135  162  17  3 

Fifth  District  166  177  12  12 

Sixth  District 228  262  22  0 


TOTAL  994  1088  93  25 
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COUNTY  SOCIETY  NEWS 


EASTERN  PANHANDLE 

The  regular  quarterly  meeting  of  the  Eastern 
Panhandle  Medical  Society  was  held  in  the  Shen- 
andoah Hotel,  Martinsburg,  December  12.  Dr. 
L.  Clarence  Cohn,  an  associate  of  Dr.  Bloodgood 
of  Baltimore,  presented  a paper  on  “Some  of  the 
Newer  Methods  for  the  Diagnosis  and  Treatment 
of  Cancer.”  Dr.  Cohn  gave  a brief  but  interest- 
| ing  resume  of  the  research  work  being  done  on 
cancer,  and  illustrated  some  of  the  methods  of 
diagnosis  and  treatment  of  this  disease. 

Election  of  officers  for  1935  also  took  place, 
with  the  following  results: 

President,  E.  H.  Willard,  Great  Cacapon;  first 
vice  president,  Halvard  Wanger,  Shepherdstown ; 
second  vice  president,  G.  O.  Martin,  Martins- 
burg; secretary-treasurer,  Edwin  Cameron,  Mar- 
i tinsburg.  Censors:  Three-year  term,  C.  C.  John- 
son, Harpers  Ferry;  two-year  term,  A.  B.  Eagle, 
Martinsburg;  one-year  term,  R.  K.  Shirley, 
Hedgesville. 

Other  guests  of  the  society  who  attended  the 
meeting,  were  J.  L.  Daniels,  D.D.S.  and  Dr.  M. 
Kalmon  of  Berkeley  Springs. 

The  application  for  membership  of  Dr.  S.  Eliza- 
beth McFetridge  was  received. 

Edwin  Cameron,  Sec*y.-Treas. 

MERCER  COUNTY 

The  annual  banquet  of  the  Mercer  County 
Medical  Society  was  held  at  the  West  Virginian 
Hotel,  Bluefield,  on  December  13,  193+  at  6:30 
p.  m.  There  was  an  unusually  good  attendance 
of  the  doctors  and  their  wives  and  several  guests. 

After  an  excellent  turkey  dinner  Dr.  O.  S. 
Hare  told  of  many  humorous  experiences  as  health 
officer  in  the  early  davs  of  Bluefield. 

Following  this  there  was  election  of  the  follow- 
ing officers: 

Dr.  P.  R.  Fox,  McComas,  W.  Va.,  president; 
Dr.  E.  W.  Horton,  Bluefield,  W.  Va.,  vice  presi- 
dent; Dr.  Chas.  T.  St.  Clair,  Jr.,  Bluefield,  W. 
Va.,  secretary;  Dr.  H.  G.  Steele,  Bluefield,  W. 
Va.,  treasurer,  reelected;  Dr.  O.  G.  King,  censor, 
for  one  year. 

Delegates:  Dr.  R.  O.  Rogers,  Bluefield,  W. 

Va.,  Dr.  W.  H.  Wallingford,  Princeton,  W.  Va. 

Alternates:  Dr.  H.  R.  Connell,  Bluefield,  W. 

Va.  Dr.  J.  I.  Markel,  Princeton,  W.  Va. 

R.  R.  Stuart,  Secretary. 


OHIO  COUNTY 

The  meeting  of  the  Ohio  County  Medical  So- 
ciety held  on  December  7,  in  the  solarium  of  the 
Ohio  Valley  General  Hospital,  Wheeling,  was 
given  over  to  a discussion  of  economic  problems 
confronting  the  medical  profession.  The  speaker 
of  the  evening  was  Mr.  Joe  W.  Savage,  executive 
secretary  of  the  state  association,  who  talked  on 
both  state  and  national  problems.  Mr.  Savage  re- 
viewed the  work  of  the  past  year,  spoke  on  the 
pending  legislative  program  of  the  association  and 
discussed  the  national  trend  toward  sickness  insur- 
ance. His  talk  was  discussed  at  length  by  the 
members  in  attendance. 

Following  the  address  of  Mr.  Savage  a number 
of  business  matters  were  taken  up,  including  plans 
for  a dinner  at  the  Fort  Henry  Club  on  the  eve- 
ning of  December  10  in  honor  of  Dr.  Jacob  Sch- 
winn on  his  eightieth  birthday  anniversary.  The 
meeting  was  followed  by  a buffet  lunch. 

Russell  C.  Bond,  Secretary. 


KANAWHA  COUNTY 
Dr.  R.  I).  Roller,  Jr.,  Charleston,  was  the 
essayist  at  the  December  11th  meeting  of  the 
Kanawha  Medical  Society  which  was  held  at  the 
Daniel  Boone  Hotel.  Dr.  Roller  read  a most  in- 
teresting paper  on  “Tuberculosis,”  which  was  dis- 
cussed by  Dr.  G.  H.  Barksdale,  Dr.  W.  P.  Black 
and  Dr.  G.  F.  Grisinger. 

The  election  of  officers,  which  was  scheduled 
for  this  meeting,  was  postponed  until  December 
27  so  that  the  names  of  the  nominees  could  be 
sent  out  to  all  members  10  days  in  advance  of  the 
election. 

Andrew  E.  Amick,  Secretary. 


RALEIGH  COUNTY 
I’he  regular  monthly  meeting  of  the  Raleigh 
County  Medical  Society  was  held  at  the  Beckley 
Hotel,  Beckley,  on  the  evening  of  November  22 
with  25  members  in  attendance.  Following  a din- 
ner the  scientific  program  was  presented  by  Dr. 
W.  W.  Point  and  Dr.  R.  O.  Halloran,  both  of 
Charleston. 

Dr.  Point  talked  on  the  subject  of  “The  Per- 
ineum During  Labor,”  and  Dr.  Halloran’s  sub- 
ject was  “Common  Skin  Conditions.”  Both  of 
these  interesting  presentations  were  freely  discussed 
by  the  members. 

L.  M.  Halloran,  Secretary. 
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CABELL-PARKERSBURG 

The  Cabell  County  Medical  Society  was  host 
to  the  Academy  of  Medicine  of  Parkersburg  at  a 
dinner  meeting  held  at  the  Hotel  Prichard,  Hunt- 
ington, on  the  evening  of  December  13.  Dinner 
was  served  at  6:30  o’clock  and  was  followed  by  the 
scientific  program.  There  was  a splendid  attend- 
ance at  this  meeting  of  both  Parkersburg  and 
Huntington  members  of  the  profession. 

The  scientific  program  was  shared  by  Dr.  Albert 
E.  Goldstine,  Baltimore  and  Dr.  Samuel  Brown, 
Cincinnati.  Dr.  Goldstine  read  a paper  on  “Symp- 
tomalogy  and  Diagnosis  in  Urological  Conditions.” 
Dr.  Brown  read  a paper  on  “The  X-ray  in  the 
Study  of  the  Heart  and  Great  Blood  Vessels.” 
Both  papers  were  illustrated  by  lantern  slides  and 
were  freely  discussed. 

Eollowing  the  scientific  meeting,  open  house 
was  held  at  the  home  of  Dr.  Ray  M.  Bobbitt  for 
the  members  and  guests. 

Edwin  Matthews,  Secretary. 


FAYETTE  COUNTY 
The  regular  December  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  the  Hill  Hotel, 
Oak  Hill,  on  the  evening  of  December  1 1 with  a 
good  attendance.  Following  the  report  of  the 
secretary-treasurer,  the  election  of  officers  was  held 
and  Dr.  George  Fordham  of  Powellton  was  elected 
president  for  the  coming  year. 

Other  officers  included  Dr.  P.  E.  Prillaman, 
Oak  Hill,  first  vice  president;  Dr.  W.  V.  Wilker- 
:Son,  Montgomery;  second  vice  president  and  Dr. 
Ralph  Hogshead,  reelected  secretary-treasurer. 

The  scientific  program  was  a “Symposium  on 
Lobar  Pneumonia,”  by  Dr.  W.  V.  Wilkerson  and 
Dr.  R ex  Burdett  of  Kimberley.  These  papers  were 
very  interesting  and  timely  and  brought  out  a gen- 
eral discussion  by  those  present. 

Ralph  Hogshead,  Secretary. 


WESTON  HOSPITAL  MEETING 
Dr.  J.  E.  Offner,  superintendent  of  the  Weston 
State  Hospital  at  Weston,  was  host  to  a large  group 
of  doctors  from  Central  West  Virginia  on  the  eve- 
ning of  November  26  at  which  time  Dr.  Theo- 
dore Diller  of  Pittsburgh,  the  honor  guest,  pre- 
sented a most  interesting  paper  on  “Witchcraft  as 
Illustrating  Human  Credulity.”  Dinner  was  served 
at  6:30  o’clock  to  the  doctors  and  their  wives  and 
the  address  of  Dr.  Diller  followed. 


LEWIS  COUNTY 

The  Lewis  County  Medical  Society  held  its 
regular  meeting  on  October  9th  at  Weston  State 
Hospital.  The  program  was  presented  by  Drs.  E. 
A.  Trinkle  and  O.  L.  Hudkins,  the  subjects  being 
“The  Toxemias  of  Pregnancy”  and  the  “Manage- 
ment of  the  Average  Normal  Obstetric.”  Both 
were  well  presented  and  gave  rise  to  a spirited  dis- 
cussion. 

The  November  meeting  of  the  Lewis  County 
Medical  Society  was  held  at  the  Lewis  County 
Memorial  Building.  The  essayist  of  the  evening 
was  Mr.  Alphonsus  Rafferty,  professor  of  bio- 
chemistry at  West  Virginia  University  medical 
school.  His  subject  was  “The  Chemical  Aspects 
of  Nephritis”  and  was  prepared  and  presented  to 
be  practical  for  the  general  practitioner  of  medicine. 
Drs.  Fenton  and  Spray  of  the  medical  school  fac- 
ulty were  present  and  discussed  the  paper  as  did 
members  of  the  society. 

Dean  J.  N.  Simpson  of  the  medical  school  spoke 
briefly  of  the  early  history  and  development  of  the 
school  and  its  present  status  and  value  to  the  state 
in  giving  to  West  Virginians  who  desire  to  study 
medicine,  the  opportunity  of  adequate  training  at 
small  cost. 

Dr.  Samuel  H.  Burton  of  Weston  was  elected 
president  of  the  Lewis  County  Medical  Society  at 
the  regidar  meeting  held  on  the  evening  of  De- 
cember 1 1th.  Dr.  W.  P.  King,  Weston,  was 
elected  vice  president  and  Dr.  Theresa  O.  Snaith, 
secretary-treasurer.  Censors  elected  were  Dr. 
George  W.  Snyder  and  Dr.  E.  T.  W.  Hall. 

Theresa  O.  Snaith,  Secretary. 


MARSHALL  COUNTY 

A resolution  protesting  what  it  termed  “mis- 
leading advertising  of  nostrums”  over  the  radio  and 
through  other  channels  was  adopted  at  the  De- 
cember 1 1 meeting  of  the  Marshall  County  Medi- 
cal Society  which  was  held  at  the  court  house  in 
Moundsville.  The  society  charged  that  unscrupu- 
lous methods  are  being  employed  in  advertising  cer- 
tain patent  medicines. 

Old  officers  of  the  society  were  reelected  for 
1935.  They  were  Dr.  C.  G.  Morgan,  president; 
I)r.  R.  A.  Ashworth,  vice  president  and  Dr.  J.  A. 
Streibich,  secretary-treasurer.  The  board  of  cen- 
sors will  serve  as  follows:  Dr.  O.  P.  Wilson,  Dr. 

Don  S.  Benson  and  Dr.  J.  C.  Peck. 
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Dr.  O.  F.  Covert,  Moundsville,  read  a paper 
on  the  cost  of  health  work  annually  done  in  Mar- 
shall county.  Following  this  a uniform  fee  bill 
for  members  of  the  society  was  adopted.  A com- 
mittee was  appointed  to  arrange  for  a permanent 
meeting  place  for  the  society,  with  Dr.  H.  B.  Ash- 
worth in  charge. 

J.  A.  Streibich,  Secretary. 


G-H-H-M  SOCIETY 

The  Grant-Hardy-Hampshire-Mineral  County 
Medical  Society  held  its  last  meeting  of  1934  on 
November  27th  at  the  Potomac  Valley  Hospital  at 
Keyser.  The  essayist  of  the  evening  was  Dr.  Ray- 
mond Reeves  of  Piedmont  who  gave  a talk  on 
“Diabetes  in  Infancy  and  Childhood.”  Dr.  P.  E. 
Berry,  Jr.,  also  of  Piedmont,  also  read  a paper  on 
“Empyema  in  Children”,  and  Dr.  Robert  Bess, 
Keyser,  gave  two  case  reports  on  “Deep  Abscesses 
of  the  Neck.” 

Following  this  excellent  scientific  program,  the 
following  officers  were  elected  for  the  coming  year: 
President,  Dr.  P.  J.  Berry,  Jr.,  of  Piedmont;  first 
vice  president,  Dr.  J.  F.  Easton,  Romney;  second 
vice  president,  Dr.  G.  S.  Gochenour,  Moorefield; 
third  vice  president.  Dr.  V.  L.  Dyer,  Petersburg; 
secretary-treasurer,  Dr.  Paul  R.  Wilson,  Piedmont. 
Dr.  Thomas  Bess  and  Dr.  M.  H.  Maxwell,  Key- 
ser, were  elected  delegates  to  the  state  meeting 
with  Dr.  W.  A.  F lick  and  Dr.  T.  C.  Giffin,  Key- 
ser, as  alternates. 

T.  C.  Giffin,  Secretary. 


MASON  COUNTY 

A special  meeting  of  the  Mason  County  Medical 
Society  with  the  officials  of  the  county  relief  ad- 
ministration was  held  at  the  Lowe  Hotel,  Point 
Pleasant,  on  the  evening  of  December  18  with  a 
good  attendance.  Guests  of  the  evening  were  Dr. 
R.  D.  Roller,  Charleston,  member  of  the  state 
medical  relief  committee  and  Mr.  Joe  W.  Savage, 
executive  secretary  of  the  state  association.  The 
evening  was  given  over  to  a round  table  discussion 
of  medical  relief  problems. 

H.  A.  Barbee,  Secretary. 


MONONGALIA  COUNTY 
The  twelfth  regular  meeting  of  the  Monongalia 
Countv  Medical  Society  was  held  at  the  Hotel 


Morgan,  Morgantown,  on  the  evening  of  Decem- 
ber 4th,  and  dinner  was  served  to  the  26  members 
in  attendance.  The  meeting,  which  was  devoted 
to  business  matters,  was  then  called  to  order  by 
Dr.  Brinley  John,  vice  president. 

Dr.  W.  B.  Scherr  made  the  report  of  the  attend- 
ance committee  and  Dr.  E.  B.  Tucker  gave  the 
report  of  the  treasurer,  which  reports  were  ac- 
cepted and  filed.  Dr.  J.  N.  Simpson  was  elected 
to  honorary  membership  in  the  society. 

New  officers  elected  for  the  coming  year  were 
Dr.  B.  C.  John,  president;  Dr.  S.  F'.  Talbott,  vice 
president;  secretary,  Dr.  G.  R.  Maxwell;  treas- 
urer, Dr.  L.  W.  Cobun.  Dr.  J.  C.  Pickett  was 
elected  to  the  board  of  censors.  Dr.  B.  C.  John 
and  Dr.  E.  F.  Heiskell  were  elected  as  delegates 
to  the  state  meeting,  with  Dr.  C.  B.  Wylie  and 
Dr.  W.  L.  Madera  as  alternates. 

G.  R.  Maxwell,  Secretary. 


NEW  RECORD  FORMS 

For  the  first  time  it  is  now  possible  for  tuber- 
culosis sanatoria  to  keep  uniform  and  complete 
records  of  all  material  facts  about  their  patients, 
available  at  all  times  for  instant  consultation.  This 
important  improvement  in  health  bookkeeping  is  a 
result  of  two  years’  work  done  by  a committee  of 
the  American  Sanatorium  Association,  assisted  in  a 
secretarial  capacity  by  members  of  the  staff  of  the 
National  Tuberculosis  Association.  The  23  new 
forms  which  have  been  prepared  are  obtainable 
from  the  Livingston  Press,  Livingston,  N.  Y. 

Formerly  it  was  often  necessary,  when  informa- 
tion of  a consecutive  or  cumulative  nature  was 
needed,  to  expend  considerable  time  and  effort  to 
collect  and  arrange  pertinent  facts  from  records 
made  at  different  times,  and  reposing  in  various 
forms  which  were  kept  primarily  for  other  reasons 
than  the  one  which  might  now  be  in  mind.  The 
new  system  has  the  added  advantage  in  rendering 
available,  as  a matter  of  routine,  facts  which  serve 
to  satisfy  statistical  needs  from  a national  viewpoint. 

Some  of  the  forms  are  merely  improvements  over 
existing  ones;  others  make  an  original  contribu- 
tion. Among  the  latter  are  these  pertaining  re- 
spectively to  (a)  Nose,  throat,  ear,  eye  and  teeth; 
(b)  Pneumothorax;  (c)  Operations;  (d)  Tuber- 
culous empyema;  (e)  Statistical  summary  on  dis- 
charge. 
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WOMAN’S  AUXILIARY 


HARRISON  COUNTY 

The  Harrison  County  Medical  Society  Auxil- 
iary met  on  December  6,  at  the  Stonewall  Jack- 
son  Hotel.  Mrs.  R.  S.  Coffindaffer  presided  over 
the  twelve  members  present.  The  program  pre- 
sented was  a part  of  the  general  program  on  the 
White  House  Conference  of  Child  Welfare. 

Mrs.  H.  H.  Haynes  spoke  on  the  “Care  of  the 
Blind  Child  in  West  Virginia”,  followed  by  Mrs. 
E.  N.  Flowers  who  addressed  the  group  on  the 
“Care  of  the  Deaf  Child  in  West  Virginia.” 

Following  the  business  session  the  meeting  ad- 
journed until  January  3,  1935. 


KANAWHA  COUNTY 

The  Kanawha  County  Medical  Society  Auxil- 
iary held  its  December  meeting  on  the  eleventh  at 
the  home  of  Mrs.  R.  E.  Woodall.  The  president, 
Mrs.  O.  H.  Bobbitt  presided  over  the  group  of 
fifteen  members  present. 

The  committee  on  public  relations  composed  of 
Mrs.  W.  R.  Hughey,  Mrs.  W.  S.  Shepherd,  Mrs. 
Vernon  Peterson  and  Mrs.  John  Moore  had  charge 
of  the  program. 

During  the  business  session  Mrs.  Russell  Kessel 
was  elected  as  first  vice  president  to  succeed  Mrs. 
D.  N.  Barber  who  resigned.  After  the  business  of 
the  Auxiliary  was  considered,  adjournment  was 
called  until  the  January  meeting. 

Mrs.  J.  E.  Rucker, 

C orresfonding  Secretary . 


MARION  COUNTY 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  held  a dinner  meeting  at  the  Fair- 
fax tea  room  on  November  27-  Mrs.  A.  H. 
Stevens,  president  presided  over  the  twenty-one 
members  who  were  present. 

During  dinner  Mrs.  J.  B.  Clinton  entertained 
the  group  with  a travelogue  of  a motor  trip  through 
Scotland,  Wales,  England  and  Ireland.  Mrs.  D. 
A.  Watkins  reviewed  the  current  issue  of  Hygeia 
for  the  members. 

After  a business  session  the  meeting  adjourned 
until  the  last  Tuesday  in  January,  1935. 


PARKERSBURG  ACADEMY 

The  Auxiliary  to  the  Parkersburg  Academv  met 
on  November  13,  1934.  Mrs.  E.  C.  Hartman 
presided  over  the  twenty-two  members  who  were 
present. 

Obtaining  new  members  was  the  chief  item  of 
interest  at  this  meeting.  The  present  members  were 
urged  to  secure  all  the  new  members  possible  for 
the  coming  year. 

After  a business  session  the  meeting  adjourned 
until  the  second  Tuesday  in  December. 

The  Parkersburg  Academy  Auxiliary  met  on 
December  11,  1934.  Mrs.  E.  C.  Hartman  pre- 
sided over  the  meeting  and  also  addressed  the  group 
in  regard  to  increased  distribution  of  the  magazine 
“H>  'geia.”  Mrs.  O.  D.  Barker  read  a paper  on 
“Dieting”  to  the  members.  After  a short  business 
session  the  meeting  adjourned  until  the  second 
Tuesday  in  January,  1935. 

Mary  Nicholson,  Corresponding  Secyy. 


THE  ANNUAL  DIRECTORY 

The  annual  directory  of  members  of  the  West 
Virginia  State  Medical  Association  is  published  in 
this  issue  of  the  Journal,  beginning  on  page  46. 
Galley  proofs  were  sent  to  the  secretary  of  each 
county  society  and  carefully  checked  against  both 
the  county  and  state  records.  In  spite  of  this,  there 
may  be  an  occasional  error  in  the  name  or  address 
of  a member. 

Following  publication  of  this  issue  of  the  Jour- 
nal, the  directory  type  will  be  used  to  make  up  a 
pamphlet  directory  for  the  use  of  county  secre- 
taries, state  agencies  and  others  entitled  to  such  a 
directory.  In  view  of  this,  if  any  member  should 
find  any  error  or  mistake  in  his  name  or  address, 
he  is  urged  to  communicate  such  information  to  the 
executive  secretary  at  Charleston.  The  correction 
will  he  made  before  the  pamphlet  directory  is  made 
up. 


CONFESSION  of  quackery 
In  a stirring  confession  of  his  part  in  “the  ‘patent 
medicine’  mail  order  diagnosis  racket”  as  it  was 
carried  on  about  thirty  years  ago,  Jean  Broderick 
gives  readers  of  the  December  Hygeia  a view  be- 
hind the  scenes  in  the  first  installment  of  his  article 
“The  Making  and  Unmaking  of  a Quack.” 
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Roy  Ben  Miller,  M.  D. 

Dr.  Walker  their  best  wishes  for  a prosperous  and 
productive  tenure  of  office. 

Dr.  Walker  will  assume  his  new'  duties  well 
groomed  in  the  ideals  and  objectives  of  organized 
medicine.  He  has  served  a long  apprenticeship  in 
the  Kanawha  Medical  Societv  and  for  the  past  sev- 
eral years  has  been  an  active  member  of  many  of 
the  association’s  most  important  committees.  He 
has  also  served  two  years  as  one  of  the  association 
delegates  to  the  American  Medical  Association. 
Dr.  Walker’s  experience  and  understanding  with 
the  problems  of  the  medical  profession  should  prove 
of  great  value  to  himself  and  to  the  association. 

Other  new  members  of  the  official  family  of  the 
association  are  Dr.  W.  W.  Strange,  Huntington, 
vice  president,  and  Dr.  E.  P.  Smith,  Fairmont, 
and  Dr.  W.  G.  Harper,  Elkins,  councillors.  Dr. 


M.  E.  Dillon,  Charleston,  has  accepted  the  chair- 
manship of  Dr.  Walker’s  new  committee  on  legis- 
lation, with  Dr.  James  McClung,  Richwood,  and 
I)r.  A.  E.  Amick,  Charleston,  as  the  other  two 
members  of  this  important  group. 

As  chairman  of  the  council  for  1935,  Dr.  Miller 
will  continue  his  active  connection  with  the  asso- 
ciation. Dr.  D.  A.  MacGregor,  who  retired  as 
council  chairman  on  January  first,  will  serve  the 
coming  year  as  councillor-at-large.  Dr.  Albert  H. 
Hoge,  Bluefield,  who  has  given  so  much  of  his 
time  and  influence  to  the  association  for  the  past 
three  years,  left  the  council  with  the  end  of  the 
year.  A large  part  of  the  program  that  will  be 
undertaken  by  the  new  administration  was  first 


R.  H.  Walker,  M.  D. 

sponsored  by  Dr.  Hoge  when  he  became  President 
in  1932. 

It  is  agreed  by  the  membership  that  the  West 
Virginia  State  Medical  Association  will  be  in  cap- 
able hands  during  1935.  I o Dr.  Walker  and 
the  new  officers  of  the  association  the  Journal 
pledges  its  loyal  support  and  extends  its  heartiest 
good  wishes  for  the  New  Year. 


NEW  OFFICIAL  FAMILY 


The  New  Year  marks  the  close  of  the  success- 
ful administration  of  I)r.  Roy  Ben  Miller  as  Presi- 
dent of  the  West  Virginia  State  Medical  Associa- 
tion and  the  beginning  of  the  term  of  Dr.  R.  H. 
Walker  of  Charleston.  The  members  of  the 
association  extend  herewith  their  keen  appreciation 
to  Dr.  Miller  for  his  unselfish  leadership  and  to 
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PUBLIC  HEALTH  REPORT 

The  following  report  was  prepared  by  a 
special  committee  from  the  Section  on  Pedi- 
atrics at  the  request  of  Dr.  Albert  H.  Hoge, 
president  of  the  public  health  council,  and 
was  endorsed  by  the  council  of  the  associa- 
tion on  December  13.  This  report  will  be 
turned  over  to  the  public  health  council  for 
study  and  future  guidance.  It  is  summarized 
herewith  for  the  benefit  of  all  Journal 
readers  who  are  interested  in  the  present  day 
trend  of  public  health  work. 

1.  We  reaffirm  the  intent  of  the  resolution 
presented  by  the  Section  on  Pediatrics  to  the  House 
of  Delegates  of  the  West  Virginia  State  Medical 
Association,  at  Huntington  on  May  14,  1934, 
which  was  unanimously  adopted  at  this  meeting, 
as  follows: 

“Whereas,  The  cause  of  public  health  has  suf- 
fered from  the  lack  of  cooperation  between  our 
organized  public  health  officers  and  regular  prac- 
ticing physicians  in  the  state,  as  is  conclusively 
shown  by  the  rapid  increase  in  the  diphtheria  death 
rate  during  the  past  five  years,  and  the  high  mor- 
tality from  diarrhoeal  diseases  in  infants  and  chil- 
dren, and 

“Whereas,  It  has  been  the  policy  of  the  public 
health  departments,  both  state  and  local,  to  provide 
immunizations  through  free  clinics  to  all  people 
from  public  funds,  and 

“Whereas,  It  has  been  adequately  demon- 
strated in  other  states  and  typical  sections  of  West 
Virginia  that  such  services  can  be  provided  by  the 
regular  family  physician  when  encouraged  by  the 
organized  public  health  officers,  department  of  pub- 
lic schools  and  department  of  public  welfare  through 
its  local  administrators,  be  it 

“ Resolved , That  we  believe  as  a matter  of  wise 
public  policy  that  the  state  health  department  and 
local  health  forces  should  desist  and  refrain  from 
the  private  practice  of  medicine  in  these  respects, 
and  concentrate  their  sincere  efforts  on  a program 
of  intensive  health  education  to  instruct  the  physi- 
cians and  public  in  the  value  of  these  services,  in 
the  dangers  of  ignorance  and  neglect,  and  to  re- 
turn this  work  to  the  regular  practicing  physicians 
of  each  community,  and  it  is 

<( Further  Resolved,  That  the  health  department 
will  best  serve  the  people  of  the  state  by  restricting 
its  services  to  propaganda,  quarantine  and  sanitary 
control,  and  it  is 


“ Further  Resolved,  That  since  regular  practic- 
ing physicians  have  always  shown  a desire  and  will- 
ingness to  cooperate  in  every  way  in  serving  the 
unfortunates  of  the  relief  load,  that  these  medical 
services  should  be  recognized  as  a part  of  the  re- 
lief activities,  and  that  physicians  should  be  recom- 
pensed on  a par  with  other  relief  services.  We 
have  found  relief  administrators  in  many  localities 
sympathetic  to  the  solution  of  these  problems  and 
the  development  of  programs  of  this  nature  in 
which  local  physicians  have  shown  a willingness  to 
cooperate,  be  it 

“ Further  Resolved,  'That  a copy  of  these  resolu- 
tions be  presented  to  the  House  of  Delegates  of  the 
state  medical  association  for  their  approval,  and  if 
approved  a copy  be  sent  to  the  state  commissioner 
of  health,  the  state  relief  administrator  and  the 
superintendent  of  free  schools,  and  a copy  released 
to  the  press.” 

2.  We  recommend  the  abolishment  of  all  free 
immunizations  in  West  Virginia  by  official  agencies 
with  the  exception  of  those  which  are  approved  by 
a proper  committee  from  the  state  medical  asso- 
ciation. In  recommending  this  action  it  is  real- 
ized by  the  committee  that  a plan  must  be  pre- 
sented as  an  alternative  that  must  be  fundamentally 
sound  and  possible  of  attainment.  There  are  sev- 
eral different  plans  being  attempted  in  the  state 
by  various  county  societies  working  toward  this 
end.  Several  of  these  plans  bid  fair  to  have  defi- 
nite constructive  value.  We  feel  that  the  medical 
fraternity  can  well  shoulder  the  responsibility  of 
this  program  since  it  does  belong  rightfully  in  the 
hands  of  the  private  practitioner.  This  being  granted 
the  most  practical  solution  will  be  found  in  a method 
in  which  the  private  practitioners  themselves  supply 
the  leadership,  direction  and  agenda  necessary  to 
carry  it  through  in  an  acceptable  manner.  It  is 
necessary  to  do  two  things  for  the  practitioner: — 

(a)  To  elicit  and  maintain  his  interest  in  the 
program ; 

(b)  To  provide  facilities  for  training  in  accord- 
ance with  standardized  methods. 

This  could  probably  be  done  by  having  the  West 
Virginia  State  Medical  Association  employ  and 
direct  a physician  whose  responsibility  it  will  be  to 
further  this  program  by  visiting  various  societies 
and  districts  to  stimulate  an  interest  among  the 
profession  for  such  a program,  to  attempt  to  work 
out  with  them  acceptable  methods  adaptable  to  their 
local  problems,  techniques  of  society  publicity,  in- 
dividual instructions  for  physicians  in  methods  of 
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immunization  and  other  activities  assisting  in  the 
soluton  of  the  problems  which  arise  locally. 

3.  We  believe  the  importance  of  this  program 
extends  beyond  the  immediate  accomplishment  of 
perfecting  a high  percentage  of  immunization,  for 
the  reason  that  it  is  in  this  field  that  the  encroach- 
ments of  official  agencies  on  the  relationship  be- 
tween the  patient  and  his  private  physician  have 
been  most  extensive. 

4.  This  program  would  seem  to  be  of  funda- 
mental importance  and  because  of  this  would  jus- 
tify active  and  material  participation  on  the  part 
of  the  West  Virginia  State  Medical  Association. 

5.  It  would  seem  advisable  to  enlist  the  active 
support  of  the  W.  Va.  Public  Health  Council, 
the  West  Virginia  Department  of  Public  Health 
and  the  State  Department  of  Free  Schools,  to  this 
viewpoint.  The  West  Virginia  Federal  Relief  Ad- 
ministration should  similarly  be  approached  and  a 
sympathetic  attitude  be  sought  from  these  organ- 
izations. To  this  end  the  following  suggestions 
arc  presented  for  consideration: 

(a)  To  elicit  a pledge  from  the  West  Virginia 
Public  Health  Council,  state  and  local  departments 
of  health  and  department  of  free  schools  to  furnish 
a continuous,  spirited  publicity  campaign,  to  promote 
this  activity  in  the  hands  of  the  organized  profession ; 

(b)  To  urge  the  state  department  of  health 
and  other  official  agencies  to  continue  to  furnish 
biologicals  for  this  purpose  free  of  charge  as  long 
as  possible.  To  urge,  also,  the  West  Virginia  Re- 
lief Administration  to  accept  financial  responsibil- 
ity for  providing  biologicals  for  use  on  persons  on  re- 
lief in  a prevention  program  as  well  as  treatment; 

(c)  The  committee  urges  that  municipal  and 
county  relief  agencies  be  encouraged  to  provide 
from  poor  funds  or  otherwise,  biologicals  for  in- 
digents or  people  on  local  relief  for  both  preventa- 
tive and  curative  treatment — and  that  they  do  not 
continue  the  present  practice  of  having  the  state  de- 
partment of  health  provide  these  products. 

6.  The  committee  desires  to  emphasize  the 
fact  that  the  loose  and  ineffective  tie-up  between 
the  state  department  of  public  health  and  the  local 
county  and  municipal  departments  of  public  health 
has  resulted  in  a great  deal  of  confusion  and  mis- 
understanding between  physicians  and  the  various 
health  units.  Local  public  health  officers  have 
transgressed  all  too  frequently  on  what  may  be 
considered  good  public  health  practice.  For  this 
the  state  department  of  health  has  been  unfairly 
subjected  to  criticism  over  which  they  have  no 


control.  Similar  transgressions  on  the  part  of  cer- 
tain school  physicians,  and  in  a minor  degree  by 
the  state  health  department,  merit  criticism.  Active 
steps  should  be  taken  by  the  West  Virginia  State 
Public  Health  Council  to  inquire  into  this  phase 
of  lack  of  control  by  the  state  department  of  health 
over  local  health  departments  and  a definite  plan 
should  be  evolved  which  would  conform  to  sug- 
gestions made  by  the  Commission  of  Public  Health 
of  New  York  State  in  1932,  and  district  health 
organizations  considered.  A consideration  of  this 
matter  is  fundamental  to  a solution  of  the  problems 
in  hand — public  health  practice  and  the  immuniza- 
tion program  desired. 

7.  The  state  medical  association  should  sponsor 
such  a program  as  that  given  above  and  should 
provide  its  leadership.  Since  it  is  so  much  easier  for 
the  state  department  of  public  health,  this  organ- 
ization should  supply  a continuous  and  uniform 
publicity  program  along  this  line,  which  should  be 
concentrated  on  public  health  educational  activi- 
ties rather  than  on  personal  immunization. 

8.  A definite  attempt  should  be  made  by  the 
state  department  of  health  to  check  the  birth  cer- 
tificates as  they  arrive  and  the  parents  of  each  child 
should  be  mailed  a post  card  on  his  or  her  six 
months,  one  year  and  two  years  anniversary,  urg- 
ing the  necessity  of  protection  from  preventable  dis- 
eases and  referring  them  to  their  family  physician. 
Every  conceivable  method  of  stimulating  the  in- 
terest of  private  physicians  should  be  employed  m 
developing  the  program. 

9.  We  reiterate  the  position  of  the  pediatric 
section  of  the  West  Virginia  State  Medical  Asso- 
ciation as  expressed  in  the  resolution  passed  by  the 
West  Virginia  State  Medical  Association,  given  in 
the  forepart  of  this  report,  which  pleads  for  the 
continuance  of  the  personal  relationship  of  the 
family  physician  to  his  patient. 

10.  In  conclusion  this  committee  presents  no 
claim  for  knowing  how  to  solve  this  important 
problem,  but  it  does  attempt  to  point  out  some  of 
the  aspects  of  the  problem  which  seem  important 
to  them.  The  recommendation  is  fairly  presented 
that  a cooperating  and  coordinating  committee  com- 
posed of  representatives  from  the  West  Virginia 
State  Medical  Association,  the  West  Virginia  Public 
Health  Council  and  the  West  Virginia  State  De- 
partment of  Health  be  formulated  for  seriously 
studying  and  advantageously  coordinating  some 
concrete  plan  for  solving  the  immunization  prob- 
lems in  West  Virginia. 
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The  above  report  was  drafted  by  Dr.  T.  M. 
Hood,  Clarksburg,  Dr.  George  Lyon,  Hunting- 
ton  and  Dr.  Andrew  E.  Amick,  Charleston,  who 
served  as  a special  committee  for  the  Section  on 
Pediatrics.  Most  of  the  pediatricians  in  the  state 
met  at  the  Daniel  Boone  Hotel,  Charleston,  on 
November  23,  1934,  and  several  hours  were  given 
over  to  discussing  the  principles  which  were  later 
correlated  by  the  special  committee  in  this  report. 


The  report  itself  will  be  turned  over  to  Dr. 
Hoge,  who  will  take  up  the  recommendations  at 
the  next  meeting  of  the  public  health  council  which 
will  be  held  in  Charleston  in  the  early  spring.  If 
the  public  health  council  acts  favorably  upon  the 
plan,  the  council  of  the  association  will  then  be 
asked  to  temporarily  employ  a physician  to  visit  the 
various  county  medical  societies  for  educational  and 
organization  purposes. 


ACTIVE  AND  HONORARY  MEMBERSHIP 

WEST  VIRGINIA  STATE  MEDICAL  ASSOCIATION 


(Editor’s  Note — Below  will  be  found  the  names  of  all  active  and  honorary  members  in  good  standing  in  their  respective  county 
societies.  The  star  (*)  appearing  before  a name  indicates  honorary  membership.  From  this  type  will  be  published  the  annual  Asso- 
ciation directory  of  members.  Will  each  member  please  check  his  own  name  and  address  and  notify  the  JOURNAL  at  once  if  any 
error  has  been  made.) 


Barbour-Randolph-Tucker 

H.  H.  Bolton,  Pierce 

E.  M.  Bond,  Norton 

A.  P.  Butt,  Elkins 

A.  P.  Butt,  Jr.,  Elkins 

R.  J.  Condry,  Elkins 
W.  R.  Dove,  Harman 

A.  M.  Fredlock,  Elkins 

B.  I.  Golden,  Elkins 
T.  M.  Goodwin,  Elkins 

C.  H.  Hall,  Elkins 

E.  M.  Hamilton,  Belington 
W.  G.  Harper,  Elkins 

F.  S.  Holsberry,  Parsons 

H.  T.  Marshall,  Elkins 

G.  H.  Michael,  Belington 
J.  H.  Miller,  Thomas 

J.  L.  Miller,  Thomas 
W.  L.  Miller,  Bemis 

S.  G.  Moore,  Elkins 

H.  K.  Owens,  Elkins 
S.  J.  Skar,  Davis 

C.  G.  Stroud,  Brownton 
C.  B.  Williams,  Philippi 
W.  E.  Whiteside,  Parsons 
R.  S.  Wolfe,  Elkins 
*J.  L.  Bosworth,  Mill  Creek 
*J.  W.  Bosworth,  Philippi 
*0.  L.  Perry,  Elkins 
*L.  W.  Talbott,  Elkins 
*A.  H.  Woodford,  Belington 

Brooke  Society 

L.  J.  Bernstein,  Wellsburg 
W.  T.  Booker,  Wellsburg 

F.  T.  Dare,  Wellsburg 
H.  L.  Hegner,  Bethany 
Leo  Huth,  Follansbee 
W.  M.  Junkin,  Murphy,  N.  C. 

F.  L.  Matson,  Wellsburg 

C.  S.  L.  McCullough,  Follansbee 

Ralph  McGraw,  Follansbee 

J.  P.  McMullen,  Wellsburg 

C.  R.  Megahan,  Follansbee 

R.  C.  Otte,  Wellsburg 

B.  A.  Patton,  Washington,  Pa. 

E.  N.  Pell,  Wheeling 
W.  L.  Simpson,  Wellsburg 
*B.  F.  Harden,  Wellsburg 


Cabell  Society 

J.  H.  Baber,  Huntington 
H.  E.  Beard,  Huntington 
W.  F.  Beckner,  Huntington 
H.  I.  Berman,  Huntington 
0.  B.  Biern,  Huntington 
J.  R.  Bloss,  Huntington 
R.  M.  Bobbitt,  Huntington 

B.  F.  Brown,  Huntington 

F.  A.  Brown,  Huntington 
J.  R.  Brown,  Huntington 

C.  M.  Buckner,  Huntington 
V.  L.  Chambers,  Huntington 
Leo  Christian,  Huntington 
A.  W.  Crews,  Huntington 

D.  J.  Cronin,  Huntington 
R.  H.  Curry,  Barboursville 

C.  S.  Duncan,  Huntington 
J.  W.  Ferguson,  Kenova 

C.  P.  S.  Ford,  Huntington 


J. 

C. 

Ford,  Hu 

ntington 

B. 

D. 

Garrett, 

Kenova 

E. 

B. 

Gerlach, 

Huntington 

J. 

A. 

Guthrie, 

Huntington 

0. 

L. 

Hamilton, 

H untington 

J. 

C. 

Hardman, 

Huntington 

R.  R.  Hardwick,  Huntington 

I.  R.  Hardwood,  Huntington 
C.  M.  Hawes,  Huntington 
Douglas  Hayman,  Huntington 

J.  S.  Hayman,  Huntington 
W.  D.  Hereford,  Huntington 

H.  C.  Hays,  Williamson 

I.  C.  Hicks,  Huntington 

I.  I.  Hirschman,  Huntington 
F.  C.  Hodges,  Huntington 

F.  J.  Hoitash,  Huntington 

J.  E.  Hubbard,  Huntington 

E.  J.  Humphrey,  Huntington 
W.  B.  Hunter,  Huntington 

G.  D.  Johnson,  Huntington 
A.  S.  Jones,  Huntington 
W.  C.  Kappes,  Huntington 

J.  R.  Keesee,  Huntington 
A.  D.  Kessler,  Huntington 
A.  K.  Kessler,  Huntington 

P.  D.  Ketchum,  Richmond,  Va. 
J.  S.  K'umpp,  Huntington 
E.  L.  Lanman,  Huntington 


W.  M.  Lewis,  Huntington 

H.  V.  Lusher,  Huntington 
A.  R.  Lutz,  Huntington 

G.  M.  Lyon,  Huntington 

A.  R.  MacKenzie,  Huntington 

F.  0.  Marple,  Huntington 

H.  B.  Martin,  Huntington 
W.  B.  Martin,  Huntington 

J.  C.  Matthews,  Huntington 
W.  E.  Matthews,  Huntington 
W.  C.  McGuire,  Huntington 
M.  B.  Moore,  Huntington 
Hallock  Moore,  Huntington 

T.  W.  Moore,  Huntington 

L.  C.  Morrison,  Milton 
W.  E.  Neal,  Huntington 
W.  J.  Parsons,  Huntington 
Bruce  Pollock,  Huntington 

K.  C.  Prichard,  Huntington 

G.  A.  Ratcliff,  Huntington 
E.  F.  Reaser,  Huntington 
C.  0.  Reynolds,  Huntington 
0.  E.  Reynolds,  Huntington 

L.  C.  Richmond,  Milton 

J.  H.  Robinson,  Huntington 

E.  E.  Rose,  Huntington 
W.  N.  Rowley,  Huntington 

F.  X.  Schuller,  Huntington 

F.  A.  Scott,  Huntington 
E.  E.  Shafer,  Huntington 
R.  M.  Sloan,  Huntington 

J.  H.  Steenbergen,  Huntington 
W.  W.  Strange,  Huntington 
W.  C.  Swann,  Huntington 
C.  T.  Taylor,  Huntington 

I.  W.  Taylor,  Huntington 
W.  C.  Thomas,  Huntington 
R.  S.  Van  Meter,  Huntington 
W.  E.  Vest,  Huntington 

G.  W.  Walden,  West  Hamlin 
R.  J.  Wilkinson,  Huntington 
C.  G.  Willis,  Huntington 

C.  B.  Wright,  Huntington 

R.  M.  Wylie,  Huntington 

Central  W.  Va.  Society 

S.  P.  Allen,  Webster  Springs 
E.  S.  Brown,  Summersville 
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F.  H.  Brown,  Summersville 
H.  S.  Brown,  Sutton 

C.  C.  Carson,  Gassaway 

J.  M.  Cofer,  Bergoo 

L.  W.  Deeds,  Buckhannon 
J.  B.  Ood rill,  Webster  Springs 
Hugh  Dunn,  Richwood 
0.  0.  Eakle,  Sutton 
W.  E.  Echols,  Richwood 

G.  D.  Hill,  Tioga 

L.  0.  Hill,  Camden-on-Gauley 

E.  H.  Hunter,  Webster  Springs 
W.  H.  McCauley,  Sutton 
James  McClung,  Richwood 

M.  T.  Morrison,  Sutton 

B.  L.  Page,  Buckhannon 
L.  W.  Page,  Buckhannon 

J.  A.  Rusmisell,  Buckhannon 
•Fleming  Howell,  Buckhannon 
*J.  L.  Pifer,  Buckhannon 
•Everett  Walker,  Adrian 

Doddridge  Society 

A.  M.  McGovern,  West  Union 

A.  Poole,  West  Union 

E.  T.  Wetzel,  West  Union 

Eastern  Panhandle  Society 

A.  0.  Albin,  Charles  Town 

A.  W.  Armentrout,  Martinsburg 

E.  H.  Bitner,  Martinsburg 
Edwin  Cameron,  Martinsburg 

R.  E.  Clapham,  Martinsburg 
A.  B.  Eagle,  Martinsburg 

L.  W.  Frame,  Harpers  Ferry 

V.  L.  Glover,  Martinsburg 
J.  K.  Guthrie,  Martinsburg 

N.  B.  Hendrix,  Martinsburg 

C.  C.  Johnson,  Harpers  Ferry 
G.  0.  Martin,  Martinsburg 

G.  P.  Morison,  Charles  Town 
T.  K.  Oates,  Martinsburg 

F.  M.  Phillips,  Charles  Town 

M.  H.  Porterfield,  Martinsburg 
C.  G.  Power,  Martinsburg 

R.  K.  Shirley,  Hedgesville 

G.  J.  E.  Sponseller,  Martinsburg 
P.  E.  Stigers,  Hancock,  Md. 

R.  B.  Talbott,  Martinsburg 
C.  A.  Thomas,  Martinsburg 

W.  A.  Wallace,  Martinsburg 
Halvard  Wanger,  Shepherdstown 

E.  H.  Willard,  Great  Cacapon 

Fayette  Society 

A.  E.  Bays,  Longacre 

F.  W.  Bilger,  Maybeury 

W.  P.  Bittinger,  Summerlee 

B.  F.  Brugh,  Montgomery 
W.  E.  Bundy,  Minden 

G.  0.  Crank,  Lawton 

F.  D.  Daniel,  University,  Va. 

T.  B.  Daugherty,  Fayetteville 
George  Fordham,  Powellton 

F.  S.  Harkleroad,  Harvey 

L.  R.  Harless,  Gauley  Bridge 
L.  I.  Hoke,  Layland 
A.  L.  Hunter,  Pax 
W.  N.  Haynes,  Victor 

G.  G.  Hodges,  Kilsythe 
Ralph  Hogshead,  Montgomery 

C.  C.  Jackson,  East  Rainelle 
J.  C.  Jett,  Springdale 

R.  D.  Ketchum,  Longacre 
W.  R.  Laird,  Montgomery 


H.  C.  Martin,  Rainelle 
Harry  McGrath,  Montgomery 
M.  A.  Moore,  Kingston 

R.  S.  Peck,  Cannelton 

S.  W.  Price,  Scarbro 

P.  E.  Prillaman,  Oak  Hill 

B.  F.  Puckett,  Oak  Hill 
M.  F.  Raine,  Fayetteville 
J.  S.  Shaffer,  Montgomery 

D.  W.  Shirkey,  Montgomery 
W.  D.  Simmons,  Glen  Ferris 

G.  W.  Skaggs,  Dublin,  Va. 

H.  C.  Skaggs,  Montgomery 

G.  A.  Smith,  Montgomery 
J.  M.  Spinks,  Mt.  Hope 

C.  W.  Stallard,  Montgomery 

E.  B.  Thompson,  Montgomery 

H.  F.  Troutman,  Page 

R.  A.  Updike.  Montgomery 
J.  F.  Van  Pelt,  Oak  Hill 
J.  W.  Walker,  Winona 

W.  V.  Wilkerson,  Montgomery 
J.  B.  Woodville,  Jr.,  Brooklyn 
*0.  J.  Henderson,  Montgomery 
*H.  A.  Walkup,  Mount  Hope 

G.  H.  H.  M.  Society 

P.  E.  Berry,  Jr.,  Piedmont 
Robert  Bess,  Piedmont 
Thomas  Bess,  Keyser 

O.  V.  Brooks,  Moorefield 

H.  F.  Coffmann,  Keyser 
J.  A.  Courrier,  Keyser 

W.  G.  Drinkwater,  Gormania 

V.  L.  Dyer,  Petersburg 
J.  F.  Easton,  Romney 

A.  K.  Fidler,  Blaine 

W.  A.  Flick,  Keyser 

T.  C.  Giffin,  Keyser 

G.  S.  Gochenour,  Moorefield 
J.  B.  Grove,  Petersburg 

W.  T.  Highberger,  Maysville 

S.  B.  Johnson,  Franklin 
Z.  T.  Kalbaugh,  Piedmont 
R.  W.  Love,  Moorefield 
M.  H.  Maxwell,  Keyser 
Glenn  Moomau,  Petersburg 

B.  F.  Moyers,  Matthias 
J.  A.  Moyers,  Franklin 
J.  N.  Reeves,  Piedmont 
Raymond  Reeves,  Piedmont 

H.  W.  Rollings,  Wardinsville 

P.  R.  Wilson,  Piedmont 

J.  H.  Wolverton,  Piedmont 
M.  F.  Wright,  Burlington 
*F.  L.  Baker,  Burlington 

Greenbrier  Valley  Society 

0.  P.  Argabrite,  Alderson 

R.  E.  Baer,  White  Sulphur  Springs 

J.  W.  Compton,  Ronceverte 

J.  R.  Crawley,  Anjean 

H.  B.  Damron,  Rainelle 

J.  W.  De  Vebre,  Ronceverte 

A.  D.  Ferrell,  Ronceverte 

T.  L.  Gilchrist,  Pickaway 

H.  L.  Goodman,  Ronceverte 
H.  D.  Gunning,  Ronceverte 

J.  E.  Hamner,  Rainelle 

K.  L.  Hamrick,  Marlinton 

Guy  Hinsdale,  White  Sulphur  Springs 

G.  F.  Hull,  Durbin 

H.  L.  Kirkpatrick,  Marfrance 
A.  G.  Lanham,  Ronceverte 

J.  G.  Leech,  Quinwood 

C.  W.  Lemon,  Lewisburg 


C.  F.  Mahood,  Alderson 

S.  A.  McFerrin,  Renick 

W.  E.  Myles,  White  Sulphur  Springs 

D.  G.  Preston,  Lewisburg 

N.  R.  Price,  Marlinton 

F.  H.  Randall,  White  Sulphur  Springs 
H.  C.  Solter,  Marlinton 

Edda  Von  Bose,  Alderson 
C.  I.  Wall,  Rainelle 
*W.  P.  Fawcett,  Alderson 

Hancock  Society 

G.  L.  Beaumont,  New  Cumberland 
Samuel  Berardelli,  Weirton 

M.  Bogarad,  Weirton 

T.  E.  Cato,  New  Cumberland 

G.  H.  Davis,  Weirton 

J.  E.  Fisher,  New  Cumberland 

R.  L.  Focer,  Holliday’s  Cove 
F.  B.  Harrington,  Weirton 
A.  E.  McClue,  Charleston 
M.  H.  Powers,  Weirton 

J.  E.  Richmond,  Weirton 
George  Rigas,  Weirton 

A.  B.  Rinehart,  Weirton 

L.  0.  Schwartz,  Weirton 
C.  A.  Shafer,  Chester 

J.  L.  Thompson,  Hollidays  Cove 
L.  A.  Whitaker,  Weirton 

Harrison  Society 

C.  S.  Bates,  Lumberport 

B.  S.  Brake,  Clarksburg 

E.  H.  Brannon,  Bridgeport 
J.  T.  Brennan,  Clarksburg 
J.  R.  Carder,  Clarksburg 

F.  C.  Chandler,  Bridgeport 

S.  L.  Cherry,  Clarksburg 

R.  S.  Coffindaffer,  Shinnston 

I.  D.  Cole,  Clarksburg 

J.  W.  Corder,  Clarksburg 

D.  P.  Cruikshank,  Lumberport 
Edward  Davis,  Salem 

W.  M.  Davis,  Bridgeport 

H.  H.  Esker,  Clarksburg 

C.  F.  Fisher,  Clarksburg 
Earl  N.  Flowers,  Clarksburg 

E.  Newton  Flowers,  Clarksburg 
Thomas  Gocke,  Clarksburg 

W.  T.  Gocke,  Clarksburg 
L.  C.  Goff,  Clarksburg 
C.  C.  Greer,  Clarksburg 

T.  G.  Harris,  West  Milford 
H.  H.  Haynes,  Clarksburg 
R.  C.  Hood,  Clarksburg 
Kenna  Jackson,  Clarksburg 
C.  C.  Jarvis,  Clarksburg 

J.  R.  Johnson,  Shinnston 
A.  0.  Kelley,  Wallace 
A.  J.  Kemper,  Lost  Creek 

0.  W.  Ladwig,  Wilsonburg 

F.  V.  Langfitt,  Clarksburg 
R.  B.  Linger,  Clarksburg 
R.  V.  Lynch,  Meadowbrook 
J.  S.  Maloy,  Shinnston 

W.  A.  Marsh,  Clarksburg 
J.  P.  McGuire,  Clarksburg 
R.  B.  Nutter,  Enterprise 
R.  J.  Nutter,  Clarksburg 
C.  R.  Ogden,  Clarksburg 
R.  L.  Osborn,  Owens 
W.  T.  Owens,  Clarksburg 
J.  E.  Page,  Clarksburg 
E.  Pendleton,  Clarksburg 
A.  T.  Post,  Clarksburg 
C.  0.  Post,  Clarksburg 
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S.  H.  Post,  Volga 
James  Ralston,  Clarksburg 
James  Repass,  Lumberport 

W.  M.  Riheldaffer,  Lost  Creek 

R.  M.  Riley,  Nutter  Fort 

H.  A.  Rosenthal,  Clarksburg 
Sylvia  Saurborne,  Clarksburg 

C.  N.  Slater,  Clarksburg 
H.  E.  Sloan,  Clarksburg 
W.  W.  Spelsburg,  Clarksburg 
J.  E.  Stephenson,  Clarksburg 
W.  L.  Strother,  Salem 

E.  D.  Tucker,  Nutter  Fort 
E.  F.  Wehner,  Clarksburg 
H.  A.  Whisler,  Clarksburg 

B.  H.  Wilkinson,  Clarksburg 
J.  F.  Williams,  Clarksburg 

C.  A.  Willis,  Charleston 
E.  A.  Wilson,  Salem 

J.  E.  Wilson,  Clarksburg 

L.  S.  Wornal,  Shinnston 
E.  B.  Wright,  Clarksburg 

*A.  0.  Flowers,  Clarksburg 
♦John  Folk,  Bridgeport 
♦William  Gaston,  Clarksburg 
*E.  A.  Hill,  La  Habra,  Calif. 

*T.  M.  Hood,  Clarksburg 
*D.  C.  Louchery,  Clarksburg 

Kanawha  Society 

A.  E.  Amick,  Charleston 

A.  L.  Amick,  Charleston 
Maury  Anderson,  Dunbar 

R.  L.  Anderson,  Charleston 
0.  L.  Aultz,  Charleston 

H.  A.  Bailey,  Charleston 

J.  Bankhead  Banks,  Charleston 

D.  N.  Barber,  Charleston 

T.  M.  Barber,  Charleston 
W.  L.  Barbour,  Whitesville 
G.  H.  Barksdale,  Charleston 
T.  R.  Beggs,  Spencer 

S.  L.  Bivens,  Charleston 
W.  P.  Black,  Charleston 
0.  H.  Bobbitt,  Charleston 

M.  L.  Bonar,  Charleston 
R.  J.  Brown,  Charleston 

I.  E.  Buff,  Charleston 

R.  K.  Buford,  Charleston 

E.  H.  Campbell,  Carbon 

J.  E.  Cannaday,  Charleston 

G.  B.  Capito,  Charleston 

T.  J.  Casto,  Charleston 
Preston  Champe,  Charleston 
V.  T.  Churchman,  Charleston 

V.  T.  Churchman,  Jr.,  Charleston 

F.  A.  Clark,  Charleston 

W.  L.  Cooke,  Charleston 
C.  E.  Copeland,  Charleston 
Gilbert  Daniel,  Walton 

E.  A.  Davis,  Charleston 
M.  L.  Dillon,  Charleston 
R.  M.  Dodson,  Huntington 
J.  W.  Duff,  Charleston 
M.  S.  Duling,  Charleston 
J.  L.  Dunlap,  Bancroft 
R.  H.  Dunn,  South  Charleston 
C.  M.  Fleshman,  Clendenin 
R.  I.  Frame,  Sharpies 
J.  W.  Frazier,  Charleston 
McLeod  Gillies,  Charleston 
A.  J.  Given,  Rensford 

H.  R.  Glass,  Charleston 
W.  J.  Glass,  Sissonsville 
A.  E.  Glover,  Van 
Fred  Gott,  Charleston 

G.  F.  Grisinger,  Charleston 
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P.  A.  Haley,  II,  Charleston 
R.  0.  Halloran,  Charleston 
R.  E.  Hamrick,  Charleston 
J.  H.  Hansford,  Pratt 
0.  M.  Harper,  Swandale 
E.  R.  Hays,  Chelyan 
E.  B.  Henson,  Charleston 

D.  H.  Hill,  Charleston 

W.  E.  Hoffman,  Charleston 

V.  E.  Holcombe,  Charleston 

H.  H.  Howell,  Madison 

W.  R.  Hughey,  Charleston 
J.  Ross  Hunter,  Charleston 
R.  A.  Ireland,  Charleston 

G.  G.  Irwin,  Charleston 
Phillip  Jaisohn,  Media,  Pa. 
L.  A.  Jarrett,  Dunbar 

E.  V.  Jordan,  Charleston 
Ray  Kessel,  Charleston 
Russel  Kessel,  Charleston 

H.  C.  Kincaid,  Huntington 
H.  D.  Law,  Charleston 

C.  E.  Lewis,  Nellis 
J.  P.  Lilly,  Charleston 


E. 

A. 

Litzinger,  Charleston 

V. 

E. 

Mace,  Charleston 

c. 

B, 

Marshall,  Nitro 

u. 

G. 

McClure,  Charleston 

w. 

A. 

McMillan,  Charleston 

w. 

0. 

McMillan,  Charleston 

H. 

D. 

McPherson,  Eskdale 

M. 

I. 

Mendeloff,  Charleston 

A. 

W. 

Milhoan,  Nitro 

J. 

w. 

Moore,  Charleston 

L.  H.  Mynes,  Charleston 
G.  P.  Naum,  Ward 

J.  A.  Newcome,  Prenter 
J.  T.  Nolen,  Poca 

E.  W.  Owen,  Spencer 

M.  F.  Petersen,  Charleston 

V.  L.  Peterson,  Charleston 

S.  H.  Phillips,  Charleston 

W.  W.  Point,  Charleston 

N.  Poliakoff,  Charleston 
W.  C.  Polsue,  Charleston 

F.  G.  Prather,  Barrett 
Phillip  Preiser,  Charleston 

B.  S.  Preston,  Charleston 
R.  B.  Price,  Charleston 

C.  A.  Ray,  Charleston 

Roy  Ray,  South  Charleston 

T.  G.  Reed,  Charleston 

P.  H.  Revercomb,  Charleston 

G.  A.  Rigrish,  Charleston 
J.  E.  Roberts,  Charleston 

G.  C.  Robertson,  Charlseton 

H.  L.  Robertson,  Charleston 
W.  B.  Robertson,  Belle 

W.  S.  Robertson,  Charleston 
Hugh  Robins,  Charleston 
J.  U.  Rohr,  Charleston 
R.  D.  Roller,  Jr.,  Charleston 
C.  N.  Rucker,  Charleston 
J.  E.  Rucker,  Charleston 
G.  C.  Schoolfield,  Charleston 
C.  G.  Scruggs,  Putney 
Earl  Shamblin,  Charleston 
A.  A.  Shawkey,  Charleston 
W.  S.  Shepherd.  Charleston 
G.  W.  Shriver,  Charleston 

R.  R.  Sisson,  Louisa,  Ky. 

J.  S.  Skaggs,  Montcoal 

J.  W.  Skaggs,  Nitro 

A.  A.  Smith,  Clay 

B.  A.  Smith,  Spencer 

C.  B.  Smith,  Charleston 

J.  A.  Smith,  South  Charleston 

S.  B.  Souleyret,  Coalburg 


H.  H.  Staats,  Charleston 

B.  H.  Swint,  Charleston 
W.  E.  Taylor,  Mammoth 
John  Thames,  Charleston 
H.  G.  Thompson,  Charleston 
P.  A.  Tuckwiller,  Charleston 

E.  0.  Vaughan,  St.  Albans 
R.  H.  Walker,  Charleston 

C.  N.  Watts,  Charleston 

F.  P.  Weltner,  Charleston 
A.  J.  White,  Charleston 
C.  T.  Whiteside,  Kayford 
A.  A.  Wilson,  Charleston 
W.  B.  Wilson,  Charleston 
H.  B.  Wise,  Owens 

R.  E.  Woodall,  Charleston 
W.  F.  Work,  Charleston 

*C.  N.  Brown,  Widen 
*1.  C.  Carlisle,  Charleston 
*W.  H.  Wilson,  St.  Albans 

Lewis  Society 

H.  M.  Andrew,  Weston 

S.  S.  Bobes,  Weston 

A.  B.  Bowyer,  Glenville 

G.  M.  Burton,  Weston 
S.  H.  Burton,  Weston 
E.  R.  Cooper,  Troy 

G.  C.  Corder,  Jane  Lew 
M.  D.  Cure,  Jr.,  Weston 
R.  M.  Fisher,  Weston 
E.  T.  W.  Hall,  Weston 


0. 

L. 

Hudkins,  Weston 

D. 

P. 

Kessler,  Weston 

w. 

P. 

King,  Weston 

A. 

F. 

Lawson,  Weston 

c. 

B. 

Rohr,  A'um  Bridge 

Theresa  Snaith,  Weston 
George  Snyder,  Weston 

E.  A.  Trinkle,  Weston 
R.  T.  White,  Hurst 

Logan  Society 

L.  L.  Aultz,  Omar 

F.  E.  Brammer,  Dehue 


W.  E. 

Brewer,  Logan 

C.  A. 

Davis,  Logan 

V.  A. 

Deason,  Logan 

H.  H. 

Farley,  Logan 

T.  F. 

Farley,  Holden 

T.  J. 

Farley,  Logan 

J.  T. 

Ferrell,  Chapmanville 

W.  S. 

Gi'mer,  Henlawson 

W.  F. 

Harless,  Clothier 

D.  S.  Hess,  Holden 
J 0.  Hill,  Logan 
Augustus  Holderfield,  Man 

B.  L.  Hume,  Mallory 
H.  C.  Jones,  Logan 
J.  I.  Justice,  Logan 
L.  W.  Lawson,  Logan 
J.  W.  Lyons,  Holden 

C.  A.  Martin,  Amherstdale 
W.  T.  McClellan,  Ethel 

D.  T.  Moore,  Stirrat 
P.  W.  Palmer,  Lorado 
W.  H.  Parker,  Braeholm 
J.  L.  Patterson,  Holden 
F.  L.  Round,  Holden 

S.  M.  E.  Simon,  Logan 
B.  D.  Smith,  Omar 

T.  C.  Smith,  Slagle 

E.  H.  Starcher,  Omar 
L.  E.  Steele,  Logan 
Mark  Sutphin,  Huntington 
Harold  Vanhoose.  Whitman 
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ANESTHESIA  IN  WEST  VIRGINIA* 

'B v Eldon  B.  Tucker,  M.  D. 
Morgantown,  West  Virginia 


rJ''HE  following  epitaph  is  inscribed  upon 
the  granite  shaft  which  marks  the  grave 
of  Dr.  William  T.  G.  Morton  in  Mount 
Auburn  Cemetery,  Cambridge,  Massachu- 
setts: 

“Inventor  and  revealer  of  anesthetic  inhalation, 
Bv  whom  pain  in  surgery  was  averted  and  annulled, 

Before  whom  in  all  time  surgery  was  agony, 
Since  whom  science  has  control  of  pain.” 

Anesthesia  is  so  widespread  and  in  such 
general  use  that  its  importance  is  too  often 
overlooked.  To  my  family  and  to  your 
family  and  to  the  patient  the  anesthesia  is 
quite  often  the  most  important  part  of  the 
operation.  Can  any  of  us  imagine  what 
would  happen  to  our  hospitals  and  to  our 
practice  of  surgery  if  we  were  suddenly  de- 
prived of  anesthesia:  The  success  of  sur- 

gery depends  as  much  on  good  anesthesia  as 
on  good  asepsis. 

Before  taking  up  the  questionnaire  and 
answers  on  anesthesia  in  West  Virginia,  I 
wish  to  present  to  you  the  requirements  or 
standards  for  anesthesia  service  as  outlined 
by  the  American  College  of  Surgeons,  1930 
Hospital  Standardization  Report: 

'■Read  before  the  Hospital  Association  of  West  Virginia  at  the 
Ninth  Annual  Session,  Morgantown,  W.  Ya.,  October  5,  1934. 


“Anesthesia  is  an  important  service  in  the  hos- 
pital and  not  infrequently  has  much  to  do  with  the 
end  results  of  treatment.  The  rapid  advance  made 
in  this  phase  of  medicine  during  recent  years  has 
greatly  improved  methods  of  administration.  With 
the  variety  of  anesthetics  introduced  and  with  the 
greater  knowledge  of  their  effects  have  come  the 
need  for  greater  skill  in  persons  who  have  super- 
vision over  their  administration.  Indeed,  the 
ramifications  are  so  extensive  that  this  is  a specialty 
in  itself.  Unfortunately  the  administration  of 
anesthetics  in  hospitals  has  considerable  room  for 
improvement.  This  can  be  accomplished  in  great 
degree  by  employing  only  qualified  experienced 
persons  in  this  department.  The  following  stand- 
ards have  been  outlined  for  hospitals  so  as  to  assure 
safetv  and  efficiency  in  the  administration  of  anes- 
thetics: 

“1.  1'hat  there  be  an  organized  department  of 
anesthesia  in  charge  of  a qualified  medical  graduate 
who  has  had  special  instruction  in  the  administra- 
tion of  anesthesia; 

“2.  That  there  be  a staff  of  trained  and  ex- 
perienced assistants; 

“3.  That  a complete  physical  examination  be 
made  of  each  patient  and  laboratory  findings  be  re- 
viewed prior  to  administration  of  the  anesthetic. 
Results  of  all  examinations  should  be  recorded; 

“4.  That  there  be  an  efficient  follow-up  of  all 
postanesthetic  cases;  in  addition  records  on  anes- 
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thesia  shall  be  kept  and  correlated  for  the  purpose 
of  aiding  in  research. 

“No  hospital  is  complete  without  the  service  of 
a department  of  anesthesia  under  expert  direction. 
The  hospital  should  obtain  a medical  specialist  in 
anesthesia  as  director  of  this  department,  for  his 
knowledge  of  the  precise  effect  of  the  various  anes- 
thetics, of  the  prevention  of  shock,  and  of  the  in- 
fluence of  the  anesthetic  in  different  clinical  condi- 
tions will  be  of  untold  benefit  in  reducing  the  mor- 
tality  and  morbidity.  In  the  same  proportion  a lay 
anesthetist  can  not  be  considered  desirable.  Again, 
it  is  emphasized  that  anesthesia  is  a medical  spe- 
cialty upon  which  depends  a great  deal  of  the  suc- 
cessful care  of  patients.” 

A questionnaire  consisting  of  fifteen  ques- 
tions was  mailed  to  sixty-three  hospitals  in 
West  Virginia.  Fifty-eight  were  sent  to 
registered  general  hospitals  of  twenty  beds 
each  or  more.  Five  were  sent  to  related  in- 
stitutions and  state  sanitariums.  Replies 
were  received  from  forty- four,  or  69.8  per 
cent.  Two  of  these  replies  will  not  be  con- 
sidered in  this  report  because  they  were  from 
state  sanitariums  where  there  is  little  call  for 
general  anesthesia.  Each  question  will  be 
given,  followed  by  the  answers  and  will  be 
followed  by  a short  discussion. 

No.  1.  I)o  you  have  a department  of  an- 
esthesia? 

Yes.  . .20.  No.  . .21.  Not  answered.  . . 1 

No.  2.  Do  you  have  an  anesthesia  sec- 
tion of  the  staff? 

Yes.  . . 1 6.  No.  . .25.  Not  answered.  . . 1 

These  two  questions  were  asked  in  order 
to  determine  whether  the  hospitals  of  West 
Virginia  have  well-organized  services.  The 
department  of  anesthesia  should  be  a more 
highly  organized  and  possibly  a more  effi- 
cient anesthesia  service  than  the  service  which 
is  simply  a section  of  the  staff.  I question 
very  much  whether  the  20  hospitals  that  re- 
port a department  of  anesthesia  could  so  qual- 
ify under  the  standards  for  anesthesia  service 
as  required  by  the  American  College  of  Sur- 
geons. These  requirements  were  given  at 
the  beginning  of  this  paper. 

No.  3.  Who  gives  anesthetics  in  your 
hospital  ? 


1 . Physicians  15 

2.  Nurses 3 

3.  Both  24 

(Nurses  ) 

The  answers  to  this  question  show  that 
anesthetics  are  given  by  physicians  in  thirty- 
nine  of  the  forty-two  hospitals  which  sent 
in  a reply.  In  only  three  hospitals  were 
anesthetics  given  exclusively  by  the  nurse 
anesthetist.  I am  one  of  these  doubting 
Thomases  so  I therefore  wish  to  question  the 
accuracy  of  this  reply.  Are  anesthetics 
given  exclusively  by  nurses  in  any  hospital 
in  this  State?  One  of  these  replies  stated 
that  anesthetics  were  given  by  the  nurse,  the 
following  agents  being  used:  Spinal,  aver- 

tin,  nitrous  oxide,  ether,  and  local,  and 
chloroform  in  obstetrics.  The  anesthetic 
agent  was  selected  by  the  surgeon,  all  patients 
were  examined  by  the  nurse,  and  the  nurse 
anesthetist  was  preferred  to  the  physician 
anesthetist. 

No.  4.  What  anesthetic  agents  are  used: 


Ether  42 

Nitrous  oxide  28 


Chloroform 
Avertin  .... 
Ethelyn  .... 
Ethyl  Chloride 
Barbiturates  . 
Evipal  


17 
1 1 
8 
4 
1 
2 


Others  mentioned  were:  Spinocain,  5; 

neocaine,  5;  pentacain,  3;  nupercaine,  1;  no- 
vocain, 9;  but  there  was  no  way  of  making 
an  accurate  estimate  of  this  last  list.  Spinal 
anesthesia  was  listed  thirty  times  but 
there  was  no  way  of  ascertaining  which  agent 
was  used  in  each  case. 

These  replies  show  that  ether  is  still  the 
universally  accepted  agent  for  general  anes- 
thesia in  West  Virginia.  Nitrous  oxide  and 
oxygen  is  a close  second,  but  it  is  used  ex- 
tensively with  the  addition  of  ether.  It 
would  be  used  in  practically  all  hospitals 
were  they  able  to  afford  the  necessary  equip- 
ment. This  would  also  necessitate  the  serv- 
ices of  a trained  anesthetist,  trained  in  the 
use  of  anesthetic  gases.  Next  comes  avertin 
and  ethylene.  Ethylene  deserves  a higher 
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rating  than  it  has  been  given  in  West  Vir- 
ginia. Evipal  is  used  in  two  hospitals  in  this 
group.  This  speaks  well  for  the  conservat- 
ism which  is  exercised  in  our  state  regarding 
the  use  of  new,  powerful  drugs  which  have 
not  been  widely  accepted  by  the  medical  pro- 
fession. The  old  adage  is  still  a good  one: 
“Be  not  the  first  by  whom  the  new  is  tried, 
nor  yet  the  last  to  lay  the  old  aside.” 

No.  5.  Is  chloroform  used  in  your  hos- 


pital: 

Yes  16 

No  20 

For  obstetrics  only 5 

In  x-ray  room 1 


Although  the  dangers  from  chloroform 
are  widely  known,  it  continues  to  be  used  ex- 
tensively, but  more  especially  in  obstetric 
practice.  There  are  many  reasons  for  this. 
It  is  easy  to  give,  only  a small  quantity  is 
used,  it  is  pleasant  to  take,  its  action  is  rapid, 
the  recovery  is  fairly  rapid.  Most  physi- 
cians are  cautious  in  the  administration  of 
chloroform  but  they  probably  have  many 
badly  shocked  cases  that  are  not  recognized 
at  the  time  due  to  neglect  in  making  any  post- 
deliver}-  examination.  Damage  to  vital 
organs  of  the  body  also  go  unrecognized. 
This  question  was  answered  in  the  affirmative 
rather  hesitatingly  because  the  hospital  man- 
agements know  that  there  is  very  little  need 
for  the  use  of  chloroform  in  hospital  prac- 
tice. 

No.  6.  What  methods  of  administration 


are  used: 

Open  drop  or  semi-open-drop  system.  . . .42 

Gas  machine 29 

Local  20 

Rectal  15 

Spinal  31 

Intravenous  3 

Sacral  1 

Caudal  1 


Local  anesthesia  is  used  in  every  hospital 
of  the  state,  but  many  forgot  to  state  that 
fact.  Spinal  anesthesia  is  still  having  its 
day.  More  hospitals  are  using  spinal  anes- 
thesia than  are  using  gas  anesthesia. 


No.  7.  Who  selects  the  anesthetic  agent 


to  be  used? 

1 . The  surgeon 26 

2.  The  anesthetist  2 

3.  Both  14 


The  surgeon  appears  to  select  the  anes- 
thetic in  most  of  the  hospitals  in  West  Vir- 
ginia. The  surgeon,  of  course,  is  interested 
in  the  type  of  anesthesia  to  be  used  but  is  he 
qualified  to  make  the  correct  selection:  Is 

he  not  the  surgeon:  He  is  not  the  anesthe- 

tist. So  the  surgeon  should  render  unto 
Caesar  the  things  which  are  Caesar’s,  and 
therefore  the  duty  to  select  the  proper  anes- 
thetic for  operative  cases  should  fall  upon 
the  anesthetist.  One  of  his  most  important 
functions  is  to  select  or  to  help  select  the  an- 
esthetic best  suited  for  this  or  that  particular 
case.  The  man  who  is  not  doing  the  work 
is  not  qualified  to  select  the  agents  to  be  used 
by  the  trained  anesthetist.  This  is  one  of 
the  chief  duties  of  the  anesthetist. 

No.  8.  Are  all  patients  examined  by  the 
anesthetist  before  the  administration  of  an 


anesthetic: 

Yes  20 

No  4 

By  the  surgeon 9 

By  the  internist 8 

By  anesthetist  or  surgeon 1 


This  is  another  important  duty  of  the  an- 
esthetist. He  does  not  fulfill  his  obligation 
to  the  patient  if  he  fails  to  make  a preopera- 
tive examination.  This  examination  with  a 
few  kind  words  promotes  the  confidence  and 
faith  which  are  necessary  for  the  quiet,  calm, 
peaceful  induction  of  anesthesia.  Without 
this  examination  and  without  this  confidence 
on  the  part  of  the  patient  and  the  anesthe- 
tist, the  anesthetist  would  not  be  the  person- 
ality that  he  is  and  should  be  in  the  operating 
room. 

No.  9.  Do  you  prefer  the  nurse  anesthe- 
tist or  the  physician  anesthetist: 

1 . Nurse  15 

2.  Physician  15 

3.  Both,  if  trained 3 

4.  Surgeon,  for  spinal;  nurse,  if  trained, 

for  general  2 
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5.  No  preference  2 

6.  No  answer  5 


Although  anesthesia  is  recognized  as  a 
medical  specialty,  we  have  as  many  hospitals 
that  prefer  the  nurse  anesthetist  as  prefer 
the  physician  anesthetist.  There  are  several 
reasons  for  this.  One,  of  course,  is  the  eco- 
nomic problem,  but  the  most  important  cause 
rests  with  the  physician  himself.  The  physi- 
cian sufficiently  trained  in  the  art  and  science 
of  anesthesia  with  the  medical  education  as  a 
background  will  have  no  difficulty  in  com- 
peting with  the  nurse  anesthetist.  However, 
the  well-trained  nurse  anesthetist  who  has 
had  years  of  experience  in  anesthesia  is  far 
better  prepared  to  fulfill  her  duty  and  to 
take  care  of  emergencies  than  the  family 
physician  or  the  physician  who  has  not  spe- 
cialized in  anesthesia. 

No.  10.  Are  anesthesia  records  kept  in 
all  cases? 

Yes...  34.  No...  7.  No  answer  1 

This  speaks  well  for  the  record  especially 
when  we  realize  that  many  of  these  hospitals 
are  small,  do  not  have  very  active  staffs,  and 
in  some  cases  are  privately  owned  institu- 
tions. 

No.  11.  Is  proper  laboratory  work  re- 
quired on  all  patients? 

Yes 40.  No 2 

This  requirement  of  the  American  College 
of  Surgeons  is  answered  correctly  by  forty 
hospitals.  No  one  questions  the  advisabil- 
ity or  the  necessity  of  having  proper  lab- 
oratory work  made  before  every  operation. 
It  would  be  almost  criminal  neglect  not  to. 

No.  12.  Are  follow-up  visits  and  follow- 
up records  kept  by  the  anesthetist? 


Yes  17 

No  18 

Visits  only  4 

When  indicated  2 


1'his  is  another  requirement  of  the  Amer- 
ican College  of  Surgeons.  The  follow-up 
visits  are  very  important.  They  should  be  of 
aid  to  the  surgeon.  Many  complications  may 
be  discovered  by  the  anesthetist.  He  should 
feel  at  liberty  to  suggest  postoperative  treat- 
ment which  will  be  of  benefit  to  the  patient 


and  which  will  be  followed  by  the  surgeon. 
If  there  is  the  proper  teamwork  and  coopera- 
tion between  the  surgeon  and  the  physician 
anesthetist,  the  latter  will  offer  suggestions 
and  advice  which  are  welcomed  by  the  sur- 
geon. In  the  absence  of  the  surgeon  he  will 
order  for  the  patient  the  same  as  if  he  were 
the  surgeon  in  charge.  Our  follow-up  visits 
should  be  as  regular  as  those  of  the  surgeon. 
Are  we  not  each  as  much  interested  in  the 
welfare  of  the  patient  as  the  other?  To 
make  the  information  obtained  worth  while 
and  of  later  value,  it  must  of  necessity  be 
recorded. 

No.  13.  Is  your  anesthesia  service  satis- 


factory? 

Yes  39 

No  1 

Room  for  improvement 1 

No  answer 1 


These  answers  speak  for  themselves,  but 
it  is  doubtful  whether  they  speak  the  truth. 
Several  hospitals  in  this  state  have  good  anes- 
thesia service.,  but  is  there  no  room  for  im- 
provement? Has  perfection  been  obtained 
in  the  anesthesia  services  of  our  hospitals? 
This  is  far  from  the  truth.  Until  the  ideal 
foolproof  anesthetic  agent  has  been  discov- 
ered and  ideal  methods  of  administration 
universally  adopted,  we  will  not  say  that  an 
anesthesia  is  satisfactory.  There  are  still 
higher  ideals  of  service  and  efficiency  for 
which  we  must  strive  if  we  are  to  hold  down 
the  quarterback  position  on  the  surgical  team. 

No.  14.  Have  you  had  any  anesthesia 
fatalities  during  the  past  five  years? 

Number  of  hospitals  reporting  deaths.  ...  9 
Number  of  hospitals  reporting  no  deaths.  .31 

Number  of  hospitals  with  no  answers 2 

Anesthetic  agents  used: 


Ether  7 

Chloroform  1 

Spinal  5 


Pantacain  was  the  agent  in  one  case,  but  in 
the  other  four  cases  the  name  is  not  reported. 

I'hese  anesthesia  deaths  were  deaths  which 
took  place  on  the  table  or  in  such  a short 
time  thereafter  that  there  was  no  doubt  in 
anyone’s  mind  as  to  what  was  the  cause  of 
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death.  Unless  this  dramatic  accident  hap- 
pens in  this  way  it  may  be  difficult  to  prove 
that  it  was  due  to  the  anesthetic.  Even  then 
there  may  be  other  possible  causes  of  death, 
such  as  suffocation  due  to  obstruction  of  the 
air  passages  or  to  a collapse  of  the  trachea. 
The  anesthesia  must  be  considered  as  a factor 
of  importance  in  any  postoperative  death.  In 
postoperative  collapse  of  the  lung,  post- 
operative pneumonia,  and  postoperative  pul- 
monary embolus,  the  anesthesia  may  be  a 
factor.  If  the  anesthetic  is  not  at  fault,  the 
anesthetist  may  be  the  culprit.  There  may 
have  been  poor  pulmonary  ventilation  with 
no  postoperative  hyper-ventilation  with  car- 
bon dioxide  and  oxygen.  The  patient  may 
have  had  a very  low  blood  pressure  under 
the  spinal  anesthesia  and  seven  or  14  days 
later,  died  suddenly  from  an  embolus.  It  can 
not  be  ruled  out  that  the  anesthetic  was  not 
a contributing  factor.  One  must  be  on  guard 
constantly,  physically  and  mentally  alert,  to 
see  that  no  preventable  fatal  accident  hap- 
pens while  the  patient  is  under  our  care.  In 
exercising  this  watchfulness  we  will  help  to 
prevent  other  postoperative  complications. 

No.  15.  How  could  you  improve  your 


anesthesia  servicer 

Question  not  answered  by 13  hospitals 

More  gas  anesthesia 3 hospitals 

More  equipment  6 hospitals 

Satisfied  6 hospitals 

1'rained  physician  anesthetist  in 

all  cases  2 hospitals 

Trained  anesthetist  no  preference  2 hospitals 

Full-time  physician  anesthetist  . . 2 hospitals 

Better  records  and  physical  exam- 
inations and  follow-up  system . 5 hospitals 

Use  of  spinal  anesthesia 1 hospital 

By  adding  department  of  anes- 
thesia   1 hospital 


The  replies  to  this  question  were  a disap- 
pointment. Nineteen  of  the  42  hospitals 
either  gave  no  answer  or  were  satisfied  with 
their  present  status.  Do  we  ever  reach  that 
stage  on  this  earth  when  we  are  completely 
satisfied  or  when  there  is  no  hope  of  improv- 
ing our  present  stater  When  we  do  there  is 
not  much  hope  left.  This  reply  was  made 


due  to  lack  of  thought  and  study.  Three 
hospitals  want  more  gas  anesthesia  and  six 
hospitals  could  improve  their  service  and  use- 
fulness by  being  able  to  purchase  new  equip- 
ment which  usually  means  new  gas  machines. 
Better  records,  physical  examinations,  and  an 
actual  consultation  between  the  surgeon  and 
the  anesthetist  would  save  many  lives.  The 
surgeon  says  he  is  going  to  operate.  You 
give  the  anesthetic.  You  select  the  anesthe- 
tic best  suited,  in  your  opinion,  for  the  case. 
You  rarely  tell  the  surgeon  that  he  should 
not  operate,  the  risk  is  too  great,  d ou  advise 
the  surgeon  that  the  patient  is  a poor  risk  but 
if  you  actually  consulted  with  the  surgeon  as 
you  would  over  his  child  or  my  child,  you 
would  advise  him  that  the  risk  was  too  great, 
delay  better.  Conservatism  still  pays  in  the 
long  run.  Better  trained  anesthetist,  better 
trained  physician  anesthetists  is  the  solution 
to  this  problem.  Anesthesia  is  classified  as  a 
medical  specialty.  It  is  not  a branch  of  nurs- 
ing. Nursing  anesthesia  is  a violation  of  the 
medical  practice  act  in  Indiana  and  Califor- 
nia. In  California  a test  case  is  now  before 
the  Supreme  Court.  Some  Provinces  of 
Canada,  if  not  all,  do  not  permit  nursing 
anesthesia.  The  District  of  Columbia  does 
not  permit  nursing  anesthesia.  Our  own  U. 
S.  Veterans’  Hospital  at  Huntington,  West 
Virginia,  prefers  the  physician  anesthetist. 
Nursing  anesthesia  as  practiced  in  several  of 
our  hospitals  is  corporation  practice  of  med- 
icine by  the  hospitals.  The  corporation  prac- 
tice of  medicine  in  West  Virginia  is  illegal. 

West  Virginia  is  a fertile  field  for  profes- 
sional medical  anesthesia  today.  In  the  1934 
Directory  of  Anesthetists,  West  Virginia  has 
thirteen  physicians  registered  as  anesthetists. 
Washington,  I).  C.,  with  one-third  the  popu- 
lation of  West  Virginia,  has  thirty  registered 
physician  anesthetists.  There  should  be  one 
hundred  physicians  in  West  Virginia  inter- 
ested in  anesthesia.  Fifty  of  this  number 
should  be  devoting  all  or  practically  all  of 
their  time  to  the  art  and  science  of  anesthesia. 
It  is  up  to  the  physicians  of  West  Virginia 
and  to  the  recent  graduates  and  the  medical 
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students  to  take  sufficient  interest  and  train- 
ing in  this  specialty.  If  they  do,  there  will 
be  no  question  of  any  competition  with  non- 
medical anesthetists.  However,  if  this  is  not 
done,  the  present  status  will  continue  to  exist. 

The  physician  anesthetist  should  be  the 
internist  of  the  surgical  team.  He  should 
command  the  respect  of  all  his  co-workers. 
He  should  have  charge  of  the  oxygen  therapy 
department.  He  should  be  the  best  first  aid 
man  in  every  hospital,  because  he  takes  care 


of  more  emergencies  than  anyone  else.  In 
electrical  shock,  in  drowning,  in  asphyxiation, 
in  acute  pneumonia,  in  cardiac  failure,  in  cer- 
tain toxemias,  his  advice  and  aid  are  indis- 
pensable. We  anesthetists  and  you  hospital 
superintendents  and  executives  should  ever 
strive  for  that  goal  of  perfection  in  the  care 
of  the  sick  so  that  we  may  with  honor  wear 
the  badge  of  the  Canadian  anesthetists — 
“We  Safeguard  Those  Who  Sleep.” 


ARTIFICIAL  RUPTURE  OF  THE  MEMBRANES  AS  A MEANS 

OF  INDUCING  LABOR* 


‘By  M.  Pierce  Rucker,  M.  D. 
Richmond , Virginia 


/Considerable  literature  has  recently  ap- 
peared about  artificially  rupturing  the 
membranes.  (See  King’s  recent  review  of 
the  subject.)  In  the  Eighteenth  Century 
this  method  of  inducing  labor  prematurely 
was  used,  especially  in  England,  in  cases  of 
contracted  pelvis.  This  was  of  course  before 
the  discovery  of  anesthesia  and  asepsis,  and 
naturally  it  fell  into  disrepute,  especially 
when  cesarean  section  became  safer.  Except 
in  the  treatment  of  certain  cases  of  marginal 
placenta  previa,  the  procedure  was  entirely 
abandoned.  When  Jackson"  and  Slemmons" 
recently  advocated  this  method  for  cases  at 
term,  and  especially  after  the  publications  by 
Guttmacher  and  Douglas'  of  the  experience 
with  it  at  Johns  Hopkins,  it  seemed  to  me 
worth  while  to  try  it  out.  This  report  is 
based  on  my  experience  with  716  cases.  My 
cases  fall  into  three  groups:  Marginal  pla- 
centa previa,  usually  premature ; toxemias, 
premature  or  at  term  and  normal  cases  at 
term. 

The  induction  of  labor  by  rupturing  the 
membranes  brings  up  a number  of  interesting 
questions  in  the  physiology  of  parturition. 
One  naturally  asks  why  does  the  patient  go 
into  labor?  In  the  light  of  our  present 

•Road  at  the  mooting:  of  tho  Central  Won!  Virginia  Medical 
Society,  WebHtcr  Springn,  W.  Va.,  July  is,  1084. 


knowledge  this  question  can  not  be  answered 
satisfactorily.  In  the  first  place,  we  do  not 
know  why  labor  begins  naturally.  Knauss* 
maintains  that  the  uterus  becomes  more  sen- 
sitive as  it  approaches  term,  and  his  experi- 
mental work  certainly  supports  such  a theory. 
If  that  be  true,  the  pressure  of  the  present- 
ing part  upon  the  lower  uterine  segment, 
when  the  fore  waters  escape,  may  be  the  ex- 
citing cause.  There  is  some  clinical  evidence 
supporting  this  view  in  the  behavior  of  those 
patients  whose  membranes  rupture  accident- 
ally sometime  before  term.  If  they  be  kept 
in  bed,  labor  is  less  likely  to  start  but  if  they 
get  up  and  stir  about,  painful  uterine  con- 
tractions soon  begin.  I have  had  three  cases 
in  which  this  was  very  noticeable. 

The  function  of  the  bag  of  waters  as  a 
dilating  wedge  has  been  considerably  dis- 
cussed. A critical  study  of  dry  labors  and  of 
cases  in  which  labor  is  induced  by  rupturing 
the  membranes  indicates  that  such  a “wedge” 
is  entirely  unnecessary.  In  fact  the  cervix 
dilates  more  rapidly  and  more  easily  when 
there  is  no  dilating  wedge.  If  the  cervix  is 
dilated  by  a wedge-like  action  of  the  bag  of 
waters  or  of  the  presenting  part  when  the 
bag  of  waters  is  absent,  one  would  expect  a 
larger  percentage  of  moulded  heads  when 
one  ruptures  the  membranes  before  the  on- 
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set  of  labor.  Such  has  not  been  the  case  in 
my  experience. 

However  it  is  the  practical  side  of  the 
question  that  I wish  to  discuss  at  this  time. 
First,  is  it  an  efficient  method  of  inducing 
labor:  The  technique  that  1 have  followed 
is  to  give  the  patient  an  ounce  of  castor  oil 
and  five  grains  of  quinine.  Thirty  minutes 
later  the  patient  is  given  12  grains  of  sodium 
amytal  and  about  an  hour  later,  the  mem- 
branes are  ruptured.  Before  you  rupture  the 
membranes  the  patient  should  be  prepared 
as  carefully  as  you  would  if  you  were  going 
to  do  a surgical  operation.  The  vulva  is 
shaved,  then  scrubbed  with  sterile  water  and 
green  soap,  rinsed  with  bichloride  of  mer- 
cury solution  and  painted  with  a two  per  cent 
mercurochrome  solution.  After  this  1 pour 
into  the  vagina  through  a bivalve  speculum, 
mercurochrome  solution  and  before  with- 
drawing the  speculum,  I spread  it  open  so  as 
to  obliterate  the  vaginal  rugae.  Labor  pains 
usually  begin  in  the  next  few  hours.  If  they 
do  not,  1 give  a second  dose  of  quinine  and  a 
hot  enema.  Occasionally,  if  that  is  not  success- 
ful, I give  two  minim  doses  of  pituitrin, 
but  usually  1 have  resorted  to  the  \ oorhees 
bag.  In  the  716  cases  I find  that  I have  used 
the  bag  twenty  times.  In  other  words  ruptur- 
ing the  membranes  failed  in  less  than  three 
per  cent.  Most  of  these  failures  occurred  in 
my  earlier  cases.  With  experience  in  selecting 
the  cases  the  failures  have  been  fewer.  When 
the  cervix  is  soft,  succulent  and  partially  ef- 
faced, labor  practically  always  starts  within  a 
few  hours.  Conversely,  when  the  cervical 
canal  is  long,  and  the  cervix  is  firm,  even  if 
there  is  some  dilatation,  labor  is  slow  in  start- 
ing, and  a bag  may  eventually  be  required. 

The  duration  of  labor  from  the  time  of 
rupturing  the  membranes  to  the  delivery  of 
the  placenta  averages  about  nine  hours.  The 
surprising  thing  to  me  has  been,  that  primi- 
parae  dilate  as  rapidly  as  do  the  multiparse. 
Why  this  is  so,  I can  not  say,  unless  it  is  that 
in  primiparae,  the  presenting  part  fits  the 
lower  uterine  segment  more  snugly,  thus 
cutting  down  the  latent  period  between  the 


rupturing  of  the  membranes  and  the  actual 
onset  of  labor.  My  records  do  not  help  me 
on  this  point,  because  with  the  patient  under 
sodium  amytal  it  is  often  hard  to  say  just 
when  the  pains  begin. 

The  second  practical  question  concerns  the 
risk  of  infection.  The  intact  membranes  are 
a natural  barrier  to  an  ascending  infection. 
With  this  barrier  removed,  do  we  get  more 
infection?  The  maternal  results  in  my  case 
have  been  uniformly  good.  There  were  no 
maternal  deaths.  The  morbidity  rate  of  2.35 
per  cent  was  surprisingly  low.  It  refutes  very 
definitely  the  a priori  claim  that  rupturing 
the  membranes  even  when  done  in  an  aseptic 
manner  is  apt  to  produce  infection.  As  a 
matter  of  fact  the  morbidity  rate  in  this  group 
is  much  less  than  in  any  other  group  of  my 
cases,  spontaneous  deliveries  not  excepted. 

There  is  one  phase  of  maternal  results 
about  which  I can  not  speak  so  positively. 
My  impression  is  that  I have  encountered 
more  than  my  share  of  contraction  rings. 
Whether  this  is  because  I have  been  espe- 
cially interested  in  this  condition  and  have 
been  on  the  lookout  for  it  or  whether  artifi- 
cially rupturing  the  membranes  has  been  a 
factor  I can  not  say.  In  my  last  1059  de- 
liveries there  were  33  cases  of  contraction 
ring  dystocia  or  3.11  per  cent.  Among 
those  1059  cases  there  were  529  in  which 
labor  was  induced  by  rupturing  the  mem- 
branes, and  in  these  there  were  14  cases  of 
contraction  rings  or  2.68  per  cent.  This 
would  look  as  though  contraction  rings  were 
less  frequent  in  the  cases  in  which  the  mem- 
branes had  been  ruptured  artificially.  But 
the  case  is  not  so  simple  as  it  appears.  In 
the  530  cases  in  which  the  membranes  were 
not  ruptured,  there  were  19  cases  of  contrac- 
tion ring  dystocia.  However,  14  of  these 
were  seen  in  consultation,  and  of  course  there 
is  no  way  of  my  estimating  the  incidence  rate 
for  these  fourteen  cases.  If  they  be  elim- 
inated there  would  be  left  5 1 6 cases  in  which 
labor  started  spontaneously  with  five  cases 
of  contraction  ring  dystocia  or  a percentage 
of  less  than  one  per  cent. 
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When  it  comes  to  discussing  fetal  results, 
I can  speak  with  more  conviction.  In  this 
series  there  were  25  stillbirths  and  neonatal 
deaths,  a gross  fetal  mortality  of  3.49  per 
cent.  These  infants  ranged  in  size  from  a 
26  centimeter  long  nonviable  fetus  of  a toxic 
mother  to  a postmature  acephalic  monster, 
and  included  among  other  things  a case  of 
lymphosarcoma,  and  a case  of  spina  bifida. 
In  only  two  cases  was  there  any  question  that 
the  method  of  delivery  might  have  been  re- 
sponsible for  the  fetal  outcome.  These  were 
two  cases  of  prolapsed  cord.  In  one,  labor 
was  induced  in  the  sixth  month  of  pregnancy 
on  account  of  preeclampsia.  The  fetus  was 
nonviable  and  the  prolapse  of  the  cord  had 
no  practical  effect  on  the  outcome.  It  does 
however  point  to  a possible  fetal  danger 
when  the  membranes  are  ruptured  prema- 
turely and  the  presenting  part  is  not  engaged. 

The  second  case  of  prolapsed  cord  was  that 
of  a primipara  at  term.  There  was  a con- 
cealed prolapse  of  the  cord  when  the  cervix 
was  fully  dilated.  The  baby  was  delivered 
with  forceps,  and  required  no  resuscitation. 
He  died  rather  unexpectedly  on  the  third 
day.  Autopsy  showed  a rupture  of  the  left 
cerebral  vein. 

Conclusions:  1.  Experience  with  early 

rupturing  of  the  membranes  will  make  us 
revise  our  ideas  as  to  the  physiology  of  the 
bag  of  waters. 

2.  It  is  an  efficient  means  of  inducing 
labor  at  term,  and  a useful  method  in  certain 
cases  of  marginal  placenta  previa  and  tox- 
emias of  pregnancy. 

3.  With  a proper  technique  there  seems 
to  be  less  risk  of  infection  than  in  uncompli- 
cated spontaneous  labors. 

4.  Apparently  there  is  some  risk  of  a 
contraction  ring  developing. 

5.  The  risk  to  the  baby  is  not  great. 
There  is  a small  chance  of  the  cord  pro- 
lapsing especially  if  the  presenting  part  is 
not  engaged. 

116  E.  Franklin  Street 
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OBESITY  “CURE” 

The  unscientific  cures  and  treatments  for  obesity 
are  classified  as  mechanical  devices,  chemical  sub- 
stances for  internal  and  external  use,  and  food 
products  in  an  article,  “Some  Obesity  ‘Cures’  and 
‘T reatments,’  ” written  for  the  January  Hygeia  by 
Dr.  Arthur  J.  Cramp. 

“The  mechanical  devices  advertised  for  the 
alleged  reduction  of  weight  are  doubtless  as  harm- 
less as  they  are  worthless.  They  fall  into  three 
general  groups:  rubber  garments,  mechanical  vibra- 
tors and  massage  rollers. 

“Of  the  products  comprising  the  second  large 
group,  chemical  substances  for  external  and  internal 
use,  their  name  is  legion.  Those  sold  for  external 
use,  while  varying  somewhat  in  physical  character- 
istics, are,  without  exception,  totally  worthless. 

“The  chemical  substances  for  internal  use  that 
are  sold  as  alleged  obesity  cures  . . . come  in  the 
form  of  pills,  salts,  liquids  and  even  medicated  chew- 
ing gums.  In  principle,  however,  they  all  work  in 
one  of  two  ways:  They  contain  drugs  that  stim- 

ulate metabolism,  the  body  processes,  or  they  con- 
tain cathartics.  The  metabolic-stimulant  types  of 
‘obesity  cures’  are  definitely  dangerous  to  health, 
even  to  life.  The  absurdity,  not  to  say  the  danger, 
of  using  purgative  drugs  as  weight  reducers  should 
be  obvious  even  to  those  without  medical  training. 

“The  group  of  obesity  cures  classed  as  food  prod- 
ucts comprise  the  so-called  reducing  breads  and  a 
more  recent  addition  to  the  obesity-cure  field  of 
what  might  be  termed  condensed  foods.  Since 
most  of  these  breads  are  only  slightly  different  from 
ordinary  bread  in  food  value,  the  only  useful  pur- 
pose they  could  serve  would  be  to  help  those  per- 
sons who  cannot  follow  a diet  without  a certain 
amount  of  ceremony. 
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CANCER  OF  THE  RECTUM* 

By  C.  C.  Mechling,  M.  I). 
Pittsburgh , Pa. 


j\  discussion  of  rectal  cancer  should  be  of 

A interest  to  both  the  internist  and  to  the 
surgeon;  to  the  internist,  since  it  is  invariably 
he  who  is  consulted  first  for  any  irregularity 
in  bowel  habits,  and  to  the  surgeon  secondly, 
since  it  must  be  he  alone  who  can  offer  any 
hope  for  cure.  I am  convinced  that  the 
greater  responsibility  rests  on  the  family 
doctor  since  he  has  the  first  opportunity  to 
detect  a disease,  which  in  most  cases  is  over- 
looked either  by  a failure  to  suspect  its  pres- 
ence, or  by  an  indifference  in  making  an  ex- 
amination, both  of  which  shortcomings  result 
in  a lessened  chance  for  obtaining  a cure. 

One  must  vehemently  condemn  the  com- 
mon practice  of  prescribing  or  introducing  a 
suppository  for  all  rectal  complaints.  The 
insidious  shotgun  formula;  of  widely  adver- 
tised and  detailed  suppositories  are  accepted 
and  used  by  so  many  practitioners.  This 
makes  for  carelessness  and  a late  diagnosis 
and  for  miserable  lingering  deaths.  In  this 
regard  the  suppository  is  to  be  condemned 
since  its  indiscriminate  use  produces  more 
harm  than  good. 

One  may  epitomize  the  clinical  history  of 
rectal  cancer  as  follows: 

Cancer  of  the  rectum  is  a tumor  which  be- 
gins insidiously  and  frequently  without  any 
so-called  precancerous  warning.  It  may  be 
located  on  any  part  of  the  surface  of  this 
viscus  from  the  pectinate  line  to  the  flexure 
with  the  pelvic  colon.  It  may  be  flat,  plaque 
like,  growing  concentrically  until  it  surrounds 
the  rectum.  It  may  be  bulky,  of  the  colloid 
type  and  project  into  the  lumen.  It  never 
obstructs  the  rectum.  It  does  not  cause  pain 
until  a late  stage  has  been  reached,  and  then 
only  when  a related  organ  is  involved.  It 

*Read  before  the  Kanawha  Medical  Society  at  Charleston  on 
October  23,  1934. 


metastasizes  fairly  early  to  the  mesenteric 
glands  and  along  the  portal  veins  to  the  liver. 
It  usually  does  not  bleed  early.  It  respects 
no  age.  The  youngest  recorded  case  of  rectal 
cancer  is  in  a boy  thirteen  years  of  age.  We 
have  observed  patients  twenty  years  of  age, 
and  some  seventy-five.  The  so-called  “can- 
cer age”  does  not  apply  to  cancer  of  the 
rectum. 

When  the  rectal  flexure  is  invaded,  strict- 
ure with  obstruction  may  be  the  first  symp- 
tom. When  the  anus  is  involved,  pain  is 
an  early  complaint. 

The  first  symptom  described  by  the  patient 
is  that  of  a sudden  obstinate  constipation  in 
an  individual  who  previously  had  considered 
the  bowel  habits  regular.  The  constipation  is 
not  relieved  by  the  ordinary  or  usual  laxa- 
tive. It  is  believed  to  be  due  to  a disturb- 
ance qf  the  neuromuscular  apparatus  of  the 
colon,  inhibiting  peristalsis.  In  six  or  eight 
weeks,  diarrhea,  mild  at  first,  supervenes  and 
increasing  in  severity,  produces  six  to  eight 
stools  daily.  A discharge  of  mucus,  some  pus, 
usually  blood  tinged,  is  noted  and  appears 
with  feces  or  alone.  It  has  a disgusting  odor, 
likened  to  that  of  decaying  flesh.  The  desire 
to  defecate  usually  appears  immediately  on 
arising,  and  is  pronounced  after  taking  food. 
The  bowel  movements  are  not  satisfying, 
there  being  a continued  desire.  The  solid 
tumor  body  cannot  be  passed  because  of  its 
attachment  to  the  mucous  membrane. 

Appetite,  bodily  strength  and  vigor  dim- 
inish rapidly.  Anemia,  cachexia  and  loss  of 
weight  follow,  and  the  patient’s  usual  work 
cannot  be  done.  It  is  only  at  this  time  that 
pain  becomes  a symptom.  It  is  due  to  inva- 
sion of  nerves  in  adjacent  organs  and  is  of 
more  interest  to  the  pathologist  than  to  a 
surgeon. 
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The  diagnosis  may  be  made  from  the  his- 
tory and  from  a rectal  examination.  The 
digital  exploration  of  the  rectum  will  detect 
the  tumor,  which  is  indurated  and  nodular 
on  the  edge,  with  a depressed,  soft  and 
sloughing  or  ulcerated  center.  It  is  intimate- 
ly attached  to  the  mucous  membrane  and  in 
the  early  stage,  may  be  somewhat  displaced. 
Later  it  becomes  fixed,  and  is  then  usually 
considered  inoperable.  The  feel  of  a rectal 
cancer  is  usually  unmistakable  and  when  once 
palpated,  should  not  be  readily  mistaken 
again. 

The  ocular  inspection  does  not  furnish  as 
much  information  as  does  palpation.  The 
color  and  the  amount  of  the  ulceration  of  the 
tumor  surface  and  the  size  of  the  lumen  are 
determined,  but  the  surface  phenomena  are 
not  as  informative  as  its  base.  Only  digital 
manipulation  can  determine  this. 

Biopsy  for  diagnosis  is  valuable,  but  not 
indispensable.  One  or  two  per  cent  of  rectal 
tumors  are  other  than  cancerous.  Only  the  un- 
usual tumor  is  diagnosed  by  biopsy.  A speci- 
men may  readily  be  taken  through  a procto- 
scope without  fear  of  dissemination. 

The  prognosis  for  the  older  individual  is 
good;  for  persons  under  thirty,  it  is  poor.  A 
patient  under  thirty  years  of  age  does  not  re- 
cover from  rectal  cancer.  The  tumor  cells 
are  rapidly  progressive  and  metastasize  early 
and  widely. 

The  individual  who  suffers  from  a rectal 
complaint  usually  reports  late  for  examina- 
tion. Rectal  cancer  cases  are  notable  examples 
of  this  custom  . The  British  Ministry  of 
Health  demonstrated  in  a cancer  study  that 
the  average  time  elapsing  from  the  first  ap- 
pearance of  symptoms  to  the  time  of  report- 
ing for  examination  was  thirteen  and  one 
tenths  months.  A similar  study  directed  by 
an  American  clinic  disclosed  the  fact  that 
eleven  and  seven-tenths  months  was  the  aver- 
age term  of  inactivity  between  the  first  on- 
set of  symptoms  and  the  time  of  reporting 
for  examination.  The  reasonable  hope  for 
obtaining  a cure  is  thus  materially  lessened. 

The  treatment  is  always  surgical.  Less 


radical  or  dangerous  treatments  have  been 
suggested  and  futilely  tried.  Intrarectal  cau- 
terizations, irradiations  with  radium  and  high 
voltage  x-rays  are  compromising  attempts  to 
influence  the  progress  of  rectal  cancer.  These 
have  all  failed.  The  x-ray  has  not  proved  of 
value  in  treating  malignancies  of  hollow  vis- 
cera. Radium  is  more  efficient  in  inhibiting 
the  progress  of  these  cancers,  but  its  applica- 
tion should  be  preceded  by  a colostomy  in 
order  that  the  feces  be  diverted  from  the 
tumor  area.  This  palliative  treatment  is  of 
decided  value  in  inoperable  cases,  as  we  have 
proven  in  a fairly  large  series. 

The  treatment  by  radical  surgery  makes  it 
one  of  the  most  hopeful  of  malignant  tumors. 
Since  a variety  of  operations  are  applicable, 
the  responsibility  of  selecting  the  most  suit- 
able cases  makes  it  always  a difficult  problem. 
The  safety  of  the  patient,  his  general  condi- 
tion, the  extent  of  the  growth,  and  height 
above  the  anus  are  the  chief  considerations. 

It  may  be  removed  either  by  posterior  ex- 
cision preceded  by  a colostomy,  or  by  a com- 
bined abdominal-perineal  excision.  A maxi- 
mum of  nine  inches  of  bowel  may  be  re- 
moved through  the  perineum,  while  the 
maximum  length  of  bowel  which  may  be  re- 
moved by  the  second  method  is  about  eigh- 
teen inches.  This  latter  permits  of  a wider 
removal  of  glandular  metastasis  and  hence  is 
more  radical.  It  is  best  done  in  one  stage  and 
the  patients  who  may  submit  to  it  must  be 
well  prepared.  No  wide  or  complete  opera- 
tion may  be  done  without  sacrificing  the 
sphincter  muscles  and  the  coccyx  in  order  to 
obtain  operating  space.  Hence  the  continuity 
of  rectum  and  anus  can  not  be  reestablished. 
A perineal  colostomy  is  never  satisfactory 
and  a properly  placed  artificial  anus  either 
in  the  left  McBurney  point  or  in  the  mid- 
line is  preferable. 

For  the  feebler  patients,  a preliminary 
colostomy,  followed  by  a period  of  forced 
feeding  and  tonic  treatment  will  be  suitable 
preparation  for  the  posterior  resection  which 
in  most  instances  may  be  done  safely.  It 
requires  a longer  hospital  stay.  A small  por- 
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tion  of  pelvic  colon,  distal  to  the  colostomy 
which  remains  after  this  type  of  operation 
may  cause  annoyance  by  discharging  mucus 
from  the  colostomy  or  may  form  a persistent 
mucous  sinus  into  the  perineum. 

The  combined  operation  is  more  severe — 
a one  stage  affair — but  shows  a cleaner  wound 
and  requires  a shorter  hospital  stay.  It,  too, 
necessitates  the  formation  of  colostomy.  It  is 
preceded  by  most  careful  preparation.  The 
bowel  must  be  cleared.  This  is  best  done  by 
giving  divided  doses  of  a saline  laxative  ad- 
ministered on  the  day  of  entrance  to  the  hos- 
pital, and  followed  by  daily  bowel  flushings 
of  tepid  water  which  will  siphon  any  remain- 
ing feces.  Diet  should  consist  of  liquids  or 
soft  foods,  plus  a piece  of  meat.  Glucose 
should  be  administered  either  by  venoclysis 
or  in  a concentrated  form  with  fruit  juices  by- 
mouth.  Blood  transfusions  should  be  given 
to  bring  the  hemoglobin  per  cent  to  ninety 
or  more.  Dehydration  must  be  overcome  by 
introduction  of  water  in  one  or  all  of  the 
three  common  routes. 

Anesthesia  is  important.  The  ether  method 
has  been  generally  superseded  by  the  spinal 
method.  By  its  introduction  and  use,  shock 
and  blood  loss  has  been  reduced  almost  to 
the  vanishing  point.  Muscle  relaxation  and 
operating  time  have  been  proportionately 
favorably  influenced. 

The  acceptance  of  a colostomy  by  the 
patient  is  usually  necessary.  Since  this  arti- 
ficial arrangement  is  not  incompatible  with 
doing  one’s  work,  mingling  in  society,  or  en- 
joying life,  it  must  be  explained  to  the 
patient  as  necessary  to  save  life,  and  too,  the 
methods  for  its  hygienic  use  and  control. 

In  patients  over  fifty  years,  when  the 
tumor  is  discovered  fairly  early,  the  chances 
for  a cure  by  radical  surgery  are  good  and 
much  better  than  for  a cancer  in  other  organs. 
Under  thirty  years  of  age  the  prognosis  is 
very  poor. 

Incomplete  analysis  of  the  symptoms  and 
failure  to  examine  make  for  poor  prognosis. 
Gastric  analysis,  x-ray  investigations  of  the 
gastrointestinal  tract  which  are  made  when  a 


colonic  complaint  is  presented,  usually  give 
scanty  information,  and  mislead  by  directing 
the  attention  away  from  the  chief  complaint. 

I his  method  of  attacking  a clinical  problem 
has  resulted  in  many  blunders. 

121  University  Place 


THE  CORONER  SYSTEM 

J lu-  organization  of  society  demands  that  certain 
deaths  must  be  officially  investigated,  and  some 
agency  of  the  government  must  be  set  up  to  make 
the  investigation.  I hroughout  the  greater  part  of 
the  United  States  this  agency  is  the  office  of  coroner. 
1 he  most  pernicious  feature  of  the  coroner  system 
is  the  inquest,  Dr.  Oscar  T.  Schultz  writes  in  an 
article  on  “Government’s  Interest  in  Violent  and 
Sudden  Death”  in  the  January  Hygeia.  In  the 
earliest  times  the  coroner  was  required  to  be  a 
knight;  today  he  is  required  to  be  nothing  more 
than  a voter,  although  his  duties  lie  in  the  highly 
technical  fields  of  law  and  medicine. 

In  a few  localities,  notably  Boston,  New  York 
City  and  Newark,  N.  J.,  the  coroner  has  been  re- 
placed b)  the  medical  examiner  who  works  under 
more  scientific  conditions.  The  official  investiga- 
tion of  certain  deaths  is  a necessary  and  important 
function  of  government,  and  such  examinations 
should  be  conducted  in  a careful  and  scientific 
manner.  This  work  can  be  better  performed 
under  the  appointive  medical  examiner  system  and, 
therefore,  can  be  of  greater  value  to  society  than 
when  it  is  done  under  the  elective  coroner  system. 


A.  C.  s.  SECTIONAL  MEETING 

A sectional  meeting  of  the  American  College  of 
Surgeons  for  the  states  of  Delaware,  Maryland, 
Virginia,  West  Virginia  and  the  District  of  Colum- 
bia will  be  held  in  Washington,  D.  C.  on  April 
11  and  12,  1935.  The  program  will  include  sur- 
gical clinics  at  the  various  hospitals,  hospital  con- 
ferences and  medical  motion  pictures  directed  by 
Doctor  Malcolm  T.  MacRachern,  associate  direc- 
tor of  the  American  College  of  Surgeons,  during 
the  day,  and  in  the  evenings,  a scientific  session  on 
April  1 1 and  a public  health  community  meeting 
on  April  1 2.  A special  section  will  be  devoted  to 
eye,  ear,  nose  and  throat  surgery. 

The  medical  profession  in  general  as  well  as  the 
f'ellows  of  the  American  College  of  Surgeons  in 
the  states  noted,  are  invited  to  attend. 
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THE  EVOLUTION  OF  PSYCHIATRY* 


'By  Edward  F.  Reaser,  A.  B.,  M.  I). 
Huntington,  West  Virginia 


J^^ental  disease  has  undoubtedly  existed 
throughout  the  entire  history  of  the 
human  race.  We  find  numerous  references 
in  early  Greek  literature  to  frenzied  states 
affecting  the  heroes.  Early  Egyptian  papyri 
recount  states  of  mental  disorder.  The  Old 
Testament  recounts  the  psychotic  experiences 
of  a number  of  the  well  known  characters 
such  as  Saul  and  David.  Nebuchadnezzer  is 
described  in  some  detail.  Hippocrates  was 
the  first  to  show  insight  into  the  nature  of 
epilepsy,  which  had  previously  been  regarded 
as  due  to  divine  action  and  called  “the  sacred 
disease.”  It  was  customary  at  that  time  for 
mentally  ill  persons  to  be  treated  by  sacri- 
fices, prayer,  incantations,  and  purification. 
Advent  of  the  Christian  era  brought  little 
improvement  and  in  medieval  Europe  where 
witchcraft  was  accepted  as  a fact,  mental  dis- 
orders were  treated  by  the  priests.  Patients 
were  chained  and  treated  with  herbs. 

At  the  end  of  the  1 8th  century  reforms  in 
the  treatment  of  mental  illness  were  begun. 
In  1792  the  French  Revolutionary  Commune 
gave  authority  to  Dr.  Pinel  at  the  Bicetre 
Hospital  to  carry  out  his  own  plans  and  he 
promptly  removed  chains  from  fifty  patients 
who  had  been  restrained  in  that  manner  for 
30  years.  He  introduced  workshops  and 
walks  and  provided  ventilation  and  light. 
Esquirol  was  his  pupil  and  succeeded  him  at 
the  Salpetriere  in  1810.  He  traveled  over 
France,  established  10  asylums,  and  was  the 
first  lecturer  on  psychiatry. 

At  approximately  the  same  time  Tuke  and 
Murray  were  urging  reforms  in  England.  In 
1815  a committee  appointed  to  investigate 
“madhouses”  in  England  found  great  over- 
crowding, neglect  and  cruelty.  Patients  were 
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in  irons  and  were  treated  by  bleeding,  vomit- 
ing and  purging.  Patients  were  chained  in  a 
nude  state  to  tables.  Male  attendants  were 
frequently  employed  on  female  wards. 

The  next  step  in  the  evolution  of  methods 
for  treating  insane  persons  was  the  abolition 
of  the  use  of  restraint.  Hill  and  Charles- 
worth  started  the  movement  at  Lincoln 
Asylum  in  England  in  1837.  Connolly  at 
Hanwell  advocated  complete  disuse  of  all 
forms  of  mechanical  restraint.  As  a result  of 
the  efforts  of  these  and  many  other  noble 
pioneers  in  psychiatry  we  have  gradually  and 
slowly  approached  a period  in  which  we  find 
in  most  advanced  countries  hospitals  in  which 
nervous  and  mental  patients  may  be  placed 
for  observation  and  humane  treatment. 

Only  in  recent  years  has  there  been  an 
effort  to  learn  the  etiology  of  mental  dis- 
orders. This  is  undoubtedly  the  most  im- 
portant problem  facing  psychiatry  at  the 
present  time.  Many  theories  have  been  ex- 
pounded but  none  proven.  Heredity  has 
been  discussed  and  investigated.  Undoubt- 
edly it  plays  a part  but  who  knows  what 
part?  It  is  not  so  difficult  for  a Mendel  to 
work  with  peas  in  a garden  and  propound  a 
law  of  dominants  and  recessives  but  in  deal- 
ing with  the  human  race  (and  no  other 
animal  presents  evidence  of  psychosis  except 
the  genus  homo)  we  find  that  the  life  span 
is  too  great  for  such  experimentation.  The 
paucity  of  data  confronts  us.  But  steps  have 
been  made  in  this  direction  and  it  is  known 
that  no  single  designation,  such  as  “neuro- 
pathy” may  be  adopted  for  research  purposes. 
T his  is  a bewildering  term  for  a variety  of 
diseases.  Some  psychoses  result  from  senil- 
ity, trauma,  or  arteriosclerosis  j some  from 
excessive  use  of  alcohol,  opium,  or  other  exo- 
genous toxic  substances.  Some  are  undoubt- 
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edly  familial,  such  as  Huntington’s  chorea. 
Idiopathic  epilepsy  is  an  unknown  quantity 
as  to  etiology  and  pathology,  and  not  all  epi- 
leptics become  psychotic  as  is  notably  proven 
by  the  careers  of  Julius  Caesar,  Napoleon 
Bonaparte,  Dostoyevski,  Mohammed  and 
Alexander.  There  is  no  known  way  to  in- 
vestigate the  heredity  of  Joan  of  Arc,  who 
heard  heavenly  voices  and  was  undoubtedly 
a victim  of  dementia  praecox.  Nor  can  we 
who  deal  daily  with  the  histories  of  psychotic 
patients  form  a satisfactory  opinion  because 
of  the  hesitancy,  ignorance,  and  lack  of  co- 
operation of  the  historians.  When  studies  are 
made  in  reference  to  individual  psychoses, 
such  as  manic-depressive,  or  dementia  prae- 
cox, somewhat  more  information  may  be  de- 
rived but  we  are  faced  with  the  fact  that 
nomenclature  has  changed  many  times  and 
in  addition  the  question  of  accurate  diagnosis 
arises.  In  a diagnostic  conference  there  is 
usually  a difference  of  opinion  as  to  the  diag- 
nosis. 

\ itamin  deficiency  enters  into  considera- 
tion in  some  cases,  for  example  pellagra.  En- 
docrinopathy  is  certainly  associated  with 
many  psychoses.  Luetic  infection  takes  its 
toll.  Some  persons  who  develop  a psychosis 
are  mentally  defective  from  birth.  The  old 
adage  “it  takes  a smart  person  to  go  crazy” 
is  not  correct. 

Thus  we  are  led  to  group  psychoses  into 
the  two  large  classes — organic  and  psycho- 
genic. Examination  will  usually  reveal 
those  that  fall  into  the  organic  class,  and  in 
this  group  there  are  pathological  changes  in 
the  central  nervous  system  which  account  for 
the  disordered  nervous  state.  As  to  the  psy- 
chogenic group  many  theories  have  been  pro- 
pounded. Some  psychiatrists  speak  of  toxic 
absorption  and  attempt  to  cure  the  psychosis 
by  surgery.  Meyer  talks  of  conditioned  re- 
flexes and  Kempf  of  autonomic  segmental 
cravings.  Freud,  basing  his  opinion  on  the 
observation  of  a large  number  of  patients, 
evolved  his  psychoanalytical  theory.  It  is  in- 
teresting in  this  connection  to  note  the  in- 
herent belief  in  a great  many  Jewish  people 


that  mental  disease  is  due  to  deprivation  of 
sexual  satisfaction. 

What  constitutes  a psychosis?  We  often 
hear  the  terms  insane  and  insanity  used  by 
physicians  as  well  as  laymen.  We  as  physi- 
cians must  be  able  to  distinguish  between  the 
terms  psychotic  and  insane.  The  latter  is  a 
legal  term  and  not  a part  of  our  medical 
vocabulary.  No  satisfactory  definition  of  in- 
sanity has  ever  been  formulated  although  in 
the  practice  of  criminology  and  of  forensic 
psychiatry  the  question  constantly  arises.  An 
individual  may  be  psychotic  and  live  his 
natural  lifetime  among  his  fellows.  Many 
cases  of  dementia  paralytica,  senile  dementia, 
toxic  delirium,  and  other  psychotic  conditions 
never  enter  a hospital.  It  is  when  a legal 
question  arises  that  the  terms  sanity  and  in- 
sanity appear  on  the  scene.  Any  man  or 
woman  who  has  grown  “childish”  as  a result 
of  old  age  may  be  considered  psychotic  by 
the  physician.  But  when  the  question  of  a 
will  arises  the  alienist  is  called  upon  to  tes- 
tify as  to  the  sanity  of  the  maker  of  the  will. 
Usually  an  alienist  is  not  within  reach  and 
the  burden  falls  upon  some  practicing  physi- 
cian of  the  community.  The  same  is  true 
when  a crime  is  committed.  However,  very 
few  psychotic  persons  make  wills  or  commit 
crimes.  The  term  insanity  is  generally  used 
in  reference  to  an  individual  who,  congeni- 
tally or  as  result  of  a mental  disease,  has  so 
changed  his  attitude  toward  society  that  he 
is  unfit  to  be  permitted  to  live  among  his 
fellows. 

Some  of  your  patients  you  designate  as 
neurotic.  They  have  numerous  somatic  com- 
plaints for  which  you  are  unable  to  find  a 
physical  basis.  They  may  develop  paralysis 
for  which  there  is  no  neurologic  explanation. 
Some  wrill  cease  to  eat  and  sleep  in  the  normal 
manner.  Some  may  say  they  are  going  to  die 
unless  you  resort  to  surgery  at  once,  and  upon 
examination  you  will  find  no  indication  for 
surgery.  Others  will  go  to  bed  and  refuse  to 
get  up,  become  tearful  and  depressed  and 
threaten  suicide  (but  only  rarely  does  a true 
neurotic  patient  carry  out  this  threat.)  They 
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will  call  you  late  at  night  and  insist  on  seeing 
you  at  once.  Some  of  you  will  prescribe 
amytal,  which  is  one  of  the  most  dangerous 
drugs  you  can  use  because  of  its  habit  forma- 
tion and  the  ease  with  which  it  can  be  pur- 
chased at  a drug  store.  How  will  you  deter- 
mine whether  you  are  dealing  with  a psycho- 
sis or  a neurosis?  Often  this  is  very  difficult 
but  there  are  certain  points  to  be  kept  in  mind 
in  making  a differential  diagnosis. 

(1)  In  the  psychotic  patient  there  is  little 
or  no  insight  manifested.  The  neurotic 
patient  knows  that  something  is  wrong  and 
will  give  a detailed  account  of  his  symptoms. 

(2)  In  a psychosis,  especially  of  the  schizo- 
phrenic type,  the  patient  is  very  likelv  to 
exhibit  delusional  and  hallucinatory  reactions. 

(3)  The  patient  is  very  likely  to  be  self 
reproachful,  and  to  entertain  a pervading 
sense  of  guilt  if  the  psychosis  is  of  the  in- 
volutional type. 

(4)  Some  psychotic  patients  complain  of 
other  people’s  reading  their  minds  and  of 
being  influenced  by  machines.  This  is  symp- 
tomatic of  depersonalization  and  indicates  the 
onset  of  a malignant  type  of  psychosis. 

(5)  In  the  psychotic  patient  disturbances 
of  intellect  occur  with  poor  judgment,  dis- 
orientation, lack  of  environmental  contact, 
autistic  thinking  and  regression.  In  the  neu- 
rotic the  intellect  is  intact. 

(6)  In  the  psychotic  there  are  qualtitative 
changes  in  the  emotions,  including  instability 
(laughing  or  weeping  without  justification), 
flattening  and  emotional  deterioration.  In  the 
neurotic,  emotional  changes  are  quantitative. 

(7)  In  the  psychotic  patient  we  usually 
have  a history  of  a definite  change  of  per- 
sonality with  alteration  of  habits  and  char- 
acteristics coming  on  suddenly  or  over  a short 
period  of  time.  In  the  neurotic  no  such 
change  is  noted. 

The  question  then  arises  as  to  who  should 
be  hospitalized.  In  cases  of  physical  illness 
where  hospitalization  is  available  the  physi- 
cian feels  more  secure  in  his  responsibility  if 
he  can  move  his  patient  to  a hospital  where 
more  appropriate  conditions  prevail.  It  is 


the  experience  of  those  of  us  who  are  asso- 
ciated with  nervous  and  mental  institutions 
that  there  is  too  much  delay  in  admitting 
this  type  of  patient  to  the  hospital  for  ob- 
servation and  treatment.  We  see  them  come 
in  from  home  or  from  a general  hospital 
heavily  narcotized.  One  patient  came  in  an 
ambulance  accompanied  by  her  nurse  who 
stated  that  at  the  physician’s  orders  she  had 
administered  ninety-six  grains  of  luminal 
sodium  within  the  previous  forty-eight  hours. 
This  patient  presented  symptoms  of  a toxic 
type  for  some  weeks  before  she  cleared  up 
and  went  home.  In  short,  do  not  hesitate  to 
place  a nervous  or  mental  patient  in  a hos- 
pital when  symptoms  are  present  to  a degree 
to  justify  the  effort. 

It  is  the  real  purpose  of  this  discussion  to 
present  briefly  to  the  medical  profession  a 
view  of  what  should  be  expected  of  our  hos- 
pitals for  nervous  and  mental  diseases.  There 
are  private  hospitals  available  who  accept  and 
treat  nervous  and  mental  patients,  alcoholics 
and  drug  addicts,  and  literature  describing 
their  methods  of  treatment  and  physical 
equipment  is  always  available  at  your  re- 
quest. However  our  state  hospitals  are  not 
advertised.  They  are  tax  supported  and  are 
established  for  the  purpose  of  receiving  for 
observation,  diagnosis  and  proper  care,  the 
mentally  ill.  Mental  illness  is  as  much  an 
entity  as  physical  illness  and  requires  not  just 
confinement  but  accurate  and  expert  diag- 
nosis and  treatment.  It  is  a prolonged  illness 
and  can  not  be  alleviated  quickly  by  the  best 
methods  known.  Tack  of  complete  knowl- 
edge of  etiology  and  pathology  present  grave 
problems  to  the  psychiatrist.  Therefore,  it  is 
desirable  to  present  to  the  medical  profession 
and  to  society  in  general  a psychiatrist’s  view 
of  what  should  be  done  in  our  state  hospitals 
for  the  diagnosis,  care  and  treatment  of  our 
mentally  ill  citizens. 

Some  of  our  state  hospitals  maintain  pri- 
vate pavilions  to  which  you  may  refer  your 
patients  who  are  able  to  pay  for  medical  serv- 
ice. Such  patients  are  admitted  on  a volun- 
tary commitment  which  may  be  signed  by  the 
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patient  or  any  relative  or  friend.  Payment 
at  the  required  rate  is  made  in  advance  for 
a specified  period,  usually  four  or  six  weeks. 
Those  who  cannot  pay  may  be  legally  com- 
mitted and  enter  as  state  wards. 

The  various  states  are  faced  with  a great 
problem  in  the  increase  in  number  of  patients 
who  apply  for  admission  to  the  various  hos- 
pitals. For  reasons  not  entirely  clear  the 
number  of  such  patients  has  been  mounting 
in  recent  years.  We  acknowledge  credit  to 
the  medical  profession  for  more  accurately 
diagnosing  cases  called  to  attention  of  family 
physicians.  These  physicians  are  more  alert 
for  nervous  and  mental  disorders  than  in  any 
former  period.  Most,  or  all  of  them  have 
had  some  training  in  neurology  and  psychia- 
try. We  also  consider  the  natural  increase  in 
population  which  forces  upon  the  states  the 
necessity  of  planning  a program  for  expan- 
sion of  the  facilities  for  caring  for  the  psy- 
chotic men  and  women  who  are  their  wards. 
There  is  another  item  to  be  remembered. 
Certain  forms  of  treatment  have  been  effect- 
ive in  prolonging  the  lives  of  patients  who 
otherwise  would  die  at  an  earlier  age.  Not 
ably,  the  malarial  treatment  for  paresis  may 
be  cited.  In  former  days  victims  of  general 
paralysis  died  horrible  deaths,  covered  with 
decubitus  ulcers,  blind,  incontinent,  and 
filth}',  at  an  average  period  of  three  years 
after  the  first  presenting  symptoms.  Now, 
about  1 5 per  cent  of  these  patients  make  a 
social  recovery  while  an  approximately  equal 
number  go  on  to  an  early  death.  Of  the 
intermediate  group  about  half  may  go  home 
under  care  and  the  others  are  physically  fit 
and  remain  in  the  hospital.  The  hospital  has 
performed  its  function  of  alleviating  pain 
and  suffering  but  it  has  added  to  its  burden 
of  patient  care. 

It  is  not  worth  our  time  to  enter  into  a 
discussion  of  the  older  methods  of  diagnosis 
of  mental  cases.  Suffice  it  to  say  that  as  time 
has  passed  nomenclature  has  changed  and  a 
better  understanding  of  differential  diagnosis 
of  mental  disorders  has  been  attained.  We 
no  longer  speak  of  black  melancholy,  acute 


mania,  or  chronic  mania.  We  should  now 
make  every  mental  hospital  a receiving  and 
diagnosing  center.  We  should,  if  we  want 
to  secure  the  best  results  of  our  treatment, 
see  to  it  that  every  such  hospital  is  fully  and 
completely  equipped  for  the  diagnosis  and 
treatment  of  patients.  The  term  asylum 
should  be  discontinued.  Only  hospitals  for 
psychotic  patients  should  exist.  If  we  have  a 
single  institution  assigned  to  the  sole  care  of 
continued  treatment  of  patients,  lacking  the 
facilities  to  be  mentioned  later  we  must  term 
it  “asylum.”  Patients  inducted  to  such  an  in- 
stitution will  be  materially  injured  in  their 
mental  outlook  and  such  a movement  would 
not  be  a correct  psychiatric  procedure.  We 
who  are  devoted  to  the  effort  to  aid  mentally 
ill  patients  treat  them  as  we  would  persons 
who  have  no  affliction  and  we  resent  any 
effort  to  relegate  them  to  seclusion  or  re- 
straint. We  feel  that  while  there  is  life  there 
is  hope  and  we  are  willing  to  devote  our  best 
efforts  to  aid  in  the  recovery  of  our  patients 
regardless  of  the  length  of  residence  in  the 
hospital.  We  see  them  released  to  go  home 
after  many  years  in  the  hospital. 

The  proper  methods  of  diagnosis  in  a 
mental  hospital  now  should  be  considered. 
As  stated  previously,  every  mental  hospital 
should  be  a diagnostic  center  for  a definite 
area.  When  the  patient  arrives  he  should  be 
received  in  a friendly  and  pleasant  manner 
and  every  effort  should  be  made  by  the  re- 
ceiving officials  to  make  him  feel  that  he  is 
among  friends.  Mentally  sick  persons  resent 
handcuffs,  shackles  and  rough  handling  the 
same  as  you  would.  They  should  be  received 
kindly  and  treated  with  patience  and  fore- 
bearance.  As  soon  as  possible  the  receiving- 
physician  should  call  upon  a new  patient,  in- 
troduce himself,  explain  the  purpose  of  his 
mission,  secure  a brief  statement,  and  per- 
form a superficial  physical  and  neurological 
examination.  The  record  of  this  visit  is  made 
in  the  form  of  an  admission  note.  Such  lab- 
oratory work  as  is  apparently  indicated  is  im- 
mediately ordered. 

Following  this,  after  the  patient  has  had 
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time  to  adapt  himself  to  his  environment  to 
some  degree,  he  should  be  asked  for  a com- 
plete family  and  personal  history,  supple- 
mented by  a detailed  account  of  the  present 
illness.  Time  does  not  permit  us  to  enter 
into  a complete  discussion  of  the  numerous 
phases  to  be  investigated.  Such  a history  by 
the  patient  should  be  supplemented  by  in- 
quiries from  relatives.  It  is  often  necessary 
to  mail  a printed  questionnaire  to  one  or  more 
relatives  or  friends.  History  is  very  import- 
ant in  considering  a psychiatric  diagnosis. 
Following  the  history  it  is  necessary  to  per- 
form a routine  mental  examination.  Under 
this  heading  should  be  recorded  such  notes  as: 

(a)  Behavior  on  admission,  during  resi- 
dence in  hospital,  and  on  formal  examination. 

(b)  Mental  activity  as  evidenced  by  the 
stream  of  talk. 

(c)  Affect  as  shown  by  the  mood  and  emo- 
tional reaction. 

(d)  Content  of  thought  and  mental 
trends:  hallucinations,  delusions,  illusions, 
compulsions,  ideas  of  reference,  obsessions, 
ambivalence,  ideas  of  moment  and  mission, 
euphoric  or  grandiose  trends,  phobias,  phan- 
tasies and  autistic  thinking. 

(e)  Mental  grasp  and  capacity,  such  as: 
orientation,  attention,  perception  and  com- 
prehension. 

( f)  Memory  for  remote  and  recent  events, 
and  power  of  recall  of  a series  of  digits  and 
of  sentences. 

(g)  Word  associations. 

(h)  Calculations  simply  performed.  Here 
we  must  consider  the  educational  advantages 
of  the  patient,  just  as  when  we  request  that 
he  read  and  interpret  certain  test  paragraphs. 

(i)  General  information  as  to  history, 
geography  and  current  events. 

(j)  Insight  and  judgment,  determined  by 
proper  interrogation. 

( k ) I )reams. 

( 1)  Binet  tests.  Often  this  test  is  valuable 
in  a diagnosis,  not  by  considering  the  I.  Q. 
but  by  observing  the  range  of  years  covered. 

A careful  neurologic,  physical  and  dental 
examination  should  be  followed  by  the  reg- 


ular routine  laboratory  procedures,  such  as 
serologic  examination  of  the  blood,  urinalysis, 
blood  picture,  and  such  roentgenologic  exam- 
inations as  may  be  indicated.  It  is  readily 
discernible  that  a well  equipped  laboratory, 
manned  by  a well  trained  technician,  is  an 
essential  part  of  a mental  hospital  just  as  it  is 
in  a general  hospital. 

The  hospital  should  maintain  a well  or- 
ganized social  service  department  and  records 
should  be  permanent  and  complete.  A good 
social  service  worker  is  of  great  benefit  to 
the  medical  staff  in  securing  histories  and  in 
maintaining  contact  with  the  paroled  patients. 
After  the  case  has  been  worked  up  complete- 
ly, the  patient  should  be  presented  at  an  ad- 
mission conference  where  the  case  history  is 
read,  the  patient  briefly  interviewed,  and 
after  his  dismissal  a roundtable  discussion  of 
the  case  is  held  by  the  physicians.  Such  a 
conference  results  in  a more  accurate  diag- 
nosis and  in  a better  plan  of  treatment.  Fur- 
thermore, the  exchange  of  views  is  of  mutual 
benefit  to  the  physicians. 

The  treatment  of  mental  patients  has  been 
one  of  the  most  difficult  problems  confronting 
the  medical  profession  since  the  earliest  time. 
We  are  still  working  diligently  in  an  effort 
to  attain  the  most  suitable  therapeutic  routine 
for  the  various  types  of  psychoses. 

The  daughter  of  an  Irish  king  fled  from 
home  and  was  overtaken  in  the  village  of 
Gheel  in  Belgium  and  murdered  by  her 
father.  The  crime  was  witnessed  by  some 
persons  afflicted  with  mental  illness  and  they 
are  reputed  as  having  recovered.  In  a coun- 
try where  shrines  are  accepted  and  in  a super- 
stitious age  a legend  grew  and  many  mentally 
afflicted  patients  went  to  Gheel  where  they 
obtained  lodging  in  the  homes  of  the  agri- 
cultural folk  residing  there.  Gheel  has  grown 
in  population  and  fame  and  at  present  ten 
per  cent  of  its  population  consists  of  mentally 
ill  persons  scattered  among  the  various  homes 
and  living  as  one  of  the  family.  I here  is  a 
tacit  agreement  among  the  ones  who  accept 
these  people  that  the  rule  is  that  the  patient 
must  be  home  by  8 p.  m.  in  summer  and  4 
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p.  m.  in  winter  and  that  he  must  forego  the 
indulgence  of  alcohol  in  any  form.  There 
are  other  colonies  of  a similar  type  at  various 
places  in  Belgium,  France  and  Germany, 
while  in  Scotland  a “boarding  out”  system  is 
practiced  throughout  the  country.  The  ad- 
vantages of  this  system  are:  personal  free- 
dom, economy  and  association  with  sane 
people.  The  disadvantage  is  the  lack  of  assur- 
ance of  accurate  diagnostic  procedures  and 
proper  psychiatric  supervision. 

In  America  we  prefer  to  maintain  hospitals 
and  to  admit  patients  for  medical  care.  The 
largest  of  these  institutions  are  tax  supported 
by  the  people  of  the  various  states.  We 
should  be  proud  of  our  state  hospitals  and 
should  take  an  active  interest  in  them.  We 
should  forget  the  words  asylum  and  inmates 
and  always  refer  to  hospitals  and  patients. 
We  owe  this  to  ourselves  as  practitioners  of 
the  medical  art.  The  physicians  on  the  staff 
of  a state  hospital  should  be  well  chosen  for 
training,  knowledge,  energy,  honesty  and  in- 
tegrity. The  nurses  and  attendants  should 
be  carefully  selected  from  a civil  service  list 
and  paid  a living  wage.  They  should  be 
under  constant  supervision  by  the  medical 
staff  and  held  responsible  for  consistent  ex- 
ecution of  therapeutic  measures  ordered  by 
the  physicians. 

While  drugs  play  a minor  part  in  the  treat- 
ment of  mental  disorders  every  mental  hos- 
pital should  have  a well  equipped  drug  room. 
Our  patients  are  not  immune  to  physical  ill- 
ness and  the  psychiatrist  should  not  permit 
himself  to  forget  the  physical  level.  For 
example  in  involutional  melancholia  we  use, 
in  addition  to  psychotherapy  and  physio- 
therapy, glandular  products.  This  type  of 
treatment  has  greatly  increased  the  incidence 
of  improvement  in  this  rather  malignant  dis- 
order. We  see  generalized  endocrinopathy  in 
most  of  our  praecox  cases.  Malaria  followed 
by  some  suitable  form  of  arsenic  and  bismuth 
is  the  best  known  treatment  for  central  ner- 
vous system  lues.  And  of  course,  some  form 
of  mild  sedatives  are  constantly  needed.  We 
have  a village  of  several  hundred  people  and 


in  addition  to  our  psychiatric  work  our  prob- 
lems are  those  of  a general  practitioner. 

Restraint  of  mental  patients  has  been  em- 
ployed from  time  immemorial.  Usually  it 
has  been  abused.  There  are,  however,  cer- 
tain types  of  restraint  that  at  present  appear 
to  be  useful  and  justified  as  temporary  meas- 
ures. 1 refer  to  the  camisole  and  restrain- 
ing sheet.  These  are  humane  in  construction 
and  are  removed  at  intervals  of  not  more 
than  four  hours.  Leather  cuffs  are  some- 
times more  suitable.  Muffs  are  occasionally 
worthwhile.  Restraint  should  be  applied 
only  on  the  order  of  the  physician  and  for 
the  sake  of  safety  to  the  patient  or  others. 
Sometimes  seclusion  in  a separate  room  is  de- 
sirable for  a short  period.  I have  never  seen 
a padded  cell  and  I believe  that  they  do  not 
exist.  Our  rooms  of  seclusion  are  nicknamed 
“strong  rooms”  but  they  are  not  cells  and  in 
the  modern  hospital  they  are  merely  “sound 
proof  rooms.” 

In  discussing  therapy  it  is  necessary  to 
place  much  stress  upon  patient  activities.  We 
prefer  to  have  our  patients  in  the  hospital 
entirely  abandoned  to  our  care.  It  is  much 
more  difficult  to  deal  with  visitors  than  with 
patients.  The  visitors  do  not  realize  that  the 
patient  became  ill  at  home  and  that  the  best 
opportunity  for  recovery  presents  itself  among 
strangers  and  in  the  simple  surroundings  of 
the  hospital.  Many  visitors  are  suspicious 
because  they  entertain  the  old  ideas  of  the 
asylum,  with  its  restraint  and  cruelty.  I be- 
seech the  medical  profession  to  help  to  dis- 
suade the  laity  from  such  a view.  Visiting  of 
patients  by  friends  and  relatives  is  one  of  the 
most  difficult  problems  presented  to  the  med- 
ical staff  of  our  mental  hospitals.  Visiting 
often  sets  the  patient  back  days  or  weeks. 

Every  state  hospital  should  have  a well 
equipped  medical  and  surgical  building  in 
which  patients  may  be  examined  completely, 
both  clinically  and  by  laboratory  means. 
Routine  serology  should  be  done  for  blood, 
and  where  indications  are  found,  for  spinal 
fluid.  Clinics  should  be  maintained  in  gynec- 
ology, urology,  dermatology,  otolaryngology, 
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ophthalmology,  and  dentistry.  If  only  as  a 
matter  of  alleviation  it  is  desirable  to  afford 
facilities  for  examination  and  treatment  in 
these  branches.  A competent  and  cooperative 
dentist  is  a valuable  addition  to  any  staff. 

Mental  patients  often  present  as  an  early 
symptom  loss  of  interest  in  personal  habits 
of  grooming  and  hygiene.  The  teeth  are  un- 
brushed and  the  tongue  presents  sordes.  Some 
tear  their  clothing  and  others  discard  it.  On 
the  other  hand  many  patients  beg  for  the 
opportunity  to  have  the  clothing  cleaned  and 
pressed,  the  shoes  polished,  and  for  a chance 
to  continue  their  healthy  personal  habits.  It 
is  my  opinion  that  our  ward  patients  should 
be  treated  as  nearly  like  normal  persons  as 
possible,  and  that  we  should  require  our  men 
to  be  neat  and  clean  and  encourage  our 
women  patients  to  attend  to  their  personal 
appearance.  I believe  that  a so-called  “beauty 
shop”  should  be  a part  of  every  mental  hos- 
pital. 

Physical  training  is  usually  ignored  in  the 
programs  of  our  state  hospitals.  However, 
it  is  a very  valuable  adjunct  to  a modern 
system  of  therapy.  Sports  and  calisthenics 
are  universally  regarded  as  healthful.  The 
army  and  navy  require  them  as  part  of  the 
training  course.  Colleges  compete  in  athletic 
events  regularly  and  the  public  pays  enor- 
mous sums  for  the  privilege  of  watching 
these  contests.  In  the  lower  schools,  physical 
training  is  required.  Why  should  we  not  hope 
to  derive  much  good  from  physical  training 
if  properly  conducted  in  our  mental  hospitals? 
I may  cite  the  case  of  a much  regressed  de- 
mentia praecox  boy  who  a few  weeks  before 
was  untidy,  destructive  and  unable  to  con- 
verse, who  was  permitted  to  attend  a foot- 
ball game.  On  his  return  he  gave  a fairly 
good  account  of  the  game,  quoting  scores  cor- 
rectly. I have  seen  my  patients  engrossed  in 
pitching  horseshoes,  and  when  they  go  to  the 
bowling  alley  the  losers  never  object  to  sett- 
ing pins  for  their  opponents. 

Occupational  therapy  is  one  of  the  most 
important  features  of  our  treatment  program. 
On  the  wards  patients  may  push  the  polish- 


ing blocks,  wash  dishes,  set  the  tables,  or 
make  beds.  Some  may  be  able  to  aid  the  at- 
tendant in  counting  and  placing  laundry  and 
supplies.  Others  may  attend  the  habit  train- 
ing class  where  activities  range  from  counting 
beads  to  making  very  beautiful  products,  such 
as  baskets,  rugs  and  quilts.  In  the  various 
shops  men  may  aid  the  carpenters,  plumbers, 
painters  and  electricians.  A farm  is  a valuable 
aid  both  economically  and  therapeutically, 
and  every  mental  hospital  should  operate 
one.  The  lawns  must  be  kept  clean  and  the 
kitchens  operated.  In  these  pursuits  patient 
help  is  valuable  and  beneficial. 

There  must  not  be  all  work  and  no  play. 
A recreational  program  must  be  included.  On 
the  wards  patients  may  play  card  games, 
dominoes  and  checkers.  A weekly  dance 
where  men  and  women  patients  may  mingle 
for  an  hour  or  two  under  strict  supervision  of 
attendants  is  a valuable  addition  to  the  pro- 
gram. Community  sings,  Hallowe’en  parties, 
Christmas  trees,  and  parties  on  other  special 
occasions  should  not  be  omitted.  Each  hos- 
pital should  maintain  a recreation  hall  which 
is  a community  center  for  patients  capable  of 
attending  it.  Herein  should  be  found  a lib- 
rary, devices  for  games,  such  as  billiards, 
pool,  bowling;  and  a club  room  that  is  home- 
like. Picture  shows  and  intramural  theatri- 
cals are  valuable.  Religious  exercises  are 
greatly  appreciated  and  should  be  conducted 
regularly. 

Physiotherapy  should  be  universally  em- 
ployed in  nervous  and  mental  hospitals.  A 
hot  pack  is  much  more  effective  than  a seda- 
tive drug  and  hydrotherapy  in  its  various 
forms  must  not  be  omitted.  The  needle  spray 
should  be  preceded  by  the  electric  heat  cab- 
inet and  followed  by  the  fan  douche.  T his 
treatment  is  applicable  to  the  more  mild  types 
of  disorder.  To  this  may  be  added  massage, 
Scotch  douche  and  salt  glow.  For  the  more 
violent  patients  we  must  resort  to  packs  and 
continuous  flowing  tubs.  The  Sitz  bath  and 
perineal  douche  arc  useful  in  certain  cases. 
High  colonic  irrigations  appear  to  be  bene- 
ficial to  many  patients.  In  addition  to  hydro- 
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therapy  the  hospital  must  be  prepared  to 
apply  heliotherapy,  as  infra-red  and  ultra- 
violet, as  well  as  electric  treatments  in  the 
form  of  high  frequency,  sinusoidal,  and  dia- 
thermy. 

In  all  this  time  we  have  not  mentioned 
psychotherapy.  Persuasion  is  applicable  in 
certain  cases  but  its  use  is  limited.  However, 
a persuasive  tone  should  be  tried  before  the 
physician  adopts  a tone  of  rebuke.  I *an  not 
agree  that  rebuke  is  a valuable  therapeutic 
measure.  It  too  often  leads  to  a prejudice 
against  the  physician.  Positive  suggestion  ap- 
pears to  be  the  most  effective  means  avail- 
able for  the  physician  in  the  state  hospital. 
Time  does  not  permit  elaboration  on  this 
subject.  Psychanalvsis  is  not  often  available 
in  a state  hospital.  It  is  a time  consuming 
process  and  very  few  physicians  in  the  state 
hospitals  are  prepared  by  training  and  ex- 
perience to  analyze  a patient.  Practically  none 
of  the  patients  on  state  hospital  wards  could 
cooperate  or  would  yield  to  psychoanalysis. 

The  prognosis  for  mental  disease  is 


guarded  but  not  hopeless.  Some  hospitals 
have  better  success  than  others.  Treatment  of 
any  disease  requires  skill,  care  and  energy 
combined  with  the  proper  use  of  the  neces- 
sary physical  equipment.  Some  nervous  and 
mental  patients  clear  up  in  a few  weeks,  some 
in  months  or  years,  and  others  remain  in  the 
hospital  indefinitely.  The  medical  profession 
has  a right  to  expect  the  state  hospitals  to  be 
curative  institutions  and  not  merely  places  of 
confinement.  It  is  the  duty  of  the  medical 
profession  to  make  every  effort  to  divorce 
them  from  politics,  to  insist  that  they  be  prop- 
erly equipped  for  diagnosis  and  treatment 
and  to  encourage  the  maintenance  of  a well 
qualified  medical  staff  and  personnel. 

On  the  other  hand  man’s  greatest  hope 
lies  in  the  prevention  of  disease,  be  it  phy- 
sical or  mental.  I commend  to  you  consid- 
eration of  a possible  program  for  sectional 
psychiatric  clinics  in  which  men  and  women 
may  receive  advice  and  encouragement  to 
pursue  the  kind  of  activities  that  contribute 
to  a healthy  mental  life. 


HYPERTHYROIDISM* 


By  M.  H.  Porterfield,  M.  D. 
M artinsburgy  West  Virginia 


'T'here  is  probably  no  clinical  entity  in 
medicine  which  involves  the  human  body 
with  the  train  of  symptoms  and  the  physical 
findings  so  varied  as  that  which  follows  dis- 
ease of  the  thyroid  gland. 

The  medical  man  sees  the  disorder  of 
metabolism,  the  physiologist  sees  all  bodily 
.functions  stimulated,  cell  activity  particular- 
ily.  The  dermatologist  notes  loss  of  hair, 
furuncles  and  skin  rashes.  The  oculist  finds 
disturbances  of  vision  and  loss  of  muscle  tone 
of  eye  muscles.  In  both  hyper  and  hypo- 
thyroidism we  find  changes  in  joints.  The 
internist  has  difficulty  in  differentiating  the 
mild  form  of  hyperthyroidism  from  psycho- 

*Read  before  the  Barbour-Randolph -Tucker  Medical  Society  at 
Elkins  on  October  8,  1934. 


neurosis,  incipient  tuberculosis,  neuro  circula- 
tory asthenia  and  endocarditis.  The  surgeon’s 
judgment  is  taxed  to  the  utmost  to  find  a 
satisfactory  answer  for  this  manifold  symp-'- 
tom  complex. 

The  controversy  in  the  use  of  iodine  in  the 
treatment  of  this  disease  is  one  of  long  stand- 
ing and  as  late  as  last  summer  at  the  Amer- 
ican Association  for  the  Study  of  Goitre,  I 
heard  Dr.  Plummer  of  the  Mayo  Clinic,  talk 
for  an  hour  on  the  subject  and  ended  by 
asking  a question  as  to  where  it  stood.  He 
has  been  the  most  consistent  advocate  along 
with  Crile  for  the  use  of  iodine  in  preparing 
patients  for  operation  and  following  up  until 
a balance  has  been  obtained.  Sloan  was  the 
first  to  suggest  the  use  of  iodine  in  food,  and 


68 


February , 1935 


The  West  Virginia  Medical  Journal 


it  is  here  that  it  has  been  used  too  prom- 
iscuously. For,  as  we  all  know,  diseased  con- 
ditions of  the  thyroid  diminish  the  farther 
south  we  go.  The  Gulf  states  are  relatively 
free  from  goitre.  Dr.  Maes  of  New  Orleans, 
in  a report  on  hyperthyroidism  in  the  negro, 
says  that  in  around  40,000  admissions  to  gen- 
eral hospitals  in  that  city,  there  were  fewer 
than  50  cases  of  thyroid  disease.  The  use  of 
iodine  in  this  manner  should  be  governed  by 
the  amount  needed  for  that  particular  sec- 
tion of  country  for  which  the  salt  is  intended. 

In  prophylactic  doses,  iodine  is  best  admin- 
istered in  the  form  of  iodostarin,  containing 
1/10  milligram  of  iodine  given  weekly  in 
spring  and  fall,  as  it  is  well  known  that  the 
iodine  content  of  the  thyroid  is  higher  in 
summer  months  when  metabolic  processes  are 
less  than  in  winter.  Crile  says  if  we  do  our 
duty  in  prophylaxis  the  next  generation 
should  be  relatively  goitre  free. 

That  there  is  a definite  relation  between 
hyperplasia  and  the  iodine  content  of  the 
gland  has  been  definitely  shown  clinically  and 
experimentally  by  Marine.  Those  patients 
with  hyperplasia  will  revert  to  a colloidal 
state.  Thus  it  seems  we  would  have  a cure 
clinically;  however,  this  has  been  proven 
otherwise.  It  has  been  definitely  established 
that  the  thyroid  gland  is  an  essential  organ 
to  normal  metabolic  activities,  that  it  has  a 
definite  secretion  and  that  iodine  is  an  essen- 
tial constituent  of  this  secretion. 

There  are  usually  three  types  of  the  gland 
described.  The  normal  gland  shows  low 
cuboidal  epithelium  with  a moderate  amount 
of  colloid.  The  hypertrophic  gland  presents 
an  increased  amount  of  hyperplasia  with  de- 
crease in  the  amount  of  colloid  and  papillo- 
matous invagination  of  the  epithelium.  The 
colloidal  type  has  the  epithelium  flattened, 
the  blood  supply  diminished,  and  great  col- 
loidal masses  appear. 

The  diagnosis  of  hyperthyroidism  can  be 
very  easy  or  very  hard — most  difficulty  is  en- 
countered in  the  borderline  cases  that  are 
complicated  with  some  underlying  pathology. 
With  the  true  case  there  is  an  increased  activ- 


ity of  all  bodily  functions.  In  many  cases, 
only  a glance  is  needed  to  diagnose,  where 
there  is  nervousness,  enlargement  of  gland, 
exophthalmus,  anxious  expression,  inability 
to  keep  still,  fast  pulse  rate,  extreme  mental 
activity  and  increase  in  the  basal  metabolic 
rate. 

The  actual  examination  of  patients  should 
be  made  in  a quiet  room  with  no  third  per- 
son present,  where  the  patient’s  confidence 
can  be  gained  and  the  patient  is  allowed  to 
tell  his  or  her  own  story  without  interrup- 
tion. The  state  of  nutrition  should  be  noted, 
the  skin  carefully  examined  as  to  texture, 
temperature,  moisture  or  dermatitis  and 
widening  of  palpebral  fissure  noted. 

The  thyroid  gland  is  best  examined  with 
the  patient  standing  or  lying  on  back  with 
the  examiner  behind  and  finger  tips  pointing- 
downward.  It  is  important  that  the  lateral 
lobes  and  isthmus  should  be  palpated  care- 
fully for  pulsations,  thrills  or  bruits  as  well 
as  for  size.  Should  the  gland  be  large  and 
extend  towards  the  sternum,  x-ray  examina- 
tion of  chest  should  be  included  for  subster- 
nal  enlargement. 

Cardiac  examination  should  include  ex- 
amination in  standing  and  sitting  position, 
irregularities  of  rhythm,  rate  and  blood 
pressure.  Size  and  signs  of  failure  of  com- 
pensation are  of  extreme  importance.  The 
cardiovascular  system  is  stimulated  through- 
out and  it  is  surprising  the  amount  of  con- 
tinued energy  and  rate  of  beat  that  the  heart 
will  stand  before  decompensation  occurs.  The 
pulse  pressure  is  increased. 

The  diagnosis  is  too  often  based  on  the 
enlargement  of  the  gland  together  with  an 
increased  basal  metabolic  rate.  A large  goitre  t 
may  be  accompanied  by  no  symptoms,  while 
a small  hyperplastic  gland  may  cause  symp- 
toms of  very  grave  consequences.  There  is  a 
constant  increase  in  the  basal  metabolic  rate 
in  all  those  that  are  active,  while  in  the  bor- 
derline case  the  basal  metabolic  rate  is  of  very 
little  help  in  diagnosis.  Adrenalin  should 
never  be  used  before  the  basal  metabolic  rate 
is  to  be  taken.  The  basal  metabolic  rate  can- 
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not  be  used  as  a guide  when  the  patient  has 
been  under  Lugols’  solution  or  during  a 
natural  remission.  In  those  cases  where  there 
have  been  mild  symptoms  for  years  and  we 
have  beginning  circulatory  failure  and  arterio- 
sclerosis, it  is  of  little  value;  also  where  fol- 
lowing radiation. 

The  brain  and  central  nervous  system  are 
active  above  the  normal  and  these  patients 
feel  that  those  about  them  are  slow  in  their 
natural  activities.  In  the  extreme  cases  it  may 
extend  into  an  excited  delirium  in  which  the 
patient  is  hard  to  control. 

The  special  senses  are  all  stepped  up  in 
activity.  The  ductless  glands  are  increased  in 
functional  activity  and  in  children  they  are 
usually  mentally  and  physically  two  years 
ahead  of  the  ordinary  child  of  the  same  age. 
The  digestive  system  is  disturbed  and  often 
the  first  complaint  of  the  patient  is  that  they 
eat  an  enormous  quantity  of  food  with  little 
satisfaction.  Sex  functions  seem  to  be  stim- 
ulated, though  females  may  have  either 
amenorrhea  or  menorrhagia. 

The  differential  diagnosis  of  hyperthy- 
roidism may  be  considered  in  the  following 
groups:  Conditions  in  which  the  history  and 
physical  findings  are  consistent  with  those  of 
hyperthyroidism,  yet  the  basal  metabolism  is 
not  elevated;  conditions  in  which  the  chief 
features  are  nervous  phenomena  similar  to 
those  seen  in  hyperthyroidism;  diseases  which 
present  cardiovascular  changes  which  could 
be  due  to  hyperthyroidism;  conditions  in 
which  there  is  a high  basal  metabolism  with- 
out history  or  physical  findings  suggestive 
of  thyroid  dysfunction;  conditions  in  wrhich 
there  is  a loss  of  weight  without  obvious 
cause.  ' 

The  role  that  infection  plays  in  thyroid 
disease  may  be  considered  the  same  as  else- 
where in  the  body  and  infection  should  be 
relieved  before  a patient  is  dismissed  from 
treatment.  Foci  of  infection  are  best  taken 
care  of  after  the  gland  has  been  removed. 

Tuberculosis  and  diabetes  both  show  symp- 
toms that  at  times  are  hard  to  differentiate 


from  hyperthyroidism  and  either  may  occur 
with  hyperthyroidism  and  are  benefited  by 
treatment  of  the  thyroid. 

That  there  is  direct  connection  between 
the  adrenals,  sympathetic  system  and  thyroid 
has  been  definitely  proven.  It  would  seem 
that  the  adrenals  serve  as  a detonator  to  turn 
loose  the  charge  when  some  unusual  exciting 
stimulant  occurs  and  it  is  then  that  we  have 
the  sudden  increased  activity  of  thyroid  with 
flushing,  moisture  of  the  skin  and  nervous- 
ness to  an  extreme  degree.  It  has  been  found 
that  we  never  have  hyperthyroid  when  the 
adrenals  are  diseasesd.  Crile  from  these  de- 
ductions has  in  a number  of  cases  done  what 
he  terms,  “adrenal  denervation.”  The  re- 
sults following  this  operation  are  short  of 
marvelous.  It  has  been  found  to  give  relief 
in  those  cases  in  which  there  had  been  sev- 
eral operations  for  removal  of  thyroid  gland 
tissue  without  giving  the  necessary  relief. 

Treatment  of  hyperthyroid  may  be  classed 
as  follows:  Radiation,  medical  and  surgical. 
The  use  of  radium  and  x-ray  in  the  hands  of 
those  that  are  well  qaulified  has  given  results 
that  compare  favorably  with  surgical  pro- 
cedures. In  the  most  part  those  cases  in  which 
failures  have  resulted  are  due  to  the  fact  that 
improvement  does  not  follow  as  rapidly  as 
in  those  which  are  treated  surgically. 

Medical  treatment,  except  in  the  milder 
type  of  cases,  is  usually  only  palliative  as 
shown  by  the  great  number  of  recurrences. 

Surgical  treatment  is  by  far  the  most  satis- 
factory. Here  the  patient  should  be  hospital- 
ized, complete  rest  given,  the  dysfunctioning 
heart  and  other  physical  abnormalities 
brought  under  control.  Lugols’  solution 
should  be  used  freely  and  patients  brought 
to  where  they  are  no  longer  a major  sur- 
gical risk. 

My  routine:  Rest  in  bed  for  one  week  or 
longer  if  necessary;  Lugols’  solution  until 
the  basal  metabolic  rate  is  lowered  satisfact- 
orily; digitalis  is  used  only  when  the  heart  is 
in  absolute  need  of  it  and  then  only  until 
under  control. 

The  anesthetic  should  be  governed  by  the 
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general  condition  of  the  patient,  considering 
all  things.  Ether  is  by  far  the  safest  anesthe- 
tic in  small  hospitals  where  it  is  not  possible 
to  have  a highly  trained  anesthetist.  In  places 
where  it  is  possible  to  have  a well  trained 
anesthetist,  local  anesthesia  supplemented  by 
nitrous  oxide  oxygen,  analgesia  is  the  choice 
above  all.  The  use  of  avertin  as  a supple- 
mentary anesthetic,  requires  less  ether  and 
quiets  the  patient  before  leaving  the  bed.  I 
have  used  the  above  and  find  it  to  be  the 
most  satisfactory. 

The  operation  itself  is  so  standardized  at 
this  time  that  I would  not  dare  to  give  sug- 
gestions. I believe  two  points  are  worth 
mentioning  in  that  they  may  save  troubJe  at 
times.  First,  in  removing  the  gland,  the 
trachea  should  not  be  bared,  for  no  matter 
how  careful  one  may  be,  there  is  bound  to 
follow  some  irritation  of  the  recurrent  laryn- 
geve  and  it  is  from  this  we  have  our  compli- 
cations of  pneumonia  following  this  opera- 
tion. Second,  when  doing  this  operation,  we 
must  remember  that  a great  majority  of  out- 
patients are  very  sick  and  should  they  not  be 
doing  well  it  is  best  that  we  should  stop  with 
whatever  step  we  may  be  doing,  pack  the 
wound  and  complete  the  operation  the  fol- 
lowing or  even  the  next  day  and  not  put  the 
patient  into  too  much  shock.  I believe  many 
patients  can  be  taken  care  of  more  success- 
fully in  this  manner. 

The  amount  of  thyroid  tissue  to  be  re- 
moved should  be  just  a little  more  than  we 
think  necessary  for  a cure,  for  this  tissue  has 
a great  tendency  for  recurrence  and  it  is  this 
which  causes  secondary  operations  and  unsuc- 
cessful results  and  dissatisfied  patients. 

The  after  care  of  the  patient  is  of  as  much 
importance  as  the  operation  and  should  not 
be  left  to  those  who  have  not  had  the  proper 
training.  We  should  treat  all  patients  imme- 
diately upon  return  from  the  operating  room. 
With  hypodermoclysis  of  normal  saline, 
Lugols’  solution  in  fairly  large  doses  by 
rectum  and  enough  sedative  to  keep  patient 
comfortable,  the  worry  of  after  care  is 
brought  to  a minimum. 


The  mortality  rate  from  this  disease  has 
direct  relationship  to  the  age  of  the  patients 
and  it  is  with  those  above  the  age  of  45  that 
the  rate  takes  a sudden  rise  and  each  step  of 
the  procedure  must  be  taken  with  extreme 
care. 


SURGEON  general’s  REPORT 

I here  is  yet  no  evidence  that  the  depressed  eco- 
nomic conditions  of  the  past  few  years  have  lowered 
the  general  health  of  the  people  of  the  United 
States,  according  to  the  Surgeon  General  of  the 
United  States  Public  Health  Service.  This  infor- 
mation is  presented  in  his  annual  health  accounting 
to  Congress  which  reports  the  activities  of  his 
organization  for  the  136th  year  of  its  existence. 
While  death  rates  are  available  from  year  to  year 
as  an  index  to  health,  the  Surgeon  General  has  not 
relied  upon  these  rates  alone  but  has  instituted 
special  studies  of  actual  sickness  over  a period  of 
several  years,  beginning  in  1929,  in  10  localities 
where  the  depression  has  been  most  severe.  These 
studies  show  higher  sickness  rates  in  the  economic 
group  rated  in  comfortable  circumstances  in  1929 
but  subsequently  reduced  to  the  lower  economic 
class.  The  most  important  reasons  given  for  the 
continuation  of  general  good  health  are  the  vast 
work  of  the  relief  agencies  and  the  fortunate  ab- 
sence of  widespread  epidemics. 

It  is  interesting  to  note  that  for  the  calendar 
year  1933  the  general  death  rate,  10.5  per  1000 
population,  was  the  lowest  ever  recorded  in  the 
United  States;  and  the  rate  for  1932  was  next 
lowest,  10.8  per  1000.  While  health  conditions 
remained  comparatively  good  for  the  first  half  of 
1934,  the  death  rates  for  many  localities  were 
higher  than  those  for  the  preceding  year. 

In  spite  of  the  economic  conditions,  the  number 
of  deaths  from  tuberculosis  continued  to  decrease. 
For  the  calendar  year  1933  the  death  rate  was  59 
per  100,000  population — five  per  cent  below  the 
previous  low  minimum.  The  typhoid  fever  death 
rate  was  also  the  lowest  ever  recorded — only  3.5 
deaths  per  100,000,  which  was  eight  per  cent  below 
the  previous  minimum.  The  diphtheria  rate  dropped 
to  3.9  per  100,000 — also  the  lowest  death  rate  ever 
recorded  by  the  Public  Health  Service  for  this  dis- 
ease. 

Although  there  were  no  widespread  epidemics 
during  the  year  under  report,  there  were  three 
major  local  epidemics. 
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SOME  NOTES  ON  THE  VALUE  OF  RADIATION 
IN  GYNECOLOGY* 


By  William  Neill,  Jr.,  M.  LX,  F.  A.  C.  S. 
Baltimore , Maryland 


JD  adium  and  x-ray  are  of  value  in  gynec- 
ology in  treating  not  only  malignancy 
but  also  sundry  benign  new  growths  and  func- 
tional disturbances.  Radiation  has  materially 
reduced  in  number  the  former  major  surgical 
methods,  which  is  important  from  the  stand- 
point of  a lessened  mortality  and  morbidity 
with  better  end  results,  and  in  obviating  a 
Jong  stay  in  the  hospital. 

In  considering  the  treatment  of  uterine 
fibroids,  it  is  of  interest  to  recall  that  the  first 
attempt  at  hysterectomy  was  not  made  until 
1843,  and  in  these  early  days  all  such  opera- 
tions were  done  through  error  in  diagnosis, 
it  being  customary,  upon  opening  the  abdo- 
men and  finding  a fibroid  of  the  uterus  in- 
stead of  an  ovarian  tumor,  to  abandon  the 
operation  because  of  the  belief  that  such 
tumors  were  inoperable.  The  first  deliberate 
hysterectomy  with  a correct  preoperative 
diagnosis  was  not  performed  until  1853.  The 
technique  of  hysterectomy  advanced  slowly, 
as  the  blood  supply  of  the  uterus  was  not 
understood,  and  hemorrhage  was  the  com- 
plication. Noting  that  these  tumors  had  a 
tendency  to  spontaneous  disappearance  at  the 
menopause,  Lawson  Tait,  in  1872,  advocated 
the  removal  of  the  ovaries  as  the  operation 
for  fibroid  tumors,  which  method  gained  in 
popularity  until  the  early  80’s.  Under  the 
guidance  of  such  men  as  Keith,  Price,  Kelly 
and  others,  hysterectomy  became  one  of  our 
safest  major  surgical  procedures  and  the 
treatment  of  choice  for  a score  of  years. 

I am  sure  the  medical  profession  has  long 
since  given  up  any  expectation  of  finding  a 
regulative  drug  to  control  protracted  uterine 

* Read  before  the  Lewis  County  Society  at  Weston  on  July  31, 

1934. 


hemorrhage,  which  in  the  past  has  undoubt- 
edly led  to  the  death  of  no  small  number  of 
women  from  loss  of  blood.  Beginning  in 
1907,  radiation  has  been  employed  with  suc- 
cess in  treating  uterine  fibroids.  Happily  the 
vast  majority  need  no  treatment  other  than 
occasional  observation.  When  treatment  is 
definitely  indicated  we  have  the  choice  of 
either  operation  or  radiation,  and  each  patient 
must  be  studied  to  determine  the  type  of 
treatment  best  suited  to  the  individual. 

Operation  and  removal  is  indicated,  I be- 
lieve in  the  following  types:  (1)  Very  large 
tumors  and  those  of  rapid  growth ; (2)  large 
tumors  associated  with  pain;  (3)  tumors  ac- 
companied by  inflammatory  or  any  well- 
defined  lateral  disease;  (4)  all  tumors  ac- 
companied by  malignancy  of  the  uterine  body 
or  cervix;  (5)  impacted  tumors,  markedly 
interfering  with  urinary  function;  (6)  calci- 
fied tumors  causing  symptoms;  (7)  where 
there  is  a reasonable  doubt  as  to  the  exact 
diagnosis;  (8)  the  definite  neurasthenics  or 
those  possessed  with  a fear  of  radiation,  or 
those  having  onkophobia.  Myomectomy  has 
a limited  field.  The  mortality  rate  is  higher 
than  in  hysterectomy  and  the  procedure  often 
does  not  bring  relief.  It  does  leave  a distinct 
possibility  of  pregnancy  and  normal  child- 
birth, but  this  is  also  possible  with  a fibroid 
without  myomectomy. 

Radiation,  I believe,  is  indicated:  (1)  In 
all  tumors  with  hemorrhage,  from  small  myo- 
matous nodules  up  to  freely  movable  tumors 
reaching  as  high  as  the  umbilicus,  and  some- 
times larger;  (2)  in  any  of  the  operative 
group  where  the  patient  is  too  ill  for  major 
surgery.  Radiation  will  control  hemorrhage 
and  reduce  the  size  of  the  tumor,  causing  a 
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complete  disappearance  in  over  50  per  cent; 
occasionally,  in  younger  patients,  there  is  a 
return  of  normal  menstruation  and  subse- 
quent childbirth. 

An  accurate  pre-treatment  diagnosis  is  more 
important  when  radiation  is  considered  than 
with  operation.  In  a group  of  more  than 
1500  treated  at  the  Howard  A.  Kelly  Hos- 
pital there  has  been  no  death  from  the  treat- 
ment. The  normal  menopausal  symptoms 
may  occur,  such  as  hot  flushes,  sweats  and 
the  various  vasomotor  disturbances,  but  are 
entirely  absent  in  some  instances,  and  are  pro- 
nounced and  prolonged  in  only  1 0 per  cent, 
and  it  has  been  found  that  most  of  these 
patients  can  be  relieved  by  mild  radiation 
over  the  hypophysis. 

It  is  not  desirable  in  young  women  to  pro- 
duce a permanent  amenorrhea  and  for  this 
reason,  in  many  clinics,  the  tendency  is  to 
limit  this  type  of  treatment  to  women  past  40 
years  of  age.  In  this  we  are  partially  in  accord, 
for  of  the  entire  group  where  intrauterine 
radiation  was  used,  but  36  were  under  26 
years  of  age,  and  all  had  suffered  from  pro- 
tracted hemorrhage  with  no  relief  following 
careful  medical  and  hygienic  treatment,  with 
numerous  curettages  and  often  uterine  sus- 
pension, leaving  hysterectomy  the  only  other 
alternative.  A few,  treated  in  the  beginning, 
have  not  menstruated  since,  but  there  has 
been  no  untoward  effect  on  their  general 
health.  Subsequently,  with  improved  tech- 
nique, the  results  have  been  more  satisfactory, 
permitting  the  return  of  menstruation.  Two 
patients  have  borne  normal  children  while 
others  have  become  pregnant  and  miscarried. 
We  do  not  attribute  the  cases  of  sterility  and 
miscarriage  to  the  radiation,  realizing  that  a 
woman  with  a menstrual  cycle  of  this  char- 
acter is  not  as  likely  to  become  pregnant  and 
go  on  to  termination  as  one  with  a normal 
menstrual  history. 

Ovarian  tumors  are  best  treated  by  opera- 
tion. They  are  difficult  to  radiate  adequately 
and  generally  are  quite  ray  resistant.  How- 
ever, in  a series  of  200,  treated  by  radiation, 
there  was  complete  disappearance  of  inoper- 


able ovarian  cancer  in  nine,  and  four  were 
well  for  periods  of  more  than  five  years. 

Cancer  of  the  vulva  is  most  unsuitable  for 
radiation,  unless  seen  in  the  earliest  stage, 
and  this  possibly  is  due  in  part  to  the  fact 
that  it  occurs  in  old  leukoplakic  inflammatory 
lesions.  Where  there  is  no  fixation  or  gland- 
ular involvement,  a cure  is  much  more  likely 
by  surgical  removal,  but  when  the  disease  is 
advanced,  it  is  incurable  by  any  method. 
From  the  standpoint  of  palliation  the  initial 
results  on  the  local  lesion  following  radia- 
tion are  good,  but  there  is  a high  percentage 
of  recurrence  and  metastasis. 

Malignant  changes  within  the  uterine 
body,  with  few  exceptions  are  adenocarcin- 
ma.  It  is  rarer  than  cervical  cancer,  the  pro- 
portion being  one  to  14;  it  grows  more  slowly 
and  tends  to  remain  restricted  to  its  primary 
corporal  origin.  It  is  an  affliction  of  later 
life  and  yields  a higher  cure  rate  by  surgery 
than  is  to  be  expected  in  cancer  of  the  cervix. 
Favorable  results  by  radiation  have  been  re- 
ported in  various  clinics,  both  in  this  country 
and  in  Europe.  In  27  operable  cases  we  have 
obtained  a five  year  cure  rate  of  55  per  cent, 
and  2.9  per  cent  in  31  of  the  inoperable,  but 
it  is  still  our  opinion,  in  each  instance  where 
the  general  condition  of  the  patient  permits 
and  the  disease  is  still  operable,  that  surgery 
is  preferable  to  radiation.  In  recent  years 
the  definite  pathological  classification  as  to 
the  grade  of  malignancy,  derived  from  the 
diagnostic  curettage,  has  often  been  the  basis 
for  the  selection  of  the  proper  type  of  treat- 
ment in  the  individual  case.  For  instance,  in 
both  Grades  1 and  II,  cure  may  be  expected 
either  by  radiation  or  operation.  In  Grade 
III  the  possibilities  of  cure  are  greater  by 
radiation  than  by  operation,  which  applies 
also  to  Grade  IV. 

The  most  striking  results  in  treating  ma- 
lignancy by  radiation  have  been  obtained  in 
cancer  of  the  cervix  and  in  its  incipiency  it  is 
curable  in  nearly  every  case,  the  possibility 
of  cure  becoming  less  as  the  disease  advances. 
From  1911  through  1927,  1,597  cancers  of 
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the  cervix  were  seen  at  the  Howard  A.  Kelly 
Hospital,  and  during  the  greater  portion  of 
this  time  it  was  the  general  custom  of  gynec- 
ologists in  Baltimore  to  operate  whenever 
possible  and  to  refer  the  inoperable  cases  to 
us  for  radium  treatment;  hence  the  inoper- 
able far  outnumbered  the  operable.  The  sole 
hope  of  cure  lies  in  early  diagnosis  and  when- 
ever a patient,  regardless  of  age,  presents 
herself  with  a complaint  of  any  unusual  dis- 
charge, the  examination  should  be  made  with 
this  condition  in  mind  and  a small  bit  of  tissue 
removed  for  microscopic  study.  During  the 
past  1 5 years,  extensive  propaganda  has  been 
launched  by  the  medical  profession  as  well 
as  the  lay  press,  advising  the  public  to  seek 
expert  advice  for  any  persistent  unhealed 
lesion  or  abnormal  discharge,  which  undoubt- 


edly has  helped,  but  as  yet  there  has  been  but 
a small  increase  in  the  early  cases  seen. 

The  results  of  radiation  treatment  at  this 
hospital  in  cancer  of  the  cervix  are  as  fol- 
lows: In  the  early  or  operable  group  the 

percentage  of  five  year  cures  is  54  per  cent 
and  in  the  borderline,  where  the  disease  has 
passed  beyond  the  cervix  into  the  broad  liga- 
ments, but  the  uterus  is  still  movable  on  bi- 
manual palpation,  the  five  year  cure  rate  has 
been  31  per  cent.  In  the  advanced  or  inoper- 
able group  the  five  year  cure  rate  is  nine  per 
cent,  but  palliation  with  relief  of  discharge 
or  bleeding  is  almost  always  assured,  while 
in  a hitherto  hopeless  group,  those  recurrent 
after  operation,  the  five  year  cure  rate  is  1 1 
per  cent. 

1418  Eutav. > Place 


THE  RELATION  BETWEEN  THE  OPERATING  ROOM  AND 

THE  LABORATORY* 


•By  W.  T.  Gockf.,  M.  D. 

Clarksburg,  I Vest  Virginia 


Tt  is  obvious  that,  in  the  modern  hospital, 

one  of  the  prime  essentials  for  successful 
operation  is  the  close  and  intelligent  coopera- 
tion of  all  the  numerous  departments.  The 
degree  to  which  the  hospital  achieves  its  one 
ultimate  object,  the  provision  of  the  best 
possible  care  for  its  patients,  depends  largely 
upon  the  degree  to  which  its  various  activi- 
ties are  integrated.  Leaving  aside  the 
larger  aspects  of  that  problem,  we  may  with 
profit  consider  one  of  the  individual  depart- 
mental inter-relationships — that  between  the 
operating  room  and  the  laboratory. 

At  the  present  time  every  hospital  attempts 
to  maintain  certain  standards  imposed  by  var- 
ious organizations.  By  complying,  or  pro- 
fessing to  comply,  with  such  standards,  the 
hospital  receives  “ratings”  and  testimonies  of 

^Read  before  the  Hospital  Association  of  West  Virginia  at  Mor- 
gantown on  October  5,  1U34. 


approval  from  those  organizations.  Let  us 
hope  that  the  achievement  of  such  approval 
is  an  incidental  matter,  and  that  each  hos- 
pital has  voluntarily  set  for  its  goal,  and  at- 
tained a higher  level  of  efficiency  than  any 
such  organization  requires.  Everyone  real- 
izes that  the  endeavor  blindly  to  fulfill  a set 
of  requirements  is  energy  wasted  and  leads 
to  results  which  are  not  very  gratifying.  A 
cutting  criticism  of  that  attitude  is  printed  in 
a recent  issue  of  The  Journal  of  Laboratory 
and  Clinical  Medicine.  It  is  entitled  “Have 
Hospitals  Attained  a Standard  of  Medioc- 
rity:”, and  concludes,  at  least  by  inference, 
that  many  have.  On  the  other  hand,  a cer- 
tain minimum  routine  of  studies  upon  the 
patients  must  be  granted  as  essential.  Such  a 
routine  becomes  reprehensible  or  ridiculous 
only  when  carelessly  carried  out. 

To  return  to  the  immediate  subject  of  this 
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paper,  let  us  consider  the  usual  routine  work 
done  upon  surgical  patients.  This  consists 
ordinarily  of  a complete  blood  count  and 
urinalysis.  For  these  simple  studies  it  is  nec- 
essary that  there  be  available  adequately 
trained  technical  help  in  the  laboratory,  and 
for  the  interpretation  of  them,  an  alert  and 
conscientious  surgeon.  Both  of  these,  we  may 
assure  ourselves  with  pride,  exist  in  every 
hospital. 

But  do  these  simple  procedures  always 
receive  the  attention  they  deserve?  We  must 
answer  frankly  that  they  do  not.  And  when 
they  do  not,  the  fault  usually  lies  in  faulty 
coordination  between  the  hospital  depart- 
ments. Too  frequently  the  patient  arrives  at 
the  hospital  at  too  short  a time  before  his 
operation  is  scheduled  to  permit  the  labora- 
tory to  do  its  work  adequately,  or  to  give  the 
surgeon  time  to  calmly  evaluate  the  labora- 
tory findings.  This  statement  does  not  refer 
to  emergencies,  for  they,  in  general,  receive 
excellent  service  in  every  respect.  The  rem- 
edy for  this  situation  is  simple,  have  the 
patient  in  the  house  a reasonable  time  before 
operation.  This  remedy  has  been  suggested 
everywhere  repeatedly,  and  almost  as  often, 
has  failed  to  be  adopted  in  practice.  If  it  is 
enforced  the  patient  will  be  given  the  full 
value  of  the  work  done. 

It  is  in  the  operating  room  itself,  however, 
that  cooperation  between  surgeon  and  path- 
ologist deserves  to  be  developed  to  the 
highest  degree.  It  is  granted  by  everyone 
that  all  tissue  removed  at  operation  should 
be  subjected  to  gross  and  microscopic  exam- 
ination by  the  pathologist.  No  arguments  in 
support  of  this  practice  need  be  cited.  It  is 
carried  out  in  practically  every  hospital  to- 
day, and  its  results  are  sufficient  to  gain  it 
the  hearty  approbation  of  the  hospitals  and 
the  profession. 

But  further  than  this,  the  pathologist  is 
in  a position  to  serve  as  consultant  in  the 
operating  theatre.  His  function  here  is  not 
to  protrude  himself  into  the  surgeon’s  con- 
siderations of  diagnosis  and  surgical  judg- 


ment, but  to  supplement  these  wfith  the  serv- 
ices which  he,  through  special  training,  is 
peculiarly  fitted  to  render.  One  of  the  most 
important  of  these  is  the  immediate  exam- 
ination and  diagnosis  of  diseased  tissues  by 
frozen  section  technique.  In  the  average 
case,  a frozen  section  can  be  prepared  and  a 
diagnosis  made  in  a few  minutes.  The  prime 
value  of  frozen  sections  lie  in  the  fact  that 
with  the  information  they  give  at  hand,  the 
surgeon  is  able  to  proceed  in  his  operative 
tactics  in  a more  confident  and  wiser  fashion. 
Frequently,  the  result  of  the  frozen  section 
is  the  principal  factor  determining  the  extent 
of  operation.  Frozen  sections,  of  course,  have 
their  greatest  usefulness  in  cases  of  suspected 
cancer.  Often,  however,  even  here,  thev  are 
not  used  to  the  extent  to  which  they  might 
be.  They  should  be  employed  not  only  to 
confirm  the  nature  of  the  main  tumor  mass, 
but  also  to  establish  whether  or  not  adjacent 
tissue,  especially  lymph  nodes,  is  involved. 

In  this  way  the  extent  of  operation  desirable 
is  more  accurately  delimited. 

Biopsy  of  surgical  lesions  whose  nature  is 
not  perfectly  clear  is  another  field  in  which 
constant  advance  is  being  made.  The  safety 
of  biopsy  is  now  almost  universally  ack- 
nowledged. In  some  cases,  a biopsy  is  best 
made  several  days  before  the  main  opera- 
tion. Microscopic  examination  of  enlarged 
superficial  lymph  nodes,  for  example,  in  cases 
of  suspected  cancer,  will  determine  whether 
or  not  the  surgeon  will  set  out  to  do  a radical 
curative  operation  or  a palliative  one.  In  all 
such  cases,  as  well  as  in  those  in  which  a 
frozen  section  is  contemplated,  the  patholo- 
gist will  be  in  a better  position  to  do  his  part 
well  if  he  is  extended  the  privilege  of  exam- 
ining the  patient  before  operation. 

There  are  other  instances  in  which  the 
presence  of  the  pathologist  in  the  operating  . j 
room  is  important.  In  many  cases  there  are 
indications  for  bacteriological  studies.  Since 
the  pathologist  is  responsible  for  the  prosecu- 
tion of  such  work,  it  is  only  fair  that  he  be 
permitted  to  suggest  the  sites  from  which 
material  should  be  taken,  and  receive  that 
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material  immediately.  This  will  obviate  the 
delays  and  deterioration  of  specimens  which 
may  occur  in  sending  the  material  to  the  lab- 
oratory. Occasionally  an  immediate  report 
on  a smear  from  an  operative  specimen  will 
give  the  surgeon  valuable  information.  A 
similar  rather  neglected  field  is  the  examina- 
tion of  exudates  and  body  fluids  from  opera- 
tive areas. 

This  brief  outline,  confined  to  some  sug- 


gestive considerations  of  the  relationship  be- 
tween the  operating  room  and  laboratory, 
may  illustrate  the  problems  involved  in  one 
of  the  less  frequently  discussed  and  more 
unobtrusive  aspects  of  hospital  management. 
As  more  and  more  such  aspects  are  consid- 
ered, the  whole  problem  grows  in  complexity, 
but  careful  study  of  such  minutial  cannot  fail 
to  improve  our  outlook  upon  the  greater 
field  of  hospital  affairs. 


SPINAL  CORD  TUMOR— REPORT  OF  CASE* 


By  Wayne  Bronaugh,  M.  D. 
B el-prey  Ohio 


<<rJpuMORs  of  the  spinal  cord  are  of  more 
frequent  occurrence  than  is  commonly 
supposed,  most  of  them  are  missed.” 
— (Boyd).  “Surgery  produces  few  results 
more  brilliant  than  the  restoration  of  func- 
tion following  the  extirpation  of  spinal  cord 
tumors.” — (Dandy). 

The  patient  I wish  to  present  tonight,  ex- 
emplifies the  two  above  notations,  namely: 
that  cord  tumors  are  not  so  infrequent,  and 
that  brilliant  results  may  be  obtained  by  their 
removal. 

A cursory  resume  of  cord  tumors  will  not 
be  amiss  as  an  introduction  to  this  presenta- 
tion. Please  bear  with  me  as  I review  some 
salient  points. 

Tumors  growing  in  the  spinal  canal  taking 
origin  either  from  the  meninges  or  cord  are 
termed  spinal  cord  tumors.  These  are  classed 
according  to  their  position  with  the  dura  and 
cord — A and  B. 

(a) .  Extradural  Tumors:  These  are  com- 
posed mostly  of  benign  encapsulated  fibro- 
mata arising  in  most  instances  from  the  dura 
and  amenable  to  surgical  removal.  Occasion- 
ally they  may  be  sarcomatous  and  invade  the 
bony  canal. 

(b) .  Intradural  Tumors:  (1).  Extra  med- 
ullary j fibromata  and  endotheliomata  com- 
pose most  of  these.  Histologically  they  are 

^Presented  before  the  staff  of  the  Camden-Clark  Hospital,  Park- 
ersburg, W.  Va.,  October  24,  1934. 


benign j grossly  encapsulated  and  in  most  in- 
stances removable.  They  arise  from  the  dura 
or  leptomeninges.  These  intradural  extra- 
medullary neoplasms  are  by  far  the  common- 
est variety  of  cord  tumor  and  incidentally 
the  best  suited  for  extirpation.  (2).  Intra- 
medullary y this  term  implies  a position  with- 
in the  cord  proper,  and  in  keeping  with  the 
histogenetic  incidence  of  central  nervous  sys- 
tem new  growths,  the  majority  of  these  prove 
to  be  gliomata.  They,  as  a rule,  are  not  en- 
capsulated, but  tend  to  be  infiltrative  in  type, 
destroying  and  displacing  cord  substance. 
They  are  all  potentially  malignant  and 
seldom  arpenable  to  removal  without  pro- 
hibitive damage  to  the  cord.  The  only  direct 
attack  in  most  instances  rests  in  electro- 
surgical  destruction.  The  encapsulated  intra- 
medullary tumors  unfortunately  are  ex- 
tremely rare,  but  when  located  favorably 
may  be  enucleated. 

Considering  cord  tumors  as  a group,  in- 
cluding all  forms,  some  60  to  70  per  cent 
can  be  totally  extirpated.  The  balance  may 
be  substantially  relieved  by  partial  removal 
or  by  a decompression  laminectomy  alone, 
but  the  ultimate  outcome  of  this  40  per  cent 
is  grave. 

report  of  case 

This  patient,  a 33-year-old  laborer,  has  an  irrele- 
vant past  history.  Previous  to  this  illness  he  has 
always  been  able  to  do  hard  work  without  com- 
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plaint.  The  onset  was  in  May,  1933  when  he 
was  disturbed  for  one  week  with  mild,  sharp  pains 
in  the  flanks.  They  originated  in  the  lower  dorsal 
region  and  were  aggravated  by  deep  inspirations. 
This  was  the  only  pain,  the  duration  of  which  was 
one  week,  that  entered  into  his  symptomotology. 

In  July  following  he  observed  that  his  right 
knee  was  weak  and  unstable.  Three  weeks  later 
he  complained  of  numbness  in  the  toes  of  the  right 
foot.  Still  three  weeks  later  he  observed  that  the 
opposite  knee  was  weakening  in  the  same  manner 
as  did  its  fellow  six  weeks  before,  and  two  weeks 
subsequently  a numbness  appeared  in  the  left  foot. 
This  syndrome,  loss  of  motor  power  with  sensory 
disturbances  in  both  lower  extremities,  progressed 
insidiously  but  steadily,  until  in  August,  1934,  when 
I was  consulted,  loss  of  motor  power  in  both  lower 
extremities  was  virtually  complete,  spasticity  was 


Fig.  1.  Antcro-posterior  view  with  patient  in 
Trendelenberg  posture.  Exposure  15  minutes  after 
injection.  Column  of  opaque  oil  obstructed  at  level 
of  ninth  thoracic  vertebra. 


marked  and  sensory  disturbances  extended  to  the 
crests  of  both  ilia.  Upon  further  examination  and 
questioning  it  was  elicited,  that  for  the  past  two 
months  there  had  been  a dtdl  ache  between  the 
angles  of  the  scapula:.  There  had  been  no  disturb- 
ance of  rectal  or  vesical  sphincter  control,  and  the 
weight  loss  had  been  only  10  pounds.  The  weight 
upon  admission  to  the  hospital  was  118  pounds. 
There  was  a moderate  amount  of  muscular  atrophy 


in  both  lower  extremities,  the  patellar  reflexes  were 
markedly  exaggerated  and  the  Babinski  pheno- 
menon was  positive  bilaterally.  Pressure  upon  the 
spine  of  the  ninth  dorsal  vertebra  revealed  tender- 
ness. The  Brown-Sequard  syndrome,  characteris- 
tic of  lateral  hemilesions  of  the  cord  and  character- 
ized by  contralateral  hemianesthesia,  with  motor 
paralysis  and  loss  of  muscle  sense  on  the  side  of  the 
lesion  was  not  present. 


Fig.  2.  Lateral  view  with  patient  in  Trendelen- 
berg posture.  Exposure  30  minutes  after  injection. 
Opaque  column  at  same  level  as  before. 


P rom  the  history  and  clinical  findings  a diagnosis 
of  cord  tumor  was  made  and  by  the  sensory  level 
and  the  tenderness  elicited  by  pressure  upon  the 
ninth  dorsal  spine  it  was  localized  in  the  region  of 
the  eighth  or  ninth  dorsel  vertebra. 

The  patient  was  admitted  to  the  hospital  on 
September  10,  1934  for  confirmatory  laboratory 
studies.  The  cell  counts,  hemoglobin,  Wassermann 
and  urine  were  normal.  'I  lie  lumbar  spinal  fluid 
pressure  was  88  m.m.  water.  The  Queckcnstedt 
was  positive  (no  oscillations  of  the  fluid  in  the 
manometer  upon  compression  and  decompression 
of  the  jugulars.)  This  indicated  a complete  sub- 
arachnoid block. 

Roentgenograms  with  iodized  oil  in  the  sub- 
arachnoid space  were  made  by  Dr.  R.  H.  Boice, 
(figs.  1 and  2.)  His  report  is  as  follows:  “After 
two  c.c.  of  lipiodol  had  been  injected  into  the  spinal 


February } 1935 


The  West  Virginia  Medical  Journal 


canal,  the  patient  was  placed  in  the  Trendelen- 
burg posture.  Films  were  exposed  1 5 and  30 
minutes  after  the  injection,  anterio-posterior  and 
lateral  views  were  made.  The  column  of  opaque 
medium  has  become  obstructed  at  the  center  of  the 
bodv  of  the  ninth  thoracic  vertebra  and  remains 
i constantly  at  this  level  in  all  films.  Roentgeno- 
logical conclusions:  There  is  an  obstructing  neo- 
plasm in  the  spinal  canal  at  the  level  of  the  ninth 
thoracic  vertebra.” 

Operation:  The  day  following  the  lipiodol  in- 

jection, with  the  patient  under  ether  anesthesia, 
lying  in  the  prone  position,  an  incision  was  made 
over  the  spines  of  the  dorsal  vertebra,  extending 
from  the  spine  of  the  fifth  to  that  of  the  tenth. 
With  a wide  osteotome  the  muscles  and  fascia  were 
separated  from  the  spines  and  laminae  of  the 
seventh,  eighth  and  ninth  vertebrae.  The  spinous 
processes  were  then  carefully  removed  with  a 
rongeur.  As  the  laminae  of  the  ninth  vertebra 
were  removed,  the  cord  was  seen  to  be  pressed  to 
the  right  by  a reddish-purple  tumor  occupying  the 
left  half  of  the  spinal  canal ; only  the  lower  pole 
of  the  tumor  was  visible  at  this  time.  It  was  evi- 
dent that  the  neoplasm  was  under  great  pressure 
for  with  the  removal  of  each  bit  of  bone  bv  the 
rongeur  the  tumor  bulged  increasingly  into  the 
wound.  As  the  laminae  of  the  eighth  vertebra  were 
removed  it  was  apparent  that  the  growth  extended 
upward  beneath  the  laminae  of  the  seventh,  the 
removal  of  which  resulted  in  its  complete  exposure. 
The  tumor  was  olive  shaped,  encapsulated  and  ex- 
tradural. It  extended  from  the  lower  part  of  the 
body  of  the  seventh  dorsal  to  the  middle  of  the 
ninth  dorsal  bodv,  occupving  the  left  side  of  the 
spinal  canal  and  compressing  the  cord  to  one-half 
its  original  size.  The  lower  pole  was  easily  sep- 
arated bv  the  finger,  the  upper  pole  was  attached 
anteriorly  bv  a pedicle.  On  the  left,  there  was  a 
small  horn  protruding  from  the  tumor  into  the 
eighth  vertebral  foramen.  The  pedicle  was  sep- 
arated, the  horn  teased  from  the  foramen  and  the 
tumor  removed.  A brisk  hemorrhage  occurred 
upon  separation  of  the  pedicle  but  soon  was  con- 
trolled by  hot  cotton  compresses.  Much  spinal  fluid 
escaped  from  a small  tear  made  in  the  dura  during 
enucleation.  The  tear  was  repaired  with  silk  after 
the  cord  had  been  slightly  rotated  to  facilitate  ex- 
posure. Oozing  was  controlled  and  the  wound 
closed  in  layers. 

The  pathological  report  by  Dr.  Ivan  H.  Smith, 
pathologist,  is  as  follows:  “The  specimen  consists 


/ / 


of  a solid  oval  tumor,  recorded  as  spinal  cord  tumor. 
It  has  a rough  fibrous  capsule  which  is  broken  at 
one  point,  possible  indicating  its  site  of  attachment. 
In  length  it  is  2.5  c.m.,  in  width  two  c.m.,  in 
thickness  1.5  c.m.  Section  shows  a solid,  fleshy, 
whorled  structure.  It  has  the  appearance  of  a 
fibroma.  There  are  many  central  crevices  har- 
bouring blood  which  could  readily  be  compression 
artefacts.  The  specimen  appears  to  be  either  men- 
ingioma or  fibroma. 

“ Microscopical  Examination:  The  picture  is 

composed  of  whorls  of  cells  whose  cytoplasm  is 
fused  together.  The  nuclei  are  predominantly  oval 
with  prominent  dotting  of  granular  chromatin.  No 
mitotic  figures  and  no  endothelial  arrangement  are 
noted.  Diagnosis:  Fibroma  (of  dura  mater:).” 
(Fig.  3.) 


Fig.  3.  Photograph  of  extradural  fibroma  as  re- 
moved at  operation.  The  incised  surface  is  not  vis- 
ible in  this  view. 


Subsequent  Events:  The  wound  healed  by  first 
intention.  For  six  days  after  operation,  paralysis  of 
the  lower  extremities  was  complete  and  urinary  re- 
tention, which  was  precipitated  before  operation  by 
the  spinal  tap,  persisted.  On  the  third  day  the 
bowels  moved  involuntarily.  After  the  sixth  day 
the  patient  improved  rapidly.  Rectal  and  vesical 
sphincter  function  became  normal.  Sensation  re- 
turned quite  rapidly  to  the  lower  extremities  in  the 
reverse  order  in  which  it  was  lost,  namely:  the 

lower  abdomen  first,  the  upper  thighs,  and  so  on 
downward,  so  that  by  the  end  of  the  eighth  week 
all  sensations  were  normal  in  both  extremities  ex- 
cept the  toes  of  the  right  foot.  Movement  appeared 
after  the  first  week.  The  right  leg  muscles  grew 
stronger  more  rapidly  than  the  left  but  the  motor 
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power  in  both  legs  improved  steadily  and  equally 
until  at  this  time  two  months  after  operation  he 
walks  about  the  hospital  with  the  use  of  crutches. 
Complete  recovery  is  to  be  expected. 

Comment : This  patient  elicited  those 

phenomena  which  when  present  put  the  bur- 
den of  proof  on  any  diagnosis  other  than 
spinal  cord  tumor,  they  are:  a gradual  pro- 
gressive bilateral  loss  of  motor  power  in  the 
lower  extremities,  with  spasticity,  and  a sen- 
sory level.  A tumor  of  the  spinal  cord  is  the 
most  favorable  lesion  producing  this  syn- 
drome and  the  only  one  offering  the  patient 


relief.  Rectal  and  vesicle  sphincter  disturb- 
ances, which  come  late  in  cases  of  spinal  cord 
tumor,  were  not  present  until  after  the  spinal 
puncture  when  a urinary  retention  at  once 
manifested  itself  and  paralysis  of  the  lower 
extremities  became  complete.  Evidently, 
withdrawal  of  fluid  from  the  subarachnoid 
space  below  the  tumor  caused  increased 
pressure  upon  the  cord.  It  is  interesting  to 
note  in  this  case  that  anesthesia  slowly  as- 
cended the  lower  extremities  and  that  the 
loss  of  sensation  was  paralleled  by  a steady 
loss  of  motor  power. 


POST  MORTEM  CESAREAN  SECTION 


'By  Wilbur  E.  Hoffman,  M.  D. 
Charleston,  West-  Virginia 


F.  E.,  single,  white  female,  age  25,  was 
admitted  to  the  Charleston  General  Hospital 
on  July  15,  1934  about  4:15  p.  m.  The  com- 
plaint on  admission  was  dyspnea  and  edema. 

Present  Illness:  About  three  weeks  ago 

the  patient  noticed  swelling  of  her  feet  and 
ankles.  The  edema  increased  to  involve  the 
hands  and  forearms.  In  the  last  few  days 
edema  of  the  face  was  noted.  Has  been  short 
of  breath  for  the  past  four  days,  which  has 
been  worse  in  the  past  twenty-four  hours. 

Past  History:  Usual  childhood  diseases, 

otherwise  negative. 

Family  History:  Was  not  obtained. 

Physical  Examination:  Well  developed 

female  slightly  cynotic,  dyspnea,  edema  of 
face,  hands,  ankles  and  feet.  Enlargement  of 
heart  with  systolic  murmur.  Abdomen  pen- 
dulous, pregnancy  apparently  at  term.  Blood 
pressure  200/1  10. 

Urine  (catheterized),  sp.  gr.  1009.  Alka- 
line. Protein  four  plus.  Sugar  negative,  12 
hyaline  and  28  granular  casts,  50-75  pus 
cells,  6-8  blood  cells. 

On  admission  to  the  hospital  the  patient 
was  given  20  c.c.  of  10  per  cent  mag  sul- 
phate intravenously.  1 first  saw  the  patient  at 
8:30  p.  m.  at  which  time  she  was  having 
uterine  contractions.  The  blood  pressure  at 


this  time  was  174/104.  The  cervix  was  soft 
and  the  os  would  admit  one  finger.  The 
patient  was  having  dyspnea  and  her  general 
condition  was  not  good. 

At  10:30  p.  m.  the  blood  pressure  was 
150  90,  her  general  condition  improved. 

At  1 1 p.  m.  the  patient  had  a convulsion. 
Morphia  grs.  1 4 and  atropine  grs.  1 150 
given.  Blood  pressure  at  this  time  170  100. 
She  had  three  more  convulsions  up  to  11  :40 
p.  m.  when  she  expired  during  a convulsion. 
At  this  time  artificial  respiration  was  given. 
In  the  act  of  pressing  on  the  chest  I felt  the 
baby  move,  striking  my  elbow.  At  11:51  a 
post  mortem  cesarean  was  performed  and  a 
seven  pound,  fourteen  and  one-half  ounce 
baby  girl  delivered.  As  the  patient  was  in 
her  room  when  she  expired  the  operation  was 
done  immediately  and  the  baby  was  deliv- 
ered in  about  fifteen  to  thirty  seconds.  “It  is 
generally  stated  that  the  undelivered  child 
will  live  as  long  as  twenty  minutes  follow- 
ing death  of  the  mother,  the  period  of  its 
life  depending  in  large  measure  on  the  type 
and  cause  of  her  death.” — (Curtis).  Artifi- 
cial resuscitation  was  used  on  the  baby  for 
about  forty-five  seconds  to  a minute  before 
it  breathed.  The  baby,  in  good  condition,  was  i 
discharged  from  the  hospital  two  days  later. 
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CASE  REPORTS 


EDITOR’S  NOTE:  On  Thursday,  September  13,  1 1» 3 4 , the  Cabell  County  Medical  Society  held  Internes’  Night.  One  interne  from 

each  hospital  in  Huntington  was  invited  to  present  a case  history.  The  papers  and  discussions  were  unusually  interesting  and  we  pub- 
lish herewith  the  histories  as  they  were  read. 


ACUTE  GLOSSITIS* 

By  C.  H.  Plymale,  M.  D. 
Huntington y West  Virginia 


J.  1).,  white,  male,  age  21,  was  first  seen 
at  the  C.  & O.  Hospital,  August  26,  1934. 
No  physician  had  seen  or  treated  him  prior 
to  this  date.  The  past  and  family  histories 
were  negative  as  far  as  the  present  illness 
was  concerned. 

The  onset  of  his  illness  was  three  days  be- 
fore admission,  with  painless  swelling  of  the 
right  submaxillary  lymph  nodes.  About 
eight  hours  later  some  stiffness  of  the  jaws 
appeared  and  this  was  followed  by  swelling 
of  the  left  submaxillary  lymph  nodes  and 
soreness  of  the  throat.  Silver  nitrate  was 
applied  to  the  tonsils,  at  this  time,  by  a mem- 
ber of  the  family.  The  soreness,  pain  and 
swelling  of  the  lymph  nodes  gradually  in- 
creased but  no  changes  were  noticed  in  the 
tongue  until  about  fifteen  hours  before  ad- 
mission when  it  began  to  swell  and  feel  stiff 
and  sore.  An  increased  flow  of  saliva  ap- 
peared at  this  time.  Within  a period  of  four 
hours  the  tongue  had  increased  in  size  until 
he  was  unable  to  talk  or  swallow. 

On  admission  the  patient  appeared  acutely 
ill  but  was  clear  mentally.  Temp.  104.2, 
pulse  114,  resp.  20.  The  mouth  was  open, 
and  the  tongue,  which  was  greatly  swollen, 
red  and  tender,  protruded  between  the  lips. 
An  excessive  flow  of  saliva,  which  the  patient 
was  unable  to  swallow,  poured  continuously 
from  the  mouth.  The  tonsils  showed  slight 
swelling  and  inflammation.  The  submaxil- 


*From the  Specialty  Service,  Chesapeake  and  Ohio  Hospital, 
Huntington.  West  Virginia. 


lary  and  submental  lymph  nodes  were  greatly 
swollen  and  tender,  but  there  was  no  indura- 
tion of  the  structures  forming  the  floor  of 
the  mouth. 

The  laboratory  findings  on  admission 
showed  a leucocyte  count  of  21,400,  polys 
84  percent,  lymphocytes  16  percent.  Smears 
from  the  throat  contained  streptococci  and 
staphylococci.  Wassermann  negative.  Urin- 
alysis negative. 

The  patient  was  treated  locally  with  an 
ice  collar  to  the  neck,  and  hot  saline  irriga- 
tions followed  by  an  antiseptic  mouth  wash 
every  four  hours.  Five  hundred  c.c.  of  10 
percent  glucose  was  given  intravenously  and 
1500  c.c.  of  normal  saline  subcutaneously. 
Twenty  c.c.  of  polyvalent  antistreptococcic 
serum  was  given  on  admission  and  the  same 
dose  repeated  ten  hours  later.  He  was  given 
subintensive  x-ray  treatment  using  three- 
fourths  of  the  erythema  dose  to  each  side. 

Within  four  hours,  following  admission, 
the  temperature  began  to  drop  and  was  down 
to  99.6  at  the  end  of  twelve  hours.  No  ap- 
parent changes  were  noticed  in  the  tongue 
until  about  eighteen  hours  following  admis- 
sion. At  this  time  the  swelling  began  to  re- 
cede rapidly  and  six  hours  later  the  patient 
was  able  to  talk  and  take  fluids  by  mouth. 
At  the  end  of  forty-eight  hours  from  the 
time  of  admission  the  tongue  had  returned 
to  its  normal  size.  An  uneventful  convales- 
cence followed  and  the  patient  was  discharged 
in  good  condition  on  the  sixth  hospital  day. 
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STAB  WOUND  OF  LIVER  AND  LUNG* 


By  W.  V.  Bradshaw,  M.  D. 
Huntington,  W est  Virginia 


Identity  of  Patient:  Case  number  13,391 ; 
initials,  c.  G.;  color,  white;  age,  24 ; occu- 
pation, laborer;  date  of  admission,  January 
5,  1934;  date  of  operation,  January  5,  1934; 
date  expired,  January  25,  1934. 

Complaint:  Stab  wound  of  right  chest 

with  severe  pain  and  shortness  of  breath. 
This  patient  was  stabbed  with  a small  pocket 
knife  fifteen  minutes  prior  to  admission  to 
the  hospital.  He  ran  three  blocks  to  the  hos- 
pital, bleeding  profusely  and  collapsed  upon 
admission.  He  was  treated  for  shock  and 
1500  c.c.  saline  was  given  intravenously. 

Past  History:  Has  always  had  good 

health.  Venereal  history  is  denied. 

Family  History:  Wife  and  two  children 
living  and  well.  Mother  and  father  living 
and  well.  No  history  of  cancer,  diabetes, 
tuberculosis  or  cardiorenal  disease. 

Physical  Examination:  A well  developed 
male  and  upon  admission  in  a moderately 
severe  state  of  shock;  head,  negative;  eyes, 
pupils  regular  and  equal,  and  react  normally 
to  light  and  accommodation;  ears,  drums 
normal;  nose,  negative;  chest,  expansion  is 
symmetrical.  Respiratory  excursions  are 
slightly  increased.  There  is  a stab  wound  at 
the  seventh  interspace  below  the  nipple.  The 
wound  is  about  three-fourths  of  an  inch  in 
length  and  is  bleeding  profusely.  It  extends 
into  the  pleural  cavity  and  thence  downward 
through  the  diaphragm.  Upon  percussion 
the  area  just  around  the  wound  is  tympanitic, 
while  the  upper  lobes  give  normal  resonance. 
Upon  auscultation  the  breath  sounds  over 
the  left  lung  are  slightly  exaggerated.  Over 
the  right  lower  lobe  the  breath  sounds  are 
distant  and  in  places  cannot  be  heard.  The 
two  upper  lobes  show  exaggerated  breath 

“From  IIk  Surgical  Service,  Huntington  Memorial  Hospital, 
Huntington,  West  Virginiu. 


sounds.  No  friction  sounds  are  present.  The 
respiratory  rate  is  35  per  minute. 

Heart:  The  apex  beat  is  displaced  two 

c.m.  to  the  left  of  the  nipple  line.  The  heart 
sounds  are  regular  in  rate  and  rhythm  with 
no  murmurs.  B.  P.  100/65;  pulse,  115. 

Abdomen:  There  is  tenderness  with  rigid- 
ity over  the  right  upper  quadrant. 

Genitals:  No  scars. 

Extremities:  Negative. 

Nervous  System:  Knee  jerks  are  normal. 
Ankle  clonus  is  absent. 

Clinical  Laboratory:  Blood  Wasserr- 

mann  and  Kahn,  negative;  blood  type,  Mass 
No.  4;  temperature,  99;  erythrocytes,  4,- 
200,000;  hemoglobin,  88  percent;  leuco- 
cytes, 9,600;  polynuclear  neutrophiles,  78 
percent;  lymphocytes,  18  percent;  mono- 
cytes, three  percent;  eosinophiles,  one  per- 
cent; coagulation  time,  three  and  one-half 
minutes;  urinalysis — color,  yellow;  reaction, 
acid;  Specific  gravity,  1.023;  negative  for 
sugar,  albumin  and  acetone;  microscopic, 
negative. 

Preoperative  Diagnosis:  Stab  wound  of 
liver,  hemothorax  and  laceration  of  dia- 
phragm. 

Indications  for  Operation:  Profuse  bleed- 
ing from  wound. 

Operation:  Anesthetic — nitrous  oxide  and 
oxygen.  The  abdomen  was  prepared  with 
iodine  and  alcohol  and  opened  through  a 
high  right  rectus  incision.  Blood  clots  with 
free  hemorrhage  were  found  in  the  abdom- 
inal cavity.  The  liver  was  rotated  down- 
ward and  upon  the  superior  surface  a lacera- 
tion three-fourths  of  an  inch  in  length  could 
be  felt.  Just  above  this  laceration  there  was 
a laceration  of  the  diaphragm  about  an  inch 
in  length.  This  was  closed  by  four  inter- 
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rupted  chromic  catgut  No.  1 sutures.  The 
liver  wound  could  not  be  reached  for  sutur- 
ing so  a small  abdominal  roll  was  used  to 
pack  the  wound  and  two  cigarette  drains 
were  inserted  into  the  abdomen  and  closure 
was  done  in  the  usual  manners  The  lacera- 
tion of  the  chest  wall  was  partially  sutured 
and  the  wound  packed.  Time  of  operation, 
40  minutes;  postoperative  condition,  poor. 

Final  Diagnosis:  Hemothorax,  lacera- 

tion of  diaphragm  and  liver. 

Progress  in  Hospital:  First  postoperative 

day — His  temperature  was  101  and  his 
pulse  ranged  from  110  to  145.  One  cigar- 
ette drain  was  removed  from  the  abdomen 
and  the  packing  was  removed  from  the  chest 
laceration,  there  being  very  little  bleeding. 
The  chest  wound  was  packed  with  gauze. 
The  breath  sounds  remained  the  same  as 
upon  admission.  Respiration  was  only  slight- 
ly embarrassed  but  the  patient  was  hiccough- 
ing frequently.  There  was  a more  marked 
displacement  of  the  heart  to  the  left  with 
some  dimunition  of  heart  sounds  at  the  apex. 
Second  postoperative  day — The  second  cigar- 
ette drain  and  the  packing  were  removed 
from  the  abdomen  with  no  bleeding.  Res- 
piration remained  about  the  same  but  the  hic- 
coughing ceased.  For  the  next  four  days  the 
patient’s  temperature  ranged  between  100 
and  103  and  his  pulse  between  1 10  and  120. 

Second  Week:  The  patient’s  wounds 

healed  slowly  and  his  respiration  became  less 
painful.  His  pulse  ranged  between  100  and 
1 1 5 and  his  temperature  between  99  and 
101.  He  was  apparently  improving  slowly. 

Third  Week:  The  breath  sounds  over 

the  right  lung  became  more  and  more  dim- 
inished and  the  patient  became  slightly  cyan- 
otic at  short  intervals.  He  was  given  intra- 
venous saline  and  oxygen  inhalations  to 
which  he  responded  quite  favorably.  An 
x-ray  of  the  chest  revealed  a displacement  of 
the  trachea  and  heart  to  the  left.  The  right 
lung  appeared  very  dense  from  apex  to  base 
but  the  left  was  normal.  A blood  count  at 
this  time  revealed  the  following: 


R.B.C.,  3,700,000;  hemoglobin,  60  per- 
cent; color  index,  .81;  polynuclear  neutro- 
philes,  89  percent;  lymphocytes,  10  percent; 
monocytes,  one  percent. 

Transfusion  of  500  c.c.  of  whole  citrated 
blood  was  given.  The  chest  was  aspirated 
and  22  ounces  of  bloody  fluid,  containing  pus 
was  obtained  with  a specific  gravity  of  1.033. 
The  patient  rested  much  easier  after  the  as- 
piration but  his  temperature  became  sub- 
normal, ranging  between  96  and  99  and 
his  respiration  between  30  and  40.  On  the 
following  day  the  patient  became  cyanotic  and 
upon  aspiration  of  the  chest,  24  ounces  of 
bloody  fluid  was  removed.  His  temperature 
became  septic  until  January  25  when  he  died. 

Autopsy  Report  (Dr.  F.  C . Hodges): 
Post  mortem  rigidity  marked.  There  are 
two  wounds  from  incision:  One,  one  inch 
long  about  four  inches  below  the  right  nipple 
at  the  seventh  interspace;  the  other  four  and 
one-half  inches  long  just  to  the  right  of  the 
midline  between  umbilicus  and  right  costal 
margin.  Both  wounds  show  a healing.  Right 
thorax  distended  with  bloody  fluid  and  air. 
Right  lung  collapsed  and  has  undergone 
partial  disintegration.  There  is  a healed 
wound  in  the  diaphragm.  There  are  dense 
adhesions  over  the  entire  right  lobe  of  the 
liver.  There  is  one  partially  healed  incision 
on  the  anterior  mesial  border  of  the  right 
lobe  of  the  liver,  three-fourths  of  an  inch 
deep.  Gall-bladder  and  ducts  normal. 
Stomach,  greatly  dilated  and  distended  with 
gas.  Appendix  kinked  and  congested.  The 
cecum  is  dilated,  the  ascending  and  trans- 
verse colon  bound  by  adhesions.  The  de- 
scending colon  is  normal.  Spleen,  normal; 
kidneys,  normal;  pancreas,  normal;  large 
amount  of  fluid  of  right  chest.  Displace- 
ment of  heart  to  left.  Pericardium,  dull, 
rusty  and  rough  and  filled  with  fluid.  Left 
lung,  normal.  Marked  pericarditis. 

Anatomical  Diagnosis: 

1.  Stab  wound  of  right  chest; 

2.  Penetration  of  diaphragm  and  incision 
of  liver; 

3.  Perihepatic  peritonitis  with  adhesions; 


82 


The  West  Virginia  Medical  Journal 


February , 1935 


4.  Pleuritis  (right)  with  abundant  sang-  7.  Mechanical  displacement  of  heart 

vinopurulent  exudate ; and  mediastinum  to  the  left. 

5.  Pneumolysis ; Cause  of  Death:  Stab  wound  of  lower 

6.  Fibrinopurulent  pericarditis;  right  chest. 


CORONARY  OCCLUSION  WITHOUT  PAIN* 


‘By  C.  F.  Davis,  Jr.,  M.  D. 
Huntington , West  Virginia 


This  case  is  reported  with  the  permission 
of  the  attending  physician,  Dr.  O.  B.  Biern. 
Only  positive  findings  will  be  reported,  all 
non-essential  data  being  omitted  for  the  sake 
of  brevity. 

The  patient,  a white  male,  age  57;  occu- 
pation, postal  clerk;  was  admitted  to  St. 
Mary’s  Hospital  on  June  19,  1934  with  com- 
plaints of  shortness  of  breath  and  indigestion. 

The  history  is  that  he  was  treated  for 
hypertension  and  hypertensive  headaches 
during  1929-30,  following  which  the  head- 
aches improved.  During  1932  he  did  not 
feel  quite  well,  having  complaints  of  poor 
appetite,  constipation  and  slight  shortness  of 
breath  following  exercise  and  large  meals. 
On  July  1 1,  1933  he  had  a severe  attack  of 
shortness  of  breath  which  was  accompanied 
by  sensations  of  substernal  oppression,  con- 
striction or  tightness,  never  bordering  on 
pain,  at  which  time  he  expectorated  so  pro- 
fusely that  he  filled  several  emesis  basins. 
He  had  upper  abdominal  discomfort  and  be- 
came extremely  pale  and  perspired  profusely. 
The  attack  lasted  for  approximately  two  and 
one-half  hours  and  was  somewhat  alleviated 
by  morphine.  During  this  attack  it  was 
noticed  that  his  pulse  was  rapid  and  weak 
and  large  moist  rfiles  were  heard  throughout 
both  lungs.  The  following  day  he  had  a 
temperature  of  101,  a leucocytosis  of  14,600 
with  91%  polymorphonuclear,  and  began  to 
show  evidence  of  congestive  heart  failure. 
Examination  at  this  time  revealed  an  enor- 
mous cardiac  enlargement.  There  was  a sharp 

*From  flic  Medical  Service,  Sf.  Marys  Hospital,  Huntington, 
West  \ irginiu. 


systolic  murmur  heard  over  the  apex  and  a 
to  and  fro  friction  rub  heard  best  over  the 
same  area.  Rales  were  noted  in  the  bases  of 
both  lungs.  There  was  an  increase  in  the 
liver  dullness,  and  it  was  noted  at  this  time 
that  his  blood  pressure  had  dropped  from  a 
systolic  reading  of  195  to  120  and  the  dias- 
tolic from  130  to  90.  Following  this  attack 
he  was  confined  to  bed  for  approximately 
three  months  during  which  time  his  condi- 
tion gradually  improved  with  the  exception 
of  the  development  of  frequent  attacks  of 
nocturnal  cardiac  asthma  which  would  last 
from  one  and  one-half  to  two  and  one-half 
hours  and  occurred  once  or  twice  weekly. 
During  these  attacks  of  nocturnal  dyspnea  he 
would  have  sensations  of  substernal  oppres- 
sion and  constriction  with  upper  abdominal 
discomfort,  and  would  expectorate  large 
amounts  of  blood-tinged  and  frothy  sputum, 
but  had  no  pain.  By  January,  1934,  his  con- 
dition had  so  improved  that  he  was  able  to 
return  to  work  which  he  continued  until 
May,  at  which  time  he  had  another  extreme- 
ly severe  attack  similar  to  the  former  in  all 
respects.  He  was  again  confined  to  bed  and 
was  treated  at  home  until  June  19.  During 
this  time  there  was  very  little  improvement 
in  his  condition,  his  respiratory  embarrass- 
ment and  cyanosis  being  of  such  severity  that 
it  was  considered  advisable  to  hospitalize  him 
at  this  time. 

On  admission,  physical  examination  re- 
vealed an  orthopneic  individual  with  mod- 
erate amount  of  dependent  edema  and  ascites 
with  distension  of  the  cervical  veins.  Inspec- 
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don  of  the  thorax  showed  rapid  shallow  res- 
piration. The  cardiac  impulse  was  diffuse  and 
heaving  and  was  located  in  the  axillary  re- 
gion; palpation  corroborated  the  above,  and 
percussion  revealed  an  enormous  cardiac  en- 
largement. The  right  border  was  five  cm. 
from  the  midline  in  the  fourth  interspace  and 
the  left  border  was  located  in  the  midaxillary 
line  in  the  fifth  interspace,  18.5  cm.  from 
the  midsternal  line.  Auscultation  revealed 
the  cardiac  tones  of  fair  quality.  A2  was 
greater  than  P2.  The  only  disturbance  of 
rhythm  was  an  occasional  extra  systole.  A 
sharp  systolic  murmur  was  heard  over  the 
mitral  area  and  was  transmitted  for  a short 
distance  toward  the  axilla.  Peripheral  ves- 
sels showed  a moderate  amount  of  sclerosis. 
Blood  pressure  135  80.  Many  large  and 
moist  rales  were  heard  in  the  bases  of  both 
lungs.  His  abdomen  was  moderately  dis- 
tended but  contained  no  fluid.  The  liver 
margin  was  five  cm.  below  the  costal  margin 
in  the  right  midclavicular  line. 

During  the  time  in  the  hospital  his  condi- 
tion gradually  improved,  his  edema  (delete) 
gradually  began  to  clear  up  and  his  attacks  of 
dyspnea  occurred  more  infrequently.  He  had 
ten  attacks,  not  counting  those  possible 
attacks  that  were  aborted  by  the  prompt  ad- 
ministration of  morphine. 

Pulse  temperature  and  laboratory  exam- 
inations were  normal  throughout  stay  in  the 
hospital.  The  electrocardiogram  showed  in 
the  first  lead  normal  P waves  with  marked 
widening  of  the  Q R S complex,  with  slight 
notching.  The  T wave  was  definitely  in- 
verted and  of  the  cove  type.  In  the  second 
lead  the  P and  T waves  were  both  upright 
but  with  a prolonged  S T interval  and  with 
the  Q R S complex  completely  inverted  and 
of  low  voltage,  with  more  marked  notching 
than  in  the  first  lead.  Third  lead  showed 
both  P and  T waves  upright  but  with  further 
widening  and  notching  of  the  Q R S com- 
plex. These  are  typical  E K G findings  in 
right  bundle  branch  block. 

V*  hile  in  the  hospital  he  was  kept  on  con- 
tinuous oxygen  therapy,  six  to  eight  liters 


per  minute,  and  was  given  five  hundred  c.c. 
of  1 0 percent  glucose  daily.  Morphine  sul- 
phate was  given  p.  r.  n.  for  dyspnea. 

He  was  discharged  July  14,  in  fair  condi- 
tion with  only  a very  small  amount  of  de- 
pendent edema  and  dyspnea.  Since  then  his 
condition  has  remained  about  the  same. 

Diagnosis:  Coronary  occlusion  with 

bundle  branch  block  without  pain. 

Summary  and  Conclusion:  This  case  has 

been  presented  with  the  idea  of  impressing 
upon  you  the  following  points: 

1 . Coronary  occlusion  may  occur  with- 
out pain; 

2.  A pessimistic  prognosis  is  not  always 
to  be  given  in  coronary  occlusion  and  the 
fact  that  this  patient  has  lived  this  long  con- 
tradicts the  usual  prognosis  of  coronary  oc- 
clusion with  bundle  branch  block; 

3.  Oxygen  is  of  definite  therapeutic  value 
in  the  treatment  of  cardiac  conditions  and  is 
of  special  value  in  coronary  disease,  as  it  com- 
bats the  chief  cause  of  death,  myocardial 
anoxemia; 

4.  We  believe  his  lesion  to  be  located 
high  in  the  right  side,  where  small  emboli 
interfere  with  the  proper  nutrition  of  the 
right  ventricle  which  accounts  for  his  attacks 
of  pulmonary  edema. 


OCCUPATIONAL  DISEASES 

Even  students  of  music  and  the  majority  of  their 
pedagogues  are  only  dimly  aware  of  the  extensive 
ravages  of  the  occupational  neuroses  affecting  musi- 
cians, for  all  over  the  world  they  are  plagued  by 
specific  occupational  diseases  pertinent  to  their  pro- 
fession, Robert  Poliak  says  in  an  article  on  the 
psychic  ailments  of  musicians  in  the  January  Hygeia. 

For  the  overworked  child  prodigy  who  shows 
unusual  musical  talent,  the  danger  is  especially  im- 
minent; often  little  attention  is  paid  to  his  diet, 
exercise  and  relaxation.  At  best,  youth  is  a hazard- 
ous period.  The  danger  zone  of  puberty  is  one  of 
physical,  mental  and  social  crises.  The  youth  with 
talent  must  be  guarded  in  some  way  from  his  own 
excesses,  from  the  blindness  of  his  parents  and 
sometimes  from  the  stupidity  of  his  teachers.  The 
modern  teacher  must  be  something  of  a pathologist 
as  well  as  a musician. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


There  is  no  substitute  for  the  family  physi- 
cian. He  is  usually  the  first  to  see  the  patient 
with  tuberculosis  and  he  determines  what 
special  service  may  be  necessary.  Though  the 
specialist  may  assume  responsibility  during 
the  active  treatment  period  of  this  chronic 
disease  the  family  physician  carries  the  bur- 
den of  caring  for  the  patient  during  his  en- 
tire life.  The  two  brief  abstracts  that  follow 
deal  with  problems  of  tuberculosis  in  general 
practice. 

Problems  of  Pulmonary  Tuberculosis  in  General 
Practice:  The  Commission  on  Medical  Education, 

in  studying  the  diagnoses  reported  by  a group  of 
general  practitioners,  finds  that  the  diagnosis  of 
tuberculosis  is  an  uncommon  one.  Yet  in  1931, 
80,562  new  patients  were  admitted  to  the  509 
special  tuberculosis  hospitals  in  the  United  States. 
The  reason  for  this  discrepancy  between  the  fre- 
quency of  tuberculosis  in  the  community  and  the 
rarity  of  its  recognition  by  the  general  practitioner 
is  not  difficult  to  explain. 

Anti  - Tuberculosis  propaganda  and  the  devel- 
opment of  specialists  in  tuberculosis  have  produced 
an  apathy  on  the  part  of  many  doctors  toward  this 
disease.  The  family  doctor  thinks  that  he  no  longer 
sees  the  cases  as  he  used  to.  Now  they  are  likely 
to  be  recognized  and  segregated  by  school  physi- 
cians, industrial  physicians,  life  insurance  examin- 
ers, or  by  some  special  agency  designed  to  combat 
the  spread  of  the  disease. 

Most  cases  are  treated  while  the  disease  is  active 
by  specialists  in  special  hospitals.  The  result  is  that 
the  general  practitoiner  has  lost  interest  in  this 
subject.  He  has  grown  careless  in  the  art  of  his- 
tory-taking and  physical  diagnosis,  and  has  washed 
his  hands  of  the  treatment  of  tuberculosis.  1 his  is 
an  unfortunate  state  of  affairs,  for  the  general 
practitioner,  in  spite  of  the  trend  of  the  times, 
should  he  as  keenly  alive  to  the  clinical  problems 
of  tuberculosis  as  ever.  If  he  is  a good  doctor,  his 
patients  and  their  families  will  always  eventually 
return  to  him  for  advice,  no  matter  through  what 
special  hands  they  may  pass  on  the  way,  and  he 
remains  their  court  of  last  appeal.  If  he  is  to  give 
sound  advice  in  regard  to  tuberculosis  he  must  be 
familiar  with  it. 


The  author  then  describes  several  illustrative 
cases.  One  was  that  of  a young  woman  with  a 
clearly  defined  chronic  tuberculosis  beginning  insi- 
diously and  becoming  well  advanced  before  it  was 
recognized.  While  still  in  the  sanatorium  she  mar- 
ried and  soon  after  was  discharged  as  well.  A baby 
was  born.  Nine  years  after  her  first  visit  to  the 
clinic,  when  the  baby  was  five  years  old,  he  devel- 
oped tuberculosis  and  his  mother  began  to  have  a 
slight  afternoon  temperature. 

An  alert  family  physician  might  well  have  been 
the  one  to  advise  her  in  regard  to  such  matters  as 
marriage  and  pregnancy,  to  follow  up  her  case,  to 
keep  her  under  supervision  and  to  outline  the 
proper  plan  of  life  for  her.  As  it  was,  the  tuber- 
culosis specialist  gave  her  admirable  hospital  care, 
yet  after  she  left  the  sanatorium,  neither  he  nor 
any  one  else  was  concerned  with  her  method  of 
living,  and  the  end-result  was  a preventable  med- 
ical calamity.  There  are  too  many  cases  of  this 
description  in  all  our  hospitals. 

The  author  has  been  struck  by  the  number  of 
people  with  tuberculosis  who  have  come  to  the 
Peter  Bent  Brigham  Hospital,  and  who  have  been 
transferred  later  to  tuberculosis  hospitals  in  various 
parts  of  the  country,  whose  relations  have  kept 
returning  to  the  house  officers  or  staff  for  sub- 
sequent advice  involving  such  questions  as  the  fol- 
lowing: Should  the  sanatorium  doctor  be  allowed 

to  inject  air  into  the  patient’s  chest  or  to  do  a 
more  radical  operation?  Is  hemoptysis  an  ominous 
sign?  How  long  shall  the  patient  stay  in  bed,  and 
is  the  sanatorium  doctor  right  in  allowing  the 
patient  to  get  up  so  soon?  Is  it  proper  for  the 
sanatorium  doctor  to  have  the  patient’s  tonsils 
removed?  Does  the  sanatorium  doctor  know  what 
he  is  doing?  Questions  of  this  sort  indicate  that 
the  family  doctor  should  and  can  be  a verv  helpful 
liaison  officer. 

Tuberculosis  often  shows  up  unexpectedly  in 
young  people  supposed  to  be  perfectly  healthy  and 
with  symptoms  simulating  an  acute  respiratory  in- 
fection or  as  a sudden  hemoptysis.  Cases  of  this 
type  are  always  at  first  seen  by  the  family  doctor. 

Pulmonary  tuberculosis  is  still  so  common  a 
disease  as  to  be  ever-present,  and  general  practi- 
tioners are  seeing  it  frequently,  perhaps  failing  to 
recognize  its  significance. 

Problems  of  Pulmonary  Tuberculosis  in  Gen- 
eral Practice , Reginald  Fitz,  M.  /).,  Annals  of 
Internal  Medicine , Aug.,  1933. 
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Problems  of  the  General  Practitioner  in  Tuber- 
culosis: Both  the  diagnosis  and  the  treatment  of 

tuberculosis  are  fraught  with  obstacles  and  pitfalls 
for  the  rural  physician.  Diagnostic  difficulties  may 
be  divided  into  the  problems  presented  by  the  atyp- 
ical individual  case,  and  those  concerned  with  epi- 
demiology. Questions  of  correct  therapeusis  for 
rural  patients  also  must  be  given  attention  if  the 
disease  is  to  be  adequately  controlled. 

The  tuberculin  test  is  of  great  help.  Each  patient 
reacting  positively  is  subjected  to  rdentgenographic 
study.  All  x-ray  plates  are  interpreted  by  either 
ja  roentgenologist  or  a tuberculosis  specialist.  1'hese 
two  phases  of  the  diagnostic  schem  have  furnished  a 
solution  for  the  problems  presented  by  the  indi- 
vidual atypical  cases. 

Even  cases  which  do  present  symptoms  or  find- 
ings typical  of  pulmonary  tuberculosis  may  be 
demonstrated  to  be  of  a tuberculous  nature.  All 
atypical  cases  of  either  adult  or  childhood  pneumo- 
nia, all  cases  of  sudden  or  unexplained  elevation  of 
temperature,  of  recurrent  hoarseness,  atypical 
hyperthyroidism,  and  doubtful  pleurisy  are  sub- 
jected to  a tuberculin  test.  That  such  a procedure 
is  justified  is  attested  by  the  demonstration  of 
tuberculosis  in  two  cases  of  atypical  childhood  pneu- 
monia, in  two  cases  with  recurrent  hoarseness, 
one  peculiar  case  of  suspected  hyperthyroidism, 
three  cases  of  pleurisy,  and  one  patient  whose  only 
complaints  were  tiredness  and  loss  of  weight.  Now, 
through  the  use  of  these  tests  many  cases  with 
vague,  indefinite  symptoms  and  few'  or  no  physical 
signs  either  become  tuberculosis-suspects  or  are  pro- 
nounced non-tuberculous.  More  general  use  of 
the  tuberculin  tests  by  general  and  rural  practi- 
tioners is  strongly  urged. 

Often  the  patient  is  reluctant  to  incur  the  ex- 
pense of  the  Mantoux  test  and  x-ray  study,  and 
when  the  doctor  mentions  the  additional  fee  for 
interpretation,  the  patient  often  refuses  to  let  the 
film  be  taken  and  also  assumes  that  the  local  physi- 
cian is  culpably  ignorant.  This  problem  could  be 
solved  by  the  designation  of  some  individual  or 
institution  w'here  accurate  interpretation  of  thoracic 
films  of  tuberculosis-suspects  could  be  obtained 
without  cost  to  the  patient  or  practitioner.  Since 
this  would  overcome  one  of  the  principal  obstacles 
in  correct  diagnosis  of  tuberculosis  in  rural  patients, 
the  expense  would  be  justified  eventually  by  the 
advancement  of  the  anti-tuberculosis  campaign 
which  it  would  aid.  The  results  of  treatment  in  the 
home  are  not  encouraging.  But  this  is  due  to  the 


failure  of  the  patient  to  follow  advice  strictly  as 
prescribed.  Minor  variations  in  one  phase  or  another 
could  possibly  be  well  borne,  but  each  deviation 
leads  to  other  concessions  until  the  ultimate  home 
treatment  amounts  to  no  treatment  at  all. 

J he  routine  practice  should  consist  of  a careful 
history  and  physical  examination,  daily  tempera- 
ture record  with  readings  taken  at  intervals  of  four 
hours  over  a period  of  ten  to  fourteen  days,  re- 
peated sputum  examinations,  basal  metabolic  stu- 
dies if  necessary,  tuberculin  tests  and  roentgeno- 
graphs. Tuberculin  tests  and  x-ray  plates  will  be 
much  more  generally  used  if  more  intensively  and 
extensively  advocated  and  if  some  provision  can  be 
made  for  accurate  interpretation  of  the  films  with- 
out additional  expense  to  the  patient  or  the  rural 
physician.  Best  results  will  be  obtained  both  in 
control  of  spread  of  the  disease  and  in  reduction 
of  morbidity  and  mortality,  if  tuberculous  patients 
in  rural  districts  are  provided  care  in  sanatoria. 

Problems  of  the  General  Practitioner  in  Tuber- 
culosis, Edwin  J . Simons  and  John  B.  Simons , 
Am.  Rev.  of  1 'uber c.,  Nov.,  1934. 


SURGEONS  TO  MEET 

The  Southeastern  Surgical  Congress,  through  its 
secretary,  Dr.  B.  T.  Beasley,  announces  the  sixth 
annual  assembly  of  the  Congress  which  will  be  held 
in  Jacksonville,  Florida,  March  11,  12  and  13, 
1935.  The  Congress  has  met  previously  in  Atlanta, 
Birmingham  and  Nashville. 

The  states  composing  the  Congress  are  Alabama, 
Florida,  Georgia,  Kentucky,  Louisiana,  Mississippi, 
North  Carolina,  South  Carolina,  Tennessee  and 
Virginia.  A record  attendance  is  anticipated  at  the 
Jacksonville  meeting. 

Some  of  the  most  distinguished  surgeons  in  the 
country  representing  the  dififerent  surgical  special- 
ties have  been  invited  to  appear  on  the  program. 
A partial  list  of  those  who  have  already  accepted 
places  is  as  follows:  Doctors  Walter  C.  Alvarez, 
Perry  Bromberg,  Hugh  Cabot,  Willis  C.  Camp- 
bell, George  W.  Crile,  John  F.  Erdmann,  Paul 
Flothow,  Ralph  Green,  Arthur  Hertzler,  C.  Jeff 
Miller,  Alton  Ochsner,  J.  C.  Patterson,  J.  Knox 
Simpson,  J.  W.  Snyder  and  W.  A.  Weldon.  More 
than  twenty  others  will  be  listed  when  the  program 
is  completed. 

For  information  address  Dr.  B.  T.  Beasley,  sec- 
retary-treasurer, 1019  Doctors  Building,  Atlanta, 
Georgia. 
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PRESIDENT’S  PAGE 

At  the  special  meeting  of  the  Council  of  the  West  Virginia  State  Medical  Asso- 
ciation held  in  Charleston  on  January  17,  1935,  I was  pleased  to  note  the  action  of 
the  council  in  adopting  the  following  resolution,  which  I pass  on  without  further 
comment: 

“Whereas,  It  has  been  and  now  is  the  practice  of  many  hospitals  in  West  Vir- 
ginia to  enter  into  contracts  with  industrial  employers  which  contracts  include  in- 
dustrial injuries,  and 

“Whereas,  The  industrial  injuries  referred  to  should  he  compensated  for  by 
the  West  Virginia  Compensation  Department,  in  spite  of  paragraph  C,  Section  3, 
Article  IV,  of  the  Compensation  Act,  which  section  should  in  the  opinion  of  the 
council  be  immediately  repealed,  and 

“Whereas,  Such  practice  is  clearly  in  plain  violation  of  and  repugnant  to  Sec- 
tion 2,  Article  VI,  of  the  principles  of  medical  ethics  of  the  American  Medical  Asso- 
ciation and  which  is  likewise  repugnant  to  the  letter  and  spirit  of  the  by-laws  of  the 
West  Virginia  State  Medical  Association,  and 

“Whereas,  It  is  the  duty  of  this  Council  to  preserve  and  enforce  the  code  of 
ethics  within  the  profession  in  West  Virginia,  and 

“Whereas,  It  is  believed  by  the  council  that  the  members  of  the  state  asso- 
ciation desire  that  the  practice  herein  referred  to  be  abolished  in  West  Virginia  as 
evidenced  by  the  action  of  the  State  Association  at  its  last  annual  meeting,  and 

“Whereas,  It  is  believed  by  the  council  that  the  members  of  the  profession 
desire  to  refrain  from  the  practice  herein  referred  to  but  that  conditions  at  present 
pertaining  to  industrial  medical  practice  make  it  difficult  for  any  individual  or  group 
of  individuals  to  avoid  such  practice  while  others  are  engaging  therein, 

“ Now  Therefore , Be  It  Resolved,  That  after  April  17,  1935,  no  doctor  who  is 
a member  of  the  West  Virginia  State  Medical  Association  shall  engage  in  the  practice 
of  medicine  under  the  terms  of  or  in  connection  with  any  hospital  list  contract  which 
provides  for  the  care  or  treatment  of  industrial  injuries  nor  shall  he  be  on  the  staff 
of,  or  in  any  way  connected  with  any  hospital  which  is  a party  to  any  such  list 
contract,  and 

uBe  It  Further  Resolved,  That  this  council  shall  at  its  next  meeting  after  April 
1 7,  1935  ascertain  whether  or  not  any  members  of  the  state  medical  association  have 
engaged  since  the  date  last  aforesaid  or  are  engaging  in  the  unethical  practice  herewith 
referred  to  and  in  the  event  that  any  member  or  members  have  been  so  engaged  or 
are  engaging,  that  then  this  council  shall  recommend  that  such  member  or  members 
shall  no  longer  be  permitted  to  retain  membership  in  the  West  Virginia  State  Medical 
Association  and  this  council  sjiall  further  recommend  to  the  county  medical  societies 
concerned,  that  the  membership  of  such  member  or  members  in  such  county  society 
be  immediately  terminated.  This  council  docs  further  recommend  that  in  the  event 
that  any  county  medical  society  shall  fail  to  comply  with  the  last  mentioned  recom- 
mendation that  then  the  charter  of  such  county  society  shall  be  withdrawn  and 
revoked.” 


President 
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THE  STATE  LEGISLATURE 

On  Tuesday,  January  22,  Mr.  James  of 
Kanawha  county  introduced  into  the  legis- 
lative hopper  House  Bill  102  which  is  the 
“medical  supervision”  bill  of  the  West  \ ir- 
einia  State  Medical  Association.  At  this  writ- 

o 

ing  the  bill  is  in  the  hands  of  the  Committee 
on  Medicine  and  Sanitation  and  will  no  doubt 
be  favorably  reported  on  the  floor  within  the 
next  few  days. 

When  the  provisions  of  this  bill  were  ex- 
plained in  the  January  Journal,  it  was  stated 
that  the  measure  carried  a provision  for  the 
annual  licensing  of  all  hospitals  in  the  state. 
Opposition  to  this  provision  developed  short- 
ly thereafter  and  it  was  deemed  wise  to  com- 
pletely eliminate  this  provision  from  the  bill. 
The  provision  is  eliminated  in  House  Bill 
102  and  the  bill  deals  only  with  proposed 
medical  supervision  over  the  state  hospitals 
and  allied  institutions  by  the  Public  Health 
Council. 

House  Bill  1 02  covers  three  points  only. 
These  three  points  are  as  follows: 

1 . Appointment  of  the  public  health  coun- 
cil by  the  Governor  from  a panel  of  physicians 
submitted  by  the  W est  Virginia  State  Medical 
Association. 

2.  Appointment  of  the  superintendents  of 


the  state  institutions  caring  for  the  sick  by  the 
Governor  upon  the  recommendation  of  the 
Public  Health  Council. 

3.  Creation  of  a Bureau  of  Hospitalization 
to  be  absorbed  by  the  state  health  department 
which  bureau  shall  carry  out  the  supervision 
program  under  the  direction  of  the  Public 
Health  Council. 

I'hc  bill  in  its  present  form  does  not  change 
or  interfere  in  any  way  with  the  business  and 
financial  supervision  of  the  institutions  by  the 
Board  of  Control.  Most  of  the  institutional 
superintendents  are  strongly  in  favor  of  the 
bill,  as  its  passage  will  enable  them  to  receive 
due  credit  for  their  medical  work  and  will, 
to  a large  extent,  develop  an  atmosphere  of 
security  against  removal  by  a succeeding  state 
administration.  As  a result,  the  anticipated 
opposition  from  this  source  is  at  a minimum, 
now  that  the  superintendents  and  the  Board 
of  Control  fully  understand  the  provisions  of 
the  bill. 

The  only  opposition  encountered  thus  far 
has  been  from  individual  members  of  the 
association  who  feel  that  the  passage  of  the 
bill  would  have  a tendency  to  throw  the  asso- 
ciation into  state  politics.  It  is  true  that  there 
might  be  such  a tendency,  but  we  feel  that 
the  association  is  too  strong  and  much  too 
altruistic  to  yield  to  any  political  motives. 
Certainly  some  group  of  sincere  and  honest 
physicians  should  accept  the  responsibility  of 
guiding  the  medical  policies  of  our  state  med- 
ical institutions.  To  date,  our  state  associa- 
tion has  never  shirked  such  a responsibility  to 
the  citizens  of  West  Virginia.  We  are  sorry 
indeed  that  our  members  who  have  written 
Governor  Kump  and  to  their  legislative 
friends  in  opposition  to  our  bill  did  not  make 
their  objections  known  to  the  association  dur- 
ing the  three  years  that  this  proposed  legis- 
lative program  has  been  under  discussion. 

We  hope  that  our  members  who  feel  the 
association  can  shoulder  the  public  responsi- 
bility involved  in  House  Bill  102  will  im- 
mediately write  their  friends  in  the  legisla- 
ture and  urge  them  to  support  this  measure. 
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MORE  RACKETEERING 

About  once  or  twice  a year  a letter  comes 
in  to  the  association  headquarters  seeking- 
information  about  one  or  another  bureau 
that  is  all  ready  to  go  to  press  with  a new 
dictionary  of  “insurance  examiners.”  These 
directories  (there  seems  to  be  quite  a number 
of  them)  are  theoretically  turned  over  to  the 
large  insurance  companies,  and  the  large  in- 
surance companies  use  the  directories  in  hand- 
ing out  lucrative  insurance  practices  over  the 
United  States. 

Apparently  it  is  quite  a simple  matter  for 
a doctor  to  get  his  name  inserted  in  one  of 
these  directories.  There  is  no  cost  whatever, 
but  there  is  an  assessment  of  from  $10  to  $30 
to  cover  the  cost  of  preparing  and  printing 
the  directory.  “The  great  increase  in  insur- 
ance examinations”  is  the  catchword  that  is 
generally  the  preferred  lure. 

Our  observation  is  that  few  physicians  in 
West  Virginia  have  fallen  for  this  racket. 
The  entire  scheme  seems  to  be  within  the 
Jaw.  It  is  true  that  the  directories  are 
printed  and  it  is  further  true  that  they  are 
distributed  to  the  insurance  companies.  But 
it  stands  to  reason  that  a reputable  insurance 
company  would  prefer  a recommendation 
stronger  than  the  payment  of  an  assessment 
by  the  doctor  under  consideration. 


I ■***  i 

THE  JOURNAL  ADVERTISERS 

It  would  be  somewhat  futile  to  begin  this 
editorial  with  the  hackneyed  admonition, 
“patronize  our  advertisers.”  And  yet  this  is 
just  the  idea  we  want  to  get  across,  because 
it  means  a great  deal  to  you  individual  mem- 
bers. If  the  Journal  had  no  advertising  at 
all,  individual  members  would  have  to  pay 
the  printer’s  bill.  As  matters  now  stand,  we 
have  sufficient  advertising  to  carry  us  through 
the  year  with  a fairly  comfortable  margin  of 
profit.  The  reason  we  have  a satisfactory 
volume  of  advertising  is  because  perhaps  one- 
tenth  of  the  individual  members  are  keenly 
interested  in  the  success  of  this  publication. 


We  do  not  for  a minute  urge  the  members 
of  the  association  to  disregard  all  other  con- 
siderations and  shop  through  our  advertising 
columns.  But  we  do  urge  you  to  give  pref- 
erence to  our  advertisers  when  other  consid- 
erations are  equal.  We  do  not  consider  this 
particularly  as  a patriotic  duty  to  your  asso- 
ciation. We  do  consider  it  as  a matter  of 
sound  common  sense  to  you.  This  is  your 
Journal.  You  write  the  material  which 
goes  into  its  makeup.  The  advertisers  pay 
the  bill.  Why  shouldn’t  you  give  them  pref- 
erence when  you  can? 

The  doctor  who  gives  no  consideration 
whatever  to  the  Journal  advertisers  is  con- 
tributing to  a three-way  loss.  He  loses  be- 
cause the  Journal  belongs  to  his  association. 
The  advertiser  loses  because  he  pays  for 
something  he  does  not  receive.  The  Jour- 
nal loses  the  revenue.  And  so  we  close  as 
we  began,  “patronize  our  advertisers.”  We 
feel  that  is  a sound  business  proposition. 


HEALTH  INSURANCE  OUTI.OOK 

To  those  of  you  who  have  not  yet  read  it, 
we  call  attention  to  the  lead  editorial  in  the 
January  26  issue  of  the  Journal  of  the  Amer- 
ican Medical  Association  under  the  title  “Pro- 
gress of  Plans  for  Economic  Security.”  It 
covers  the  entire  congressional  and  adminis- 
trative picture  in  Washington  and  it  points 
out  plainly  the  trend  of  legislation  that  will 
have  a far-reaching  efFect  on  the  medical  pro- 
fession. 

The  Wagner  bill  for  social  insurance  was 
submitted  to  Congress  immediately  following 
President  Roosevelt’s  message  on  economic 
security.  It  covers  specifically  old  age  assist- 
ance, aid  to  dependent  children,  earnings  and 
employment  excise  taxes.  The  bill  appro- 
priates $4,000,000  annually  to  enable  the 
federal  government  to  cooperate  with  the 
state  agencies  of  health  in  extending  services 
for  the  health  of  mothers  and  children.  T his 
is  to  be  administered  by  the  Department  of 
Labor.  For  the  care  of  crippled  children, 
$3,000,000  is  provided  annually  and  for 
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child  welfare,  $1,500,000  is  provided  an- 
nually. Finally  the  Wagner  bill  appropriates 
$10,000,000  to  be  administered  by  the 
Bureau  of  the  Public  Health  Service. 

As  pointed  out  by  the  A.  M.  A.  Journal , 
physicians  will  recognize  in  the  plans  for 
maternal  and  child  welfare,  and  for  the  care 
of  the  crippled,  a repetition  of  the  methods 
operative  under  the  Sheppard-Towner  law. 

In  his  recent  message,  President  Roosevelt 
said,  “I  am  not  at  this  time  recommending 
the  adoption  of  so-called  health  insurance, 
although  groups  representing  the  medical 
profession  are  cooperating  with  the  federal 
government  in  the  further  study  of  the  sub- 
ject. . . However  the  Committee  on  Eco- 
nomic Security  will  report  on  health  insur- 
ance on  March  1.  The  point  of  view  of  the 
American  Medical  Association  is  apparently 
clear  to  this  committee.  The  principles  al- 
ready outlined  by  the  committee  as  funda- 
mental to  the  design  of  a sound  plan  of 
health  insurance  reflect  distinctly  the  ten 
principles  to  control  experiments  in  medical 
practice  adopted  by  the  A.  M.  A.  House  of 
Delegates  at  the  Cleveland  meeting  last 
June. 

The  committee  has  submitted  its  tentative 
report  to  the  various  professional  advisory 
groups  and  it  is  announced  that  these  ad- 
visors will  not  report  until  March  1.  Time 
is  therefore  now  available  for  the  medical 
profession  to  make  its  views  clear  both  to  the 
appropriate  advisory  committees  and  to  the 
Committee  on  Economic  Security. 


PAY  YOUR  DUES  NOW! 

This  is  just  a reminder  to  those  of  you  who 
have  not  yet  sent  in  your  1935  dues  to  your 
county  secretary.  During  the  lean  years  of 
the  depression  many  members  found  it  neces- 
sary to  let  their  dues  ride  along  until  just 
before  the  deadline  on  April  first.  Now  that 
times  are  better  we  hope  that  more  and  more 
of  the  members  will  take  care  of  their  annual 
assessment  earlier  in  the  year. 


From  time  to  time  in  the  past  we  have 
published  a “breakdown”  of  the  state  dues 
to  show  just  how  the  association  funds  are 
expended.  Each  member  pays  $ 1 0 to  the 
state  association  annually.  The  figures  below 
show  how  the  individual  assessment  of  each 


member  was  divided  for 

the  year  1934: 

All  salaries  

$ 2.66 

Journal  

2.00 

Defense  fund  

1.00 

Indigent  fund  

1 .00 

Office  rent  

43 

Stamps  

28 

Traveling  expense 

28 

Miscellaneous  

26 

Convention  expense 

24 

Supplies  and  equipment.  . . 

18 

Stationery  

18 

Telephone  - telegraph.  . . . 

14 

Legislative  

07 

Legal 

07 

Savings  

1.21 

Total  

$10.00 

NEW  HOSPITAL  SECRETARY 

M r.  James  W.  Harris,  Jr.,  former  secre- 
tary to  Governor  Kump,  has  recently  been 
employed  as  the  full-time  executive  secre- 
tary of  the  Hospital  Association  of  West  Vir- 
ginia. Mr.  Harris  has  established  his  head- 
quarters in  the  Public  Library  Building  at 
Charleston  and  at  the  present  time  is  engaged 
in  carrying  out  the  legislative  program  of 
the  hospital  association. 

The  move  to  employ  a full-time  lay  sec- 
retary was  inaugurated  at  the  annual  meeting 
of  the  hospital  association  at  Morgantown 
in  October,  1 934.  At  that  time  a special  com- 
mittee was  appointed  to  work  out  a financial 
prospectus.  This  was  accomplished  late  in 
November  and  Mr.  Harris  was  selected  from 
the  list  of  applicants  for  the  position.  He 
assumed  his  new  duties  shortly  before  the 
first  of  the  year. 
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COUNTY  SOCIETY  NEWS 


MARSHALL  COUNTY 

The  Marshall  County  Medical  Society  met  at 
the  Elks  Club  at  Moundsville  on  January  15.  After 
the  transaction  of  routine  business,  Dr.  J.  A.  Strie- 
bich,  secretary,  reported  on  the  annual  Conference 
of  Secretaries  at  Charleston  on  January  3. 

The  scientific  program  was  presented  by  Dr. 
Russell  Bond  of  Wheeling  on  “Scarlet  Fever, 
Measles  and  Whooping  Cough,”  giving  the  period 
of  incubation,  symptoms,  complications  and  isola- 
tion. This  was  a most  interesting  paper  and  the 
meeting  was  well  attended. 

J.  A.  Striebich,  Secretary. 


KANAWHA  COUNTY 

The  annual  banquet  and  installation  of  officers 
of  the  Kanawha  Medical  Society  was  held  at  the 
Daniel  Boone  Hotel,  Charleston,  on  the  evening  of 
January  15  with  an  excellent  attendance. 

New  officers  who  were  installed  at  this  meeting 
were  Dr.  O.  H.  Bobbitt,  president;  Dr.  J.  U. 
Rohr,  vice  president  and  Dr.  P.  A.  Tuckwiller, 
secretary-treasurer. 

The  meeting  was  called  to  order  by  the  retiring 
president,  Dr.  John  W.  Moore,  who  took  the 
occasion  to  review  the  work  of  the  past  year  and 
to  make  recommendations  which  he  hoped  the 
society  would  carry  out  in  the  future.  He  then 
called  upon  Dr.  R.  H.  Walker,  state  president, 
who  spoke  on  the  work  of  the  association  and  out- 
lined the  association’s  legislative  policy.  Dr.  Bobbitt 
also  made  a very  splendid  address,  outlining  plans 
and  policies  for  the  coming  year. 

Andrew  E.  Amick,  Secretary. 


FAYETTE  COUNTY 

The  regular  monthly  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  the  Hill  Hotel, 
Oak  Hill,  on  January  7,  and  was  called  to  order 
by  the  new  president,  Dr.  George  Fordham  of 
Powellton.  During  the  business  session,  Dr.  Claude 
Frazier  of  Montgomery  was  accepted  for  member- 
ship and  the  president  appointed  Dr.  P.  E.  Prilla- 
men,  Dr.  Harry  McGrath  and  Dr.  F.  S.  Harkle- 
road  as  an  advisory  committee  to  the  Womans’ 
Auxiliary. 


Dr.  Hugh  G.  Thompson  of  Charleston  presented 
the  scientific  program  with  a paper  on  “Surgical 
Consideration  of  Diabetes.”  This  paper  was  in- 
structive and  greatly  enjoyed  by  the  members  pres- 
ent. There  was  a liberal  discussion.  Mr.  R.  B. 
Parker  of  Eli  Lilly  and  Company  then  presented  a 
sound  film  on  “Production  and  Clinical  Applica- 
tion of  Insulin.” 

Guests  of  the  society  included  Dr.  W.  O.  Mc- 
Millan and  Dr.  F.  A.  Clark,  both  of  Charleston. 


MARION  COUNTY 

Dr.  G.  H.  Traugh,  former  secretary  of  the 
Marion  County  Medical  Society,  was  elected  presi- 
dent to  serve  for  1935  at  the  regular  monthly 
meeting  held  at  Fairmont  on  the  evening  of  De- 
cember 1 8.  Other  officers  elected  were  Dr.  C.  T. 
Carter,  vice  president;  Dr.  A.  H.  Stevens,  secre- 
tary and  Dr.  C.  W.  Waddell,  Treasurer. 

Dr.  L.  D.  Howard  and  Dr.  J.  L.  Blanton  were 
elected  delegates  to  the  state  meeting  with  Dr. 
Philip  Johnson  and  Dr.  P.  F.  Priole.au  a-  alter- 
nates. Dr.  Joe  Yost,  Dr.  G.  V.  Morgan  and  Dr. 
G.  R.  Miller  were  elected  to  serve  on  the  board 
of  censors. 

Dr.  J.  A.  Jamison,  Fairmont  and  Dr.  Phoebia 
G.  Moore,  Mannington,  were  elected  to  member- 
ship at  this  meeting.  The  application  of  Dr.  Henry 
D.  Causey,  Fairmont,  was  received  and  referred 
to  the  board  of  censors. 

A.  H.  Stevens,  Secretary. 


McDowell  county 

New  officers  of  the  McDowell  County  Medical 
Society  elected  to  serve  for  1935  are  Dr.  C.  R. 
Hughes,  Kimball,  president;  Dr.  E.  E.  Vermil- 
lion, Welch,  vice  president;  Dr.  R.  H.  Edwards, 
Welch,  secretary,  and  Dr.  F.  E.  La  Prade,  V clch, 
treasurer. 

Dr.  J.  Howard  Anderson,  Hemphill,  was  elected 
to  serve  on  the  board  of  censors  and  Dr.  C.  C. 
Cochran,  Kimball,  and  Dr.  O.  H.  Fulcher,  W clch, 
were  elected  delegates  to  the  state  meeting.  Alter- 
nates elected  were  Dr.  W.  C.  Hall,  Welch,  and 
Dr.  R.  V.  Shanklin,  Gary. 

'Flic  January  meeting  of  the  society  was  held  at 
Welch  on  the  evening  of  January  9,  1935,  with 
approximately  20  members  in  attendance.  \ he 
paper  of  the  evening  was  a symposium  on  syphilis 
which  was  very  ably  discussed.  Dr.  V.  L.  Wctli- 
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erhy  discussed  treatment  and  results  of  various  anti- 
syphilitic  remedies  and  their  sequels.  Dr.  W.  E. 
Dickerson’s  paper  included  the  manifestations  of 
syphilis  in  the  ear,  nose  and  throat.  Dr.  W.  C. 
Hall’s  paper  discussed  the  social  and  economic  status 
of  syphilis  and  its  relation  to  public  health  work. 
The  symposium  was  discussed  freely  by  all  present. 

R.  H.  Edwards,  Secretary. 


OHIO  COUNTY 

Dr.  William  Middleton  of  the  University  of 
W isconsin,  Madison,  was  the  guest  speaker  at  the 
December  21  meeting  of  the  Ohio  County  Medical 
Society  which  was  held  at  the  Ohio  Valley  Gen- 
eral Hospital,  Wheeling.  His  subject  was  “Cor- 
onary Disease,”  which  was  presented  in  a most  in- 
teresting and  instructive  way  and  discussion  was 
opened  by  Dr.  H.  R.  Sander,  Dr.  John  W.  Gil- 
more, Dr.  R.  J.  Snider  and  Dr.  Wr.  T.  McClure. 

At  the  January  1 1 meeting  of  the  society,  Dr. 
Joseph  H.  Barach,  medical  director  of  the  Falk 
Clinic  Outpatient  Department  of  the  Medical 
Center  of  the  University  of  Pittsburgh,  was  the 
essayist.  His  subject  was  “Results  Attained  with 
the  Present  Day  Treatment  of  Diabetes.”  Dis- 
cussion was  opened  by  Dr.  William  M.  Sheppe 
and  Dr.  R.  J.  Snider. 

Russell  C.  Bond,  Secretary. 


MONONGALIA  COUNTY 
Dr.  A.  L.  Osterman,  Wheeling,  was  the  scien- 
tific essayist  at  the  meeting  of  the  Monongalia 
County  Medical  Society  which  was  held  on  Janu- 
ary 8,  at  the  Hotel  Morgan,  Morgantown.  Dinner 
was  served  at  6 o’clock,  following  which  Dr.  Oster- 
man presented  a splendid  paper  on  “Psycho- 
neuroses,” which  was  liberally  discussed  by  the 
members  present. 

G.  R.  Maxwell,  Secretary. 


TYLER-WETZEL  COUNTY 
Dr.  Samuel  E.  Morris  of  the  faculty  of  the 
school  of  medicine,  West  Virginia  University,  was 
the  guest  speaker  at  the  last  meeting  of  the  Tyler- 
V etzel  County  Medical  Society  and  officers  were 
elected  for  the  coming  year.  Dr.  A.  L.  Coffield 
was  elected  president;  Dr.  J.  O.  Theiss  was  elected 
vice  president  and  Dr.  T.  B.  Gordon  was  elected 
secretary-treasurer  for  the  coming  year.  All  three 
officers  are  from  New  Martinsville. 


LOGAN  COUNTY 

The  regular  meeting  of  the  Logan  County  Med- 
ical Society  was  held  on  Wednesday  evening,  Jan- 
uary 1 6 at  the  Logan  General  Hospital,  the  society 
having  accepted  the  invitation  of  the  hospital  to  hold 
its  regular  meetings  there  during  the  coming  year. 

Dr.  Harold  Van  Hoose,  president;  Dr.  V.  A. 
Deason,  vice  president  and  Dr.  E.  H.  Starcher, 
secretary-treasurer,  new  officers  for  1935,  assumed 
their  duties. 

The  president  appointed  the  following  as  mem- 
bers of  the  medical  relief  committee:  Dr.  L.  W. 

Lawson,  Dr.  V.  A.  Deason  and  Dr.  E.  H.  Starcher. 

By  a motion,  Dr.  H.  H.  Farley,  Dr.  F.  E. 
Brammer  and  Dr.  S.  B.  Lawson  were  appointed 
by  the  president  as  a committee  to  take  care  of 
matters  pertaining  to  medical  legislation  on  behalf 
of  the  society. 

The  secretary  and  president  gave  a report  of  the 
secretaries’  meeting  held  in  the  office  of  the  ex- 
ecutive secretary  in  Charleston,  January  3. 

Dr.  Carney  of  the  hospital  staff  presented  an  in- 
teresting account  of  an  acute  case  (that  had  re- 
cently been  brought  into  the  hospital  by  ambulance) 
presenting  a series  of  complex  symptoms  which 
upon  autopsy  proved  to  be  brain  tumor. 

Dr.  J.  W.  Lyons  of  Holden  was  the  principal 
speaker  of  the  evening.  His  subject  was  his  trip 
to  San  Antonio,  Texas,  to  attend  the  Southern 
Medical  Association  meeting  and  also  his  side  tour 
to  Mexico  City.  His  talk  and  descriptions  of  the 
country  were  very  interesting. 

E.  H.  Starcher,  Secretary. 


HARRISON  COUNTY 

The  meeting  of  the  Harrison  County  Medical 
Society  was  held  on  January  3,  at  the  Stonewall 
Jackson  Hotel,  Clarksburg,  and  new  officers  were 
installed  for  1935.  The  new  official  family  of  the 
society  is  Dr.  H.  H.  Haynes,  president;  Dr.  R.  B. 
Linger,  vice  president;  Dr.  Creed  C.  Greer,  sec- 
retary and  Dr.  James  T.  Brennan,  treasurer.  Din- 
ner was  served  preceding  the  program. 

The  speaker  of  the  evening  was  Mr.  John  Hart 
of  Charleston,  business  manager  of  Hospital  Serv- 
ice, Inc.,  who  talked  on  hospital  insurance.  A liberal 
discussion  followed. 

During  a brief  business  session,  Dr.  George  F. 
Evans,  Clarksburg  was  elected  to  membership. 

Creed  C.  Greer,  Secretary. 
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HANCOCK  COUNTY 

At  the  regular  meeting  of  the  Hancock  County 
Medical  Society  held  on  the  evening  of  January  7 
at  Wierton,  the  following  officers  were  elected  for 
the  coming  year: 

President,  Dr.  C.  A.  Shafer,  Chester;  first  vice 
president,  Dr.  J.  A.  Fisher,  New  Cumberland; 
second  vice  president,  Dr.  Sam  Berardelli,  Weir- 
ton;  secretary-treasurer,  Dr.  L.  A.  Whitaker, 
W eirton. 

Dr.  F.  B.  Harrington,  secretary-treasurer  of  the 
society  since  its  reorganization  in  1922,  resigned  as 
he  is  moving  to  Steubenville,  Ohio,  to  reenter  the 
general  practice  of  surgery.  Dr.  Harrington  has 
been  chief  surgeon  of  the  Weirton  Steel  Company 
for  the  past  16  years  but  after  February  1,  Dr.  L. 
A.  Whitaker  will  assume  these  duties.  Dr.  Har- 
rington will  be  retained  as  consulting  surgeon, 
carrying  on  the  operative  work  for  the  company  at 
the  Ohio  Valley  Hospital  in  Steubenville. 

Also  present  at  the  meeting  were  Mr.  Fred  A. 
Hanlin,  vice  president  of  the  Weirton  Steel  Com- 
pany and  Mr.  George  Fonda,  assistant  to  the  presi- 
dent. Mr.  Fonda  presented  the  new  changes  to 
be  made  in  the  medical  personnel  of  the  company 
and  the  proposed  changes  in  medical  policy. 

Fhe  following  members  of  the  board  of  censors 
were  elected:  Dr.  J.  E.  Richmond,  Dr.  L.  O. 

Schwartz  and  Dr.  M.  Bogarad. 

WYOMING  COUNTY 

The  Wyoming  County  Medical  Society  held 
its  monthly  meeting  December  13,  1934  at  the 
June  Tolliver  Hotel,  Mullens.  Those  present 
were : I)  rs.  Bailiff,  Penn,  Biggart,  Steele,  Wil- 
kinson, Taylor  and  Wylie. 

An  election  was  held,  which  resulted  in  the 
following  officers  being  elected  for  the  coming  year: 
President,  Dr.  J.  O.  Bailiff;  vice  president,  Dr. 
P'.  H.  Penn;  secretary  and  treasurer,  Dr.  Ward 
Wylie;  board  of  censors,  Dr.  Tom  Nale,  Dr.  D. 
1).  Wilkinson,  and  Dr.  J.  F.  Biggart. 

Dr.  H.  A.  Taylor’s  name  was  presented  for 
new  membership  and  was  elected. 

Ward  Wylie,  Secretary. 


eye  diseases 

Of  the  great  number  of  symptoms  of  eye  disease, 
there  are  four  that  are  outstanding,  Dr.  Hyman 
Cohen  points  out  in  the  January  Hygeia  in  the 
chapter  on  “Disease  of  the  Eyes:  General  Consid- 
erations.” 


GENERAL  NEWS 


CONFERENCE  OF  SECRETARIES 

I he  annual  conference  of  component  society 
secretaries  of  the  West  Virginia  State  Medical 
Association  was  held  at  the  association  headquarters 
in  Charleston  on  January  3,  1935.  There  were 
20  secretaries  and  a number  of  county  society  presi- 
dents in  attendance.  The  conference  was  called  to 
order  by  Mr.  Joe  W.  Savage,  executive  secretary, 
and  Dr.  J.  A.  Striebich,  Moundsville,  was  elected 
permanent  chairman. 

Following  the  address  of  welcome  by  Dr.  R.  H. 
Walker,  state  president,  Dr.  James  R.  Bloss,  Hunt- 
ington, talked  on  the  relation  of  the  state  Journal 
to  the  county  medical  societies.  Dr.  Bloss  reviewed 
the  history  of  the  Journal  from  its  first  issue  in 
August,  1906,  to  the  present  day.  Dr.  G.  G. 
Irwin,  Charleston,  concluded  the  morning  session 
with  an  interesting  and  instructive  discussion  on  the 
FF.RA  medical  relief  program  in  West  Virginia. 

Following  lunch  at  the  Daniel  Boone  Hotel,  the 
afternoon  session  was  opened  by  Dr.  R.  C.  Hood, 
Clarksburg,  who  spoke  on  the  FERA  nursing 
program.  Dr.  Eugene  Brown,  Summersville, 
then  talked  on  the  problems  of  the  average  county 
medical  society  and  brought  out  a number  of  in- 
teresting observations  for  consideration.  Fhe  ses- 
sion was  closed  with  a talk  by  Mr.  Savage  on  pros- 
pective state  and  national  legislation. 

All  of  the  secretaries  and  presidents  who  attended 
the  January  3 conference,  took  an  active  part  in 
the  discussions  and  it  was  reported  to  have  been  the 
best  attended  and  the  most  interesting  gathering 
the  secretaries  have  held. 


GOVERNMENT  OPENING 

I'he  United  States  Civil  Service  Commission  has 
announced  an  open  competitive  examination  for 
junior  medical  officer  (interne)  at  St.  Elizabeth’s 
Hospital,  Washington,  I).  C.  Applications  for  the 
position  must  be  on  file  with  the  manager  of  the 
Fourth  U.  S.  Civil  Service  District,  Washington, 
1).  C.,  not  later  than  February  18,  1935. 

Two  types  of  interneship  are  offered,  as  follows: 
(a)  An  accredited  interneship  of  two  years 
(American  Medical  Association  classification  1), 
consisting  of  a rotating  service  of  four  months  of 
surgery,  four  months  of  acute  medical  service,  four 
months  of  chronic  medical  service,  six  weeks  of 
obstetrics  (affiliation),  six  weeks  of  pediatrics  (affil- 
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iation),  three  months  of  general  laboratory  work, 
and  six  months  of  psychiatry. 

(b)  A postgraduate  interneship  of  one  year  in 
psychiatry  (American  Medical  Association  classifi- 
cation 2).  For  this  interneship  physicians  who 
have  already  had  an  accredited  interneship  are  de- 
' sired,  although  applications  from  those  who  have 
not  had  an  accredited  interneship  will  be  accepted. 

Applicants  must  have  been  graduated  from  a 
medical  school  of  Class  A standing  with  the  degree 
of  doctor  of  medicine. 

Applications  will  be  accepted  from  fourth-year 
students  in  schools  which  require  a year  of  interne- 
ship  before  granting  the  M.  I).  degree  (5  years  in 
all),  as  senior  students  to  serve  the  interne  year, 
and  from  senior  students  in  other  schools  subject 
to  their  furnishing  proof  of  graduation  during  the 
existence  of  the  eligible  register. 

Full  information  may  be  obtained  from  the  sec- 
retary of  the  United  States  Civil  Service  Board  of 
Examiners  at  the  post  office  or  customhouse  in  any 
city  which  has  a post  office  of  the  first  or  the  second 
class,  or  from  the  United  States  Civil  Service  Com- 
mission, Washington,  D.  C. 


PREPARING  COPY 

In  addition  to  the  data  on  preparing  papers  for 
publication  in  the  Journal  as  published  in  the  Feb- 
ruary issue  the  following  suggestions  are  submitted 
to  promote  uniformity  and  save  time  and  labor  on 
the  part  of  authors,  editors,  printers  and  others  in- 
volved : 

Phony  Locutions:  “He  operated  six  cases;  others 
were  unoperated.”  It  seems  incredible  that  any 
physician  or  surgeon  could  be  guilty  of  such  a sen- 
tence, but  unfortunately  it  is  not  so  uncommon. 
Others  “operate”  patients.  Why  not  operate  “in” 
the  case  or  “on”  the  patient. 

The  following  quotation  from  Stedman’s  Med- 
ical Dictionary  may  clarify  this  usage: 

“ Case  (kas)  (L.  casus,  an  occurrence).  An  in- 
stance of  disease  with  its  attending  circumstances. 
The  patient  is  not  the  case;  the  fatient  dies  or  re- 
covers, the  case  terminates  fatally  or  ends  in  re- 
covery; the  surgeon  operates  in  a case,  but  operates 
on  the  patient.” 

Smith,  Brown  etc.  Why  not  Smith,  Brown 
et  al.  ? 

“Cases  in  whom”  should  be  cases  in  which,  but 
“patient  in  whom”  is  correct. — Illinois  Medical 
Journal. 


OBITUARY 


I)R.  ROBERT  U.  DRINKARD 

Dr.  Robert  Uriel  Drinkard,  of  Wheeling,  one 
of  the  most  prominent  surgeons  of  West  Virginia, 
died  in  St.  Augustine,  Florida,  on  January  3,  1935 
of  heart  failure.  He  had  been  in  poor  health  for 
several  months  and  had  just  arrived  in  the  Florida 
city  when  he  died. 

Dr.  Drinkard  w'as  54  years  of  age  and  had 
practiced  in  West  Virginia  since  1909.  He  was 
graduated  from  the  Johns  Hopkins  University 
medical  school  in  1908  and  following  a year’s  in- 
terneship came  to  this  state.  He  built  up  a large- 
practice  in  the  Wheeling  area  and  through  ex- 
perience and  much  postgraduate  study  became  one 
of  the  outstanding  surgeons  of  the  state. 

Dr.  Drinkard  devoted  24  years  of  active  service 
to  the  West  Virginia  State  Medical  Association, 
serving  in  various  capacities  of  importance  and  con- 
tributing in  a large  measure  to  the  success  and  in- 
fluence of  organized  medicine  in  this  state.  At  the 
time  of  his  death  he  was  a member  of  the  council. 
Within  the  past  1 0 years  he  served  as  delegate  and 
alternate  to  the  American  Medical  Association  and 
as  chairman  of  the  association’s  Committee  on  Scien- 
tific Work. 

Funeral  services  were  held  at  Wheeling  on  Jan- 
uary 8. 


DR.  Z.  T.  KALBAUGH 

Dr.  Zadock  Troxwell  Kalbaugh,  65  years  of 
age,  died  at  his  home  at  Piedmont  on  January  11, 
following  a paralytic  stroke.  Dr.  Kalbaugh  was 
one  of  the  best  known  physicians  of  Mineral  county 
where  he  had  practiced  for  more  than  30  years. 
He  was  formerly  connected  with  the  late  Dr.  C. 
S.  Hoffman,  past  president  of  the  West  Virginia 
State  Medical  Association,  in  the  operation  of  the 
Hoffman  Hospital  at  Keyser. 

Dr.  Kalbaugh  was  graduated  from  the  New 
York  University  Medical  College  in  1891  and  re- 
ceived his  West  Virginia  license  the  same  year.  He 
became  a member  of  the  association  in  1904  and 
continued  his  membership  in  good  standing  until 
his  death.  Funeral  services  were  held  from  the 
residence  on  January  14. 
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SUGGESTIONS  FOR  SPEAKERS 

The  following  suggestions  are  offered  by  the 
Bureau  of  Publicity  of  the  Indiana  State  Medical 
Association  to  doctors  who  are  scheduled  to  address 
lay  audiences: 

1 . The  use  of  scientific  terms  should  be  avoided 
when  speaking  to  a lay  audience. 

2.  Do  not  talk  over  30  minutes,  unless  urged 
to  do  so. 

3.  Please  keep  closely  to  your  subject. 

4.  Put  pep  into  your  talk  and  speak  loud  enough 
for  all  to  hear. 

5.  Speakers  should  arrive  at  least  a few  moments 
before  the  hour  announced. 

6.  It  is  suggested  that  speakers  endeavor  to  pre- 
sent the  composite  view  of  the  profession  in  their 
addresses  to  the  public. 

7.  It  is  advisable  to  avoid  citation  of  personal 
case  reports. 

8.  Please  aid  the  bureau  of  publicity  in  its  efforts 
to  make  all  presentation  of  its  work  as  impersonal 
as  possible. 

The  bureau  has  also  adopted  a rule  that  no  phy- 
sician who  is  in  private  practice  should  have  his 
name  mentioned  over  the  radio  in  connection  with 
the  bureau  of  publicity  broadcasts,  but  the  names  of 
physicians  holding  public  office  and  connected  with 
public  institutions  may  be  mentioned  over  the  radio, 
if  they  are  not  in  private  practice. 


NARCOTIC  LEGISLATION 

The  following  bulletin  recently  received  from 
the  Bureau  of  Legal  Medicine  and  Legislation  of 
the  American  Medical  Association  should  be  of 
keen  interest  to  every  practicing  physician  in  the 
state : 

The  medical  profession  has  recently  been  threat- 
ened through  the  public  press  with  a federal  licens- 
ing system  to  control  the  professional  use  by  physi- 
cians of  opium  and  coca  leaves  and  of  compounds 
and  derivatives  of  them,  commonly  referred  to  in 
this  connection  as  “narcotic  drugs.” 

Now  a physician  authorized  by  a state  to  prac- 
tice medicine  can  register  under  the  Harrison  Nar- 
cotic Act  as  a matter  of  right  and  professionally 
use  narcotic  drugs,  and  the  federal  government 
cannot  suspend  or  revoke  his  registration  so  long 
as  his  state  license  to  practice  medicine  continues 
in  force. 


Under  the  threatened  federal  licensing  system, 
a federal  officer  or  board  would  determine  who 
may  and  who  may  not  register  under  the  Harrison 
Narcotic  Act  or  under  supplementary  legislation, 
and  without  such  registration  no  one,  even  a physi- 
cian lawfully  engaged  in  the  practice  of  medicine, 
could  administer,  dispense,  or  prescribe  any  drug 
covered  by  the  federal  licensing  system. 

To  any  claim  that  the  federal  government  has 
no  right  thus  to  trespass  on  the  prerogatives  of  the 
States  with  respect  to  the  regulation  of  the  practice 
of  medicine,  it  must  be  pointed  out  that  the  federal 
government,  in  the  control  of  interstate  and  foreign 
commerce,  in  taxing  power,  and  in  treaty-making, 
is  supreme.  Its  authority  over  interstate  and  for- 
eign commerce  under  time-honored  precedents 
could  hardly  be  construed  to  authorize  it  to  regulate 
the  drugs  and  other  agencies  that  physicians  can 
use  in  their  practice  of  medicine  within  any  state, 
but  under  recent  federal  claims  of  authority,  any- 
thing and  everything  affecting  the  course  of  inter- 
state and  foreign  commerce  lies  w'ithin  federal  jur- 
isdiction ; and  if  that  claim  is  established  there  ap- 
pears to  be  no  limit  of  federal  authority  over  the 
professional  use  of  narcotic  drugs.  The  federal  gov- 
ernment is  already  using  its  taxing  power  as  a cloak 
for  clearly  regulatory  police  purposes,  under  the 
Harrison  Narcotic  Act.  Under  its  treaty-making 
power,  the  federal  government,  with  the  approval 
of  the  United  States  Supreme  Court,  has  gone  a 
long  way  toward  limiting  the  rights  of  the  States 
with  respect  to  the  control  of  migratory  game  birds. 

If  an  attempt  should  be  made  to  set  up  a federal 
licensing  system  to  control  the  use  of  narcotic  drugs 
by  physicians,  it  would  probably  be  under  a federal 
claim  of  authority  to  make  regulations  to  carry  into 
effect  some  of  the  various  international  conventions 
to  which  the  United  States  is  a party,  under  the 
provisions  of  Article  VI,  Clause  2,  of  the  Constitu- 
tion, which  provides: 

“This  Constitution,  and  the  laws  of  the 
United  States  which  shall  be  made  in  pursu- 
ance thereof;  and  all  treaties  made,  or  which 
shall  be  made,  under  the  authority  of  the 
United  States,  shall  be  the  supreme  law  of  the 
land;  and  the  judges  in  every  State  shall  be 
bound  thereby,  any  thing  in  the  Constitution 
or  laws  of  any  State  to  the  contrary  notwith- 
standing.” 
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Whether  a federal  licensing  system  to  regulate 
the  practice  of  medicine  to  the  extent  of  controlling 
the  use  of  narcotic  drugs  could  be  lawfully  estab- 
lished under  these  provisions  of  the  Constitution,  in 
\ iew  of  other  provisions  contained  in  it,  it  would 
be  useless  here  to  discuss. 

The  present  recrudescence  of  the  idea  of  a fed- 
eral licensing  system  for  the  control  of  narcotic 
drugs  is  the  result — in  part,  at  least — of  inaction  by 
some  state  medical  examining  and  licensing  boards. 
Even  when  evidence  has  been  submitted  to  them 
showing  that  physicians  practicing  under  authority 
of  licenses  that  they  have  issued  are  narcotic  addicts, 
or  have  been  convicted  of  violating  the  Harrison 
(Narcotic  Act,  or  both,  some  such  boards  have  neither 
suspended  nor  revoked  the  licenses  of  the  offending 
physicians.  In  some  cases,  failure  to  act  has  been 
due  to  the  absence  of  any  lawful  authority  for  ac- 
tion, but  that  has  not  always  been  the  case.  In 
states  in  which  there  is  no  lawful  authority  for  the 
suspension  or  revocation  of  licenses  under  the  con- 
ditions stated,  the  medical  examining  and  licensing 
Iboards  have  too  often  apparently  made  no  effort  to 
procure  legislation  to  permit  such  action.  Such 
conditions  as  these  tend  to  promote  the  etsablish- 
ment  of  a federal  licensing  system. 

It  will  certainly  not  be  to  the  best  interest  of 
either  the  medical  profession  or  the  public  to  have 
the  federal  government,  by  withholding  or  cancell- 
ing registration  under  the  Harrison  Narcotic  Act 
or  under  any  similar  statute,  create  a class  of  physi- 
cians who  are  actively  and  lawfully  engaged  in  the 
practice  of  medicine  under  state  authority,  but  who 
are  forbidden  by  the  federal  government  to  use  in 
(connection  with  their  practice  such  essential  nar- 
(cotic  drugs  as  opium  and  coca  leaves  and  compounds 
and  derivatives  of  them. 


INTESTINAL  PARASITES 

If  the  eggs  of  such  intestinal  parasites  as  the 
roundworm  have  the  good  fortune  to  be  deposited 
with  manure  in  a kitchen  garden  where  lettuce  and 
other  components  of  a salad  are  cultivated,  the  way 
to  the  new  hosts’s  mouth  is  assured  unless  the  pro- 
duce is  cooked  or  carefully  washed,  Dr.  Claude 
Lillingston  warns  in  the  January  Hygeia  in  the 
chapter  of  “Our  Parasites”  dealing  with  “Two 
Common  Intestinal  Worms.”  Infection  may  also 
follow  the  drinking  of  water  from  a contaminated 
source  as  well  as  the  eating;  of  raw  vegetables.  Raw 
fruit  and  raw  vegetables  from  questionable  sources 
should  be  avoided  or,  if  this  is  not  possible,  should 
"be  carefully  washed. 


WOMAN’S  AUXILIARY 


McDowell  county 

The  Auxiliary  to  the  McDowell  County  Med- 
ical Society  held  a meeting  on  January  11,  at 
Welch,  with  thirteen  members  present.  Luncheon 
was  served  and  immediately  following,  Mrs.  G.  L. 
Straub,  president,  presided  over  the  business  session. 
A nominating  committee  was  appointed  and  the 
following  were  designated  as  committeewomen: 

Public  relations,  Mrs.  J.  N.  Anderson  and  Mrs. 
W.  E.  Dickerson;  legislative,  Mrs.  H.  C.  Camper 
and  Mrs.  R.  V.  Shanklin;  historian,  Mrs.  J.  E. 
Davis,  Mrs.  W.  C.  Hall  and  Mrs.  J.  L.  Sameth; 
program,  Mrs.  C.  R.  Hughes. 

The  Auxiliary  plans  to  hold  a bridge  tourna- 
ment on  February  1,  at  Welch.  Mrs.  W.  E.  Dick- 
erson is  general  chairman  for  the  event. 

There  being  no  further  business  the  meeting 
adjourned  until  the  second  Wednesday  in  March. 

Mrs.  N.  F.  Coulon, 
Corresponding  Secretary. 


KANAWHA  COUNTY 

The  Kanawha  County  Auxiliary  held  a luncheon 
meeting  at  the  West  Side  Woman’s  Club  on  Janu- 
ary 8,  1935.  Mrs.  O.  H.  Bobbitt,  president,  pre- 
sided over  the  twenty-seven  members  present.  Miss 
Sara  Spencer  entertained  the  members  with  a read- 
ing followed  by  several  informal  talks  given  by  the 
members.  Mrs.  B.  S.  Preston  spoke  to  the  group 
on  Hygeia.  Mrs.  Vernon  Peterson  gave  a talk 
on  “Superstitions  of  the  Medical  Profession.”  Mrs. 
Morris  F.  Petersen  reported  to  the  Auxiliary  the 
work  of  the  legislative  committee.  Mrs.  W.  S. 
Shepherd  gave  a report  of  the  meeting  held  at  the 
Charleston  Woman’s  Club  which  considered  form- 
ing a Birth  Control  Clinic  in  Charleston. 

After  a short  business  session  the  meeting;  ad- 
journed until  February. 

Mrs.  J.  E.  Rucker, 

C orresfonding  Secretary . 


PARKERSBURG  ACADEMY 

The  Auxiliary  to  the  Parkersburg  Academy  of 
Medicine  met  on  December  8,  with  Mrs.  E.  C. 
Hartman  presiding.  Mrs.  B.  B.  Nicholson  read 
to  the  Auxiliary  a paper  by  Dr.  John  W.  Moore, 
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Charleston,  which  he  had  presented  before  the 
Kanawha  Auxiliary. 

Reports  of  hospital  work  for  the  past  year  were 
heard.  The  Auxiliary  made  927  articles  for  the 
City  Hospital  and  651  for  St.  Joseph’s. 

The  Auxiliary  was  notified  of  the  appointment 
of  Mrs.  W.  B.  Richardson  as  chairman  of  the 
resolutions  committee  of  the  Southern  Medical 
Society  Auxiliary  and  the  appointment  of  Mrs.  A. 
I).  Knott  to  the  committee  for  the  amendment  of 
marriage  laws  by  the  West  Virginia  Public  Health 
Association. 

After  the  business  session,  the  meeting  adjourned 
until  the  second  Tuesday  in  February. 

Mary  Nicholson, 

Corresponding  Secretary. 


FAYETTE  COUNTY 


Mrs.  W.  V.  Wilkerson  entertained  the  wives  of 
the  Fayette  county  doctors  at  her  home  with  a tea 
at  which  several  members  of  the  Kanawha  County 
Auxiliary  and  the  president  of  the  state  Auxiliary, 
Mrs.  M.  F.  Petersen  were  present. 

Mrs.  Petersen  addressed  those  present  on  “The 
Objects  and  Aims  of  a Medical  Auxiliary.”  After 
a general  discussian  the  Fayette  County  Auxiliary 
was  organized  under  the  guidance  of  Mrs.  Petersen 
who  pointed  out  the  requirements  and  obligations 
of  the  members  of  such  an  organization. 

The  following  officers  were  elected  to  serve  until 
after  the  1935  state  meeting  in  Wheeling  in  May: 

President,  Mrs.  W.  V.  Wilkerson,  Montgo- 
mery; president  elect,  Mrs.  George  Fordham, 
Powellton;  first  vice  president,  Mrs.  S.  P.  Price, 
Scarbro;  second  vice  president,  Mrs.  G.  G.  Hodges, 
Kilsyth;  third  vice  president,  Mrs.  H.  F.  'Front- 
man,  Page;  treasurer,  Mrs.  Dave  Shirkey,  Mont- 
gomery; recording  secretary,  Mrs.  C.  W.  Stallard, 
Montgomery;  corresponding  secretary,  Mrs.  W.  P. 
Bittinger,  Summerlee;  public  relations  chairman, 
Mrs.  Ralph  Hogshead,  Montgomery;  legislative 
committee,  Mrs.  Frank  Harkleroad,  Harvey,  chair- 
man, Mrs.  B.  F.  Brugh,  Montgomery;  historian, 
Mrs.  J.  M.  Spinks,  Mt.  Hope;  Hygeia  chairman, 
Mrs.  R.  I).  Kctchum,  Longacre. 

The  next  meeting  of  the  Auxiliary  will  be  held 
at  the  home  of  Mrs.  S.  W.  Price  on  January  8, 
1935. 


Mrs.  W.  P.  Bittincjer, 
Corresponding  Secretary . 


CABELL  COUNTY 

The  December  meeting  of  the  Cabell  County 
Medical  Society  Auxiliary  was  held  at  the  home  of 
Mrs.  Walter  Swann.  Mrs.  Gilbert  A.  Ratcliffc, 
president,  presided  over  the  meeting. 

The  members  present  were  entertained  by  a 
selection  of  Christmas  carols  presented  by  Mrs. 
James  S.  Klumpp  and  Mrs.  Carl  Park.  The 
“Peter  Pan  Kiddies”  also  entertained  with  a num- 
ber of  readings  and  songs. 

Motion  was  made  and  carried  that  each  mem- 
ber contribute  fifty  cents  toward  a Christmas  basket 
for  a needy  family.  A committee  was  appointed  to 
buy  provisions  for  this  basket. 

After  a brief  business  session  the  meeting  ad- 
journed until  January,  1935. 

HARRISON  COUNTY 

The  Auxiliary  to  the  Harrison  County  Medical 
Society  met  on  January  10th  at  the  Stonewall  Jack- 
son  Hotel.  Mrs.  J.  E.  Wilson,  president,  presided 
over  the  sixteen  members  who  were  present. 

Two  excellent  papers  were  presented,  one  by 
Mrs.  J.  E.  Wilson  on  the  subject  “The  Manage- 
ment of  the  Maladjusted  Child  in  the  Community” 
and  another  by  Mrs.  R.  C.  Hood,  the  subject  being 
“The  Treatment  of  Speech  Defects.” 

The  magazine  Hygeia  was  placed  in  all  senior 
and  junior  high  schools  in  Harrison  count!  during 
1934. 

After  a business  session  the  meeting  adjourned 
until  February  7,  1935. 

Mrs.  H.  H.  Esker, 

Corresponding  Secretary. 

NEW  GENERATION 

“Never  before,  in  the  history  of  the  world,  has 
there  been  such  an  opportunity  for  symmetrical  de- 
velopment, physical,  mental  and  spiritual,”  Dr. 
Wingate  M.  Johnson  says  in  an  article  in  the  Janu- 
ary H ygcia  in  which  he  sympathizes  with  the  new 
generation  and  upholds  them  against  the  Grundy 
family.  “The  fact  that  many  of  the  younger  crowd 
do  not  care  to  avail  themselves  of  their  opportuni- 
ties does  not  keep  the  vigorous  minority  from  doing 
so;  and,  after  all,  it  has  always  been  the  thinking 
few  who  have  led  the  way  in  the  world’s  achieve- 
ments.” 

“There  is  only  one  thing  about  the  new  gen- 
eration that  makes  me  pessimistic.  I hat  is  the 
‘greater  freedom  of  the  sexes,’  which  offers  far 
greater  temptation  to  boys  than  was  formerly  the 
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SOME  OF  THE  NEWER  METHODS  FOR  THE  DIAGNOSIS 
AND  TREATMENT  OF  CANCER* 


By  L.  Clarence  Cohn,  M.  D. 
Baltimore , Maryland 


Tn  the  San  Francisco  Cancer  Survey,  the 

eighth  preliminary  report,  1933,  Hoffman, 
from  a most  elaborate  statistical  study  shows 
that  the  cancer  death  rate  has  increased  from 
72  per  100,000  in  1906  to  121  per  100.000 
in  1931.  These  rates  are  based  on  studies 
of  mortality  statistics  from  fifty  American 
cities,  with  an  aggregate  population  of  31,- 
000,000  in  1931,  and  represent  in  the  neigh- 
borhood of  125,000  deaths  from  cancer  in  a 
year  in  the  United  States. 

That  this  increase  in  cancer  mortality  is 
not  entirely  due  to  more  efficient  diagnostic 
methods  has  been  very  well  established,  and 
the  majority  of  students  of  cancer  accept 
these  figures  as  a real  indication  of  an  in- 
crease in  the  incidence  of  cancer.  Maude 
Slye,  of  Chicago,  with  whose  work  on  thou- 
sands of  rat  tumors  I am  sure  you  are 
familiar,  attributes  the  increasing  incidence 
of  cancer  to  the  influence  of  heredity ; and  it 
is  quite  possible  that  ultimately,  with  further 
advances  in  human  genetics,  we  may  be  able 
to  prevent  propagation  among  those  whose 

*Read  before  the  Eastern  Panhandle  Medical  Society,  Mart  ins- 
burg,  W.  Ya.,  December  12,  1934. 


combined  genealogy  distinctly  contraindicates 
conjugation. 

It  is  distressing  that  this  increase  in  cancer 
mortality  has  occurred  despite  the  efforts  of 
various  individual  and  organized  attempts  to 
spread  knowledge  in  regard  to  the  preven- 
tion and  cure  of  cancer,  although  it  is  quite 
possible  that  this  failure  to  produce  an  effect 
on  the  cancer  mortality  statistics  is  not  a fair 
index  of  these  efforts  analyzed  in  the  light 
of  the  Slye  statistics,  and  it  is  quite  conceiv- 
able, judging  from  the  results  in  a few 
clinics,  that  constant  educational  efforts  may 
yet  lower  the  mortality  rate  from  cancer.  In 
1921  Bloodgood  made  the  statement,  which 
still  holds  true,  that  cancer  of  the  mouth  and 
skin  were  preventable  diseases,  and  in  accord- 
ance with  his  suggestions  as  a result  of  his 
studies,  the  United  States  Army  published 
Circular  No.  25,  on  the  prevention  of  cancer 
of  the  cervix  in  mothers.  It  is  by  greater 
dissemination  of  these  and  other  facts  in  re- 
gard to  cancer  that  we  can  hope  to  reduce 
the  incidence  of  cancer  and  bring  the  patient 
under  the  observation  of  the  medical  profes- 
sion in  the  earliest  stages  of  the  disease,  when 
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the  chances  for  a cure  are  best.  Today  the 
chances  of  a cure  are  better  than  ever  before, 
because  added  to  good  surgery  we  have  good 
irradiation. 

Perhaps  some  of  you  are  aware  of  a little 
newspaper  in  Romney,  West  Virginia,  called 
the  Hampshire  Review,  in  which  articles  on 
the  prevention  and  cure  of  cancer  have  ap- 


Fig.  I.  Four  types  of  lights  used  in  transillum- 
ination of  the  breast.  The  largest  light  at  the  right 
is  water  cooled  and  was  designed  by  Cutler. 


peared  every  few  weeks  since  August  of  this 
year.  These  articles  are  appearing  under  the 
title  of  “Preventive  Medicine”,  and  are  pub- 
lished by  the  authority  of  your  state  and  local 
medical  societies  without  the  name  of  any  in- 
dividual. 

This  dissemination  to  the  laity  of  knowl- 
edge in  regard  to  cancer  by  the  American 
Society  for  the  Control  of  Cancer,  the  Amer- 
ican College  of  Surgeons,  And  the  American 
Medical  Association,  supplemented  by  the 
splendid  cooperation  of  the  press,  and  in  re- 
cent years  the  radio  broadcasting  companies 
has  greatly  increased  the  responsibility  of  the 
physician,  not  only  that  of  the  family  physi- 
cian who  first  comes  in  contact  with  the 
patient,  but  that  of  every  medical  specialist 
who  ultimately  takes  part  in  the  diagnosis 
and  treatment  of  the  disease.  Many  physi- 
cians realize  this  greater  responsibility,  and 
there  is  now  in  existence  a new  national  med- 
ical society  called  1'he  American  Association 
for  the  Study  of  Neoplastic  Diseases,  which 


has  over  200  members,  consisting  of  pathol- 
ogists, radiologists  and  surgeons.  There  is 
one  meeting  a year  in  Washington  for  three 
days,  during  which  time  cases  difficult  to 
diagnose  are  presented  by  lantern  slides,  and 
three  times  a year  there  are  meetings  in  the 
Surgical  Pathological  Laboratory  of  the 
Johns  Hopkins  Hospital,  where  cases  diffi- 
cult to  diagnose  are  studied  with  the  micro- 
scope. This  society  is  making  great  progress 
in  the  dissemination  of  pathological  knowl- 
edge. 

That  there  is  a vast  amount  of  funda- 
mental research  being  carried  on  all  over  the 
world,  aiming  to  discover  the  factor  or  factors 
leading  to  the  development  of  the  malignant 
diseases,  everyone  is  aware.  In  this  country, 


Fig.  II.  Photograph  of  patient  June  23,  1933, 
before  irradiation. 


Murphy,  with  Rous,  at  the  Rockefeller  In- 
stitute, was  among  the  earliest  to  select  as  a 
career  the  held  of  cancer  research.  Murphy 
has  worked  diligenly  through  the  years,  and 
last  year  delivered  the  Thayer  Lecture  at 
Johns  Hopkins.  Rous,  known  for  his  trans- 
plantable chicken  sarcoma,  has  been  away 
from  cancer  research  for  several  years  but  is 
now  again  in  this  held.  In  Philadelphia  since 
1927,  Kl lice  McDonald  at  the  University  of 
Pennsylvania,  has  been  conducting  experi- 
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bents  on  cancer  from  the  chemical  approach, 
n Baltimore,  Gey  at  Johns  Hopkins,  has 
een  growing  cells  in  tissue  culture  for  more 
han  12  years,  and  for  more  than  three  years 
ias  been  able  to  grow  the  human  cancer  cell 
nd  make  moving  pictures  of  its  growth 
haracteristics.  At  the  Zoological  Garden  in 
Philadelphia,  Dr.  Corson  White  has  recently 
nade  fundamental  studies  in  bone  metabol- 
in  monkeys  and  the  remarkable  results 
f this  work  have  been  presented  before  the 
American  Association  for  the  Study  of  Neo- 
plastic Diseases  in  1933,  and  again  in  1934, 
>ut  I believe  have  as  yet  not  been  published, 
n recent  years  an  attempt  is  being  made  to 
Correlate  the  functions  of  the  endocrine 
lands  with  the  development  of  tumors  and 


Fig.  III.  Photograph  of  patient  shown  in  Fig. 
II.  August  19,  1933  after  irradiation. 


umor-like  lesions.  Zondek  in  1932,  in  study- 
ng  the  effects  of  the  anteroir  pituitary  hor- 
none  in  relation  to  tumors  of  the  testicle, 
lemonstrated  that  in  men  the  presence  of 
>rolan  a in  the  urine  is  a positive  sign  of  a 
nalignant  tumor  of  the  testicle.  Lewis, 
jeschickter  and  Hartman,  in  a very  recent 
rticle,  assume  from  their  experiments  on 
nonkeys  that  gynecomastia  is  caused  by  a 
•rolonged  hyperstimulation  of  the  male 
'reast  by  the  female  sex  hormone  oestrin, 


and  that  clinically  this  hormone  may  be  sup- 
plied by  chorionic  tissue  in  teratoma  and 
chorioepithelioma  of  the  testicle,  or  that  the 
source  may  be  the  overactive  interstitial 
cells  of  the  testicle  stimulated  by  the  anterior 
pituitary  hormone.  From  the  similarity  in 


Fig.  IV.  Photograph  of  patient  showing  small 
wart  on  concha  of  ear. 


the  pathological  process  in  gynecomastia, 
virginal  hypertrophy  and  fibroadenoma,  they 
were  led  to  assay  a fibroadenoma  removed  at 
operation  for  this  hormone  oestrin  and  this 
assay  showed  a very  high  oestrin  yield,  sug- 
gesting definitely  that  the  tumor  had  a 
marked  capacity  for  concentrating  this  hor- 
mone. They  feel  that  chronic  cystic  mastitis 
may  be  due  to  higher  levels  of  oestrin  in  the 
blood  which  are  transient  and  recurrent  with 
each  menstrual  cycle,  and  in  support  of  this 
conclusion,  have  found  strong  positive  reac- 
tions for  oestrin  in  breast  tissue  the  seat  of 
hypertrophic  changes. 

Until  recent  years,  surgical  pathological 
research  alone,  combined  with  the  study  of 
ultimate  results,  has  yielded  the  most  infor- 
mation regarding  the  morphological  and  bio- 
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logical  characteristics  of  cancer  and  is  still 
the  foundation  upon  which  all  additional  ad- 
vances in  the  knowledge  of  the  prevention 
and  treatment  of  cancer  must  rest  until  the 
primary  cause  of  cancer  is  discovered.  The 
correlation  of  the  surgical  pathologic  studies 
with  the  ultimate  results  has  been  the  only 
scientific  method  of  properly  evaluating  the 
results  of  treatment,  which  until  recent  years 
has  been  almost  exclusively  surgery.  Now 


Fig.  V.  Photograph  of  patient  after  operation 
for  lesion  similar  to  one  shown  in  Fig.  IV. 


that  the  new  science  of  irradiation  has  been 
accepted,  the  Gey’s  method  of  growing- 
human  cancer  in  vitro  becomes  an  important 
adjunct.  In  the  past,  clinical  surgery  in  the 
attack  on  malignant  disease  has  been  helped 
most  by  the  development  of  surgical  path- 
ology and  diagnostic  roentgenology,  and  now 
for  the  first  time  is  being  aided  by  these  newer 
developments  in  the  field  of  irradiation,  in- 
itiated in  the  research  laboratory  of  Regaud 
in  Paris,  supplemented  by  the  clinical  appli- 
cation of  these  methods  by  Cutard. 

I'he  most  recent  addition  to  the  methods 
of  biopsy  of  tumors  is  that  of  aspiration 
biopsy  of  Martin  and  Ellis,  and  this  new 
method  has  expanded  the  field  of  biopsy  tre- 


mendously and  is  particularly  helpful  in  re- 
lation to  preoperative  irradiation. 

Transillumination  of  the  breast,  first  prac- 
ticed by  Cutler  five  years  ago  and  now  ex- 
tensively used,  has  been  a great  help  in  dif- 
ferentiating cystic  and  solid  tumors  without 
operation. 

The  surgery  of  cancer  was  established  in 
1900;  for  the  stomach  by  Billroth  in  1881; 
for  the  rectum  by  Kraske  in  1 885;  for  the 
breast  by  Halsted  in  1 894;  and  for  the  cervix 
by  Wertheim  in  1900.  The  only  additions 
to  the  complete  operations  of  these  pioneers 
have  been  the  improvements  in  anesthesia, 
the  study  of  immediate  frozen  sections  in  the 
operating  room  and  the  addition  of  blood 
transfusion,  and  now  preoperative  irradia- 
tion. 

The  ideas  in  regard  to  cancer  of  the  breast 
are  changing,  due  to  the  recent  studies  of 
Bloodgood,  initiated  by  observations  in 
Regaud’s  Clinic.  It  is  no  longer  considered 
dangerous  to  postpone  the  complete  opera- 
tion for  a thorough  course  of  preoperative 
irradiation  and  all  clinically  malignant 
tumors  of  the  breast  should  now  have  the 
benefit  of  this  additional  protection.  When  a 
clinically  benign  tumor  is  found  at  operation 
to  be  suspicious  of  cancer,  it  seems  safe  to 
close  the  wound  and  give  preoperative  irra- 
diation to  the  axilla  and  breast  before  pro- 
ceeding with  the  complete  operation.  • On  the 
other  hand,  when  an  expert' pathologist  is 
certain  of  cancer,  for  the  present  it  seems 
wiser  to  perform  the  complete  operation  at 
once. 

In  lesions  of  the  jaw  we  have  now  estab- 
lished the  rule  not  to  resect  the  jaw  without 
preoperative  irradiation,  and  if  resection  ulti- 
mately becomes  necessary,  there  is  this  added 
protection. 

Lesions  of  the  cervix,  oral  cavity,  tongue, 
pharynx,  tonsil,  and  to  some  extent  the 
larynx,  are  frequently  radio-sensitive,  and  we 
rarely  operate  now  on  the  primary  tumor. 
When  the  cervical  glands  are  involved  it  is 
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best  to  irradiate  and  then  proceed  with  the 
complete  operation  which  consists  of  removal 
by  block  dissection  of  all  the  glands  from 
mastoid  to  clavicle  to  capsule  of  opposite  sub- 
maxillary salivary  gland,  resecting  the  sterno- 
cleidomastoid muscle  and  internal  jugular 
vein. 


Fig.  VI.  Roentgenogram  of  giant  cell  tumor 
at  lower  end  of  femur. 

Lesions  of  the  lower  lip  we  still  excise  with 
a A -shaped  piece  of  the  lower  lip.  Small 
cancers  and  precancerous  lesions  of  the  skin 
are  most  quickly  and  certainly  cured  by  com- 
plete excision  unless  the  tumor  is  located  in 
such  a position  where  this  would  necessitate 
mutilation,  and  in  this  instance  it  is  wiser  to 
use  irradiation  first.  This  statement  applies 
particularly  to  lesions  near  the  eyelids.  When 
the  tumor  is  on  the  concha  of  the  ear,  com- 
plete excision  with  the  cartilage  beneath  is 
more  sure  than  irradiation. 

For  cancer  of  the  gastrointestinal  tract, 
particularly  for  cancer  of  the  stomach,  colon 
and  rectum,  resection  of  the  local  lesion  with 
the  regional  glands  should  be  the  treatment 
and  the  chances  for  a cure  in  these  localities 


are  directly  proportional  to  the  duration  of 
the  disease  and  to  the  grade  of  malignancy. 

W hen  there  is  a bone  lesion,  there  should 
always  be  an  x-ray  of  the  involved  and  op- 
posite bone  and  in  most  instances  an  x-ray 
of  the  chest,  pelvis,  lateral  view  of  the  skull, 
dental  films  of  the  teeth  and  complete  blood 
studies  with  Wassermann.  The  urine  should 
always  be  examined  for  Bence-Jones  bodies, 
and  now  in  all  cases  of  multiple  bone  lesions 
there  should  be  an  estimation  of  the  blood 
calcium  and  phosphorus.  In  multiple  or 
single  bone  cysts  associated  with  an  increased 
blood  calcium  and  diminished  blood  phos- 
phorus, the  first  treatment  should  be  irradia- 
tion of  the  parathyroid  glands. 


Fig.  VII.  Roentgenogram  of  bone  shown  in 

Fig.  VI  after  curetting  and  bone  transplantation. 

For  the  giant  cell  tumor,  Ewing’s  sarcoma, 
osteogenic  sarcoma,  and  all  tumors  of  bone  in 
which  the  x-ray  is  suspicious  of  malignancy, 
there  should  be  preoperative  irradiation. 

The  large  bone  cysts  and  the  giant  cell 
tumors  ultimately  come  to  operation  and  are 
cured  by  curetting,  chemical  cauterization  and 
bone  grafting. 

Ewing’s  sarcoma  is  extremely  sensitive  to 
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irradiation,  while  the  osteogenic  sarcoma  is 
not,  and  in  the  latter  amputation  has  given 
the  best  results. 

There  is  a lesion  of  bone  which  in  the 
x-ray  resembles  sarcoma  in  about  66  per  cent 
of  the  cases  and  is  not  sarcoma.  This  is 
Garre’s  sclerosing  non-suppurative  osteomye- 
litis and  it  has  a tendency  to  get  well  of  its 
own  accord,  with  or  without  the  discharge  of 


sequestrum,  and  in  the  differential  diagnosis 
of  bone  lesions,  both  from  the  x-ray  and  the 
microscopic  section,  one  must  have  this  lesion 
in  mind. 

In  a brief  summary  of  this  kind  it  is  ob- 
viously possible  to  give  only  a bird’s  eye  view 
of  the  subject  and  I will  attempt  with  the 
aid  of  the  lantern  slides  to  illustrate  some  of 
the  points  discussed. 


PULMONARY  TUBERCULOSIS* 

By  R.  D.  Roller,  M.  I). 
Charleston , IV est  Virginia 


,T''he  subject  given  to  me  by  our  secretary 
was  tuberculosis,  and  later  he  was  kind 
enough  to  limit  it  to  pulmonary  tuberculosis, 
but  whether  childhood  or  adult,  diagnosis, 
treatment  or  prognosis  he  did  not  say,  so  I 
am  taking  the  liberty  of  giving  more  or  less 
of  a rambling  review  of  what  strikes  my  fancy 
at  the  time. 

Children  can  have  pulmonary  tuberculosis 
of  the  adult  type  and  the  same  methods  of 
diagnosis  answer.  But  much  more  frequently 
there  is  childhood  tuberculosis  which  does 
not  resemble  at  all  the  adult  type  except  in- 
asmuch, as  it  is  caused  by  the  tubercle  bacilli 
and  affects  the  thoracic  cavity.  The  greater 
number  of  infections  of  childhood  are  medias- 
tinal adenitis,  tuberculosis  of  the  hilar  area 
and  basal  infections. 

It  is  often  only  by  much  scrutiny  and  infin- 
ite pains,  that  we  are  enabled  to  come  to  the 
conclusion  that  a child  has  a tuberculous  in- 
fection. At  times,  in  a child  that  is  losing 
weight,  does  not  eat,  tires  readily,  even  with- 
out any  temperature,  and  with  negative  phy- 
sical findings  and  negative  x-ray  findings, 
with  a positive  tuberculin  test,  it  is  well  to 
suspect  a mediastinal  adenitis  which  is  either 
too  soft  to  throw  a roentgen  shadow  or  is 


•Road  before  the  Kanawha  Medical  Society  at  Charleston,  W. 
Va.,  December  11,  1984. 


concealed  behind  the  heart  shadow  and  can- 
not be  seen. 

I do  not  mean  that  these  children  should 
be  put  to  bed  and  definitely  called  tuber- 
culous, but  they  should  have  the  advantages 
of  treatment  for  tuberculosis,  excepting  ab- 
solute rest  in  bed.  Many  children  will  re- 
cover from  an  infection  like  this  if  kept  under 
proper  supervision  and  become  well  and 
strong  again  rather  than  later  develop  frank 
tuberculosis,  causing  a long  period  of  dis- 
ability, if  not  death. 

In  diagnosing  pulmonary  tuberculosis  in 
adults,  we  are  often  between  Scylla  and 
Charybdis  in  our  difficulty  in  arriving  at  a 
conclusion.  It  is  equally  as  embarrassing  and 
distressing  to  tell  a patient  he  has  tubercul- 
osis when  he  does  not  have  it,  as  to  tell  him 
he  does  not  have  it  when  he  does  and  permit 
him  to  go  along  until  too  much  time  has 
elapsed  to  obtain  a complete  arrest.  The 
treatment  of  incipient  tuberculosis  is  followed 
in  most  cases  by  arrest  and  healing  but  the 
farther  advanced  the  disease,  the  less  hope 
there  is  for  arrest. 

The  difficulties  are  not  trivial.  It  is  neces- 
sary at  times  to  use  all  the  facilities  we  have 
to  arrive  at  a proper  conclusion. 

Heise  in  making  a survey  of  1,877  cases 
found  that  59  per  cent  of  minimal  cases,  25 
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per  cent  of  moderately  advanced  cases  and 
1 1 per  cent  of  far-advanced  cases  failed  to 
show  any  definite  signs. 

The  vast  majority  of  cases  of  pulmonary 
tuberculosis  begin  in  the  upper  half  of  the 
lungs  and  there  is  a tendency  to  minimize 
or  discard  a diagnosis  of  tuberculosis  when 
the  pathology  is  found  in  other  parts  of  the 
lungs,  yet  pleurisy  with  effusion  can  occur  as 
a result  of  mediastinal  adenitis  in  an  adult 
with  no  pathology  in  the  lung  parenchyma. 
Tuberculosis  of  the  hilar  area  and  basal  tu- 
berculosis have  been  called  lung  abscess  or 
malignancy. 

We  know  that  the  physical  findings  in  an 
examination  of  the  chest  in  tuberculosis  are 
not  typical  for  tuberculosis  as  they  can  be 
found  in  many  other  pathological  lesions. 
The  persistent  rfiles,  blood  streaked  sputum, 
with  constant  cough,  loss  of  weight,  anorexia, 
night  sweats,  afternoon  temperature,  rapid 
pulse  and  general  malaise  can  be  caused  by  a 
bronchiestasis  secondary  to  chronic  sinus  in- 
fection, and  tuberculosis  can  only  be  definite- 
ly ruled  out  by  x-ray  and  frequent  negative 
sputa  with  positive  findings  of  sinusitis.  In 
other  cases  an  x-ray  plate  might  confuse  the 
picture.  A case  has  been  reported  in  which  a 
healed  tuberculosis  of  the  hilar  lymph  nodes 
resulted  in  such  marked  calcification  that 
there  was  ulceration  of  the  calcareous  mass 
into  a bronchus  producing  all  the  signs  and 
symptoms  of  malignancy  of  the  bronchus. 

In  these  doubtful  cases  it  may  be  necessary 
to  resort  to  bronchoscopy  to  make  a diag- 
nosis. It  is  a very  unwise  procedure  to  use  a 
bronchoscope  in  cases  of  active  tuberculosis 
and  it  is  not  proper  to  use  it  until  several 
specimens  of  sputa  have  been  found  negative. 
Even  then  there  is  a source  of  error.  A case 
has  been  reported  at  autopsy  in  which  after 
biopsy  through  the  bronchoscope  the  micro- 
scopic examination  of  a piece  of  tuberculous 
tissue  showed  what  appeared  to  be  a benign 
inflammation  only. 

Trudeau  Sanatorium  has  set  down  the  fol- 
lowing criteria  in  making  a diagnosis  of  tu- 
berculosis: 


1 . A history  of  unexplained  hemoptysis  of  a tea- 
spoonful  or  more; 

2.  History  of  unexplained  pleurisy  with  effusion; 

3.  Parenchymatous  x-ray  lesion; 

4.  Persistent  rales  in  upper  half  of  chest; 

5.  Sputum  positive  for  tuberculosis. 

It  is  better  not  to  make  a positive  diagnosis 
of  activity  by  hemoptysis  alone.  With  it 
there  should  be  a positive  x-ray  or  persistent 
rales  or,  of  course,  a positive  sputum.  The 
same  holds  true  for  the  history  of  unex- 
plained pleural  effusion. 

I do  not  want  to  be  misunderstood.  Tuber- 
cular infection  of  the  lungs  is  by  far  the  most 
common  condition  causing  the  train  of  symp- 
toms associated  with  it  and  a diagnosis  of 
tuberculosis  must  be  considered  and  elimin- 
ated in  all  chronic  diseases  of  the  lungs. 

Treatment : The  main  object  in  the  treat- 

ment of  pulmonary  tuberculosis  is:  as  com- 
plete rest  of  the  affected  part  as  it  is  possible 
to  obtain  and  all  efforts  should  be  directed 
toward  this.  Together  with  the  rest,  fresh 
air,  sunlight  and  proper  and  sufficient  diet 
are  needed. 

Whether  the  rest  is  to  be  carried  out  at 
home  or  in  a sanatorium  is  a matter  for  many 
considerations,  such  as  availability  of  a sana- 
torium, financial  conditions,  etc. 

Where  there  is  free  choice,  a sanatorium 
offers  the  best  place  for  treatment  at  the  be- 
ginning at  least.  At  a sanatorium,  the  patient 
falls  into  the  ways  of  the  cure,  learns  easily 
the  various  methods  used  and  understands 
through  contact  with  others  the  necessity  for 
the  restrictions.  He  has  a routine  to  follow 
and  unlike  home,  it  is  more  difficult  to  break 
the  routine  than  to  carry  it  out.  His  mind 
is  not  distracted  by  the  daily  duties  of  his 
family.  He  does  not  see  them  start  out  in 
the  morning  on  their  numerous  duties,  with 
longing  or  envy  because  he  is  not  with  them. 
He  learns  quickly  the  necessity  for  carrying 
out  orders.  After  a few  months’  stay,  if  it 
becomes  necessary,  he  might  be  permitted  to 
return  home  and  will  be  in  a position  to  fol- 
low directions  with  greater  intelligence  and 
therefore  with  greater  willingness. 


104 


The  West  Virginia  Medical  Journal 


^larch,  1935 


Somewhere,  I saw  that  there  are  about 
800,000  cases  of  active  tuberculosis  in  the 
country  and  only  beds  for  about  1 0 per  cent. 
This  problem  must  be  met  by  care  at  home 
for  the  vast  majority.  Fortunately  this  can 
be  done  if  proper  directions  and  insistence  on 
routine  are  given. 

No  matter  how  small  the  involvement  in 
the  lung,  if  a diagnosis  of  active  pulmonary 
tuberculosis  is  made,  the  patient  should  have 
a minimum  of  a month’s  rest  in  bed.  He  may 
be  permitted  bathroom  privileges,  but  should 
have  his  meals  in  bed.  He  should  not  be 
allowed  to  do  anything  with  his  hands  except 
hold  a book.  He  should  not  read  long  at  a 
time,  but  rest  frequently.  Visitors  must  be 
carefully  watched  and  none  be  allowed  to 
excite  or  irritate  the  patient.  After  a month, 
he  may  begin  to  get  up  in  a chair,  gradually 
increasing  his  exercise  as  long  as  there  are 
no  untoward  symptoms  until  a minimum  of 
six  months  has  elapsed.  No  case  should  be 
released  from  active  supervision  in  less  than 
this  period.  Some  physicians  go  to  the  ex- 
treme of  requiring  absolute  rest  while  in  bed, 
not  permitting  the  lifting  of  an  arm  or  leg 
and  requiring  a nurse  to  turn  the  patient  from 
side  to  side  and  feed  him.  Other  methods  of 
rest  are  obtained  by  the  use  of  shot  bags, 
splints,  etc. 

In  more  advanced  cases,  the  rest  treatment 
consists  of  a longer  time  under  still  more 
strict  supervision,  and  requires  one,  two, 
three  or  more  years  to  obtain  results. 

Together  with  rest,  fresh  air  is  of  equal 
importance,  and  sunlight  if  possible.  The 
patient  should  be  in  a large,  well  ventilated 
room  with  open  windows  and  abundance  of 
light,  or  better  still,  on  a sleeping  porch  which 
can  be  protected  from  rains  and  snow.  If  the 
weather  is  too  severe,  his  bed  may  be  rolled 
inside  at  night.  It  is  not  necessary  to  have 
him  in  freezing  weather  at  night.  The  major- 
ity of  people  can  become  tolerant  to  cold  by 
gradual  exposure.  This  method  is  prefer- 
able to  sudden  exposure  and  the  piling  up  of 
heavy  covers  that  through  their  weight  em- 
barrass and  tire  the  patient. 


It  is  doubtful  if  active  cases  should  be  ex- 
posed to  direct  rays  of  the  sun  while  having 
any  increase  in  temperature.  These  patients 
can  be  gradually  inured,  by  exposure  to  the 
indirect  rays  of  the  sun,  or  by  having  first 
one  part  and  then  another  exposed  to  the 
sun,  increasing  the  time  and  area  as  the 
patient  tolerates  it. 

The  diet  of  a tuberculous  patient  should 
be  more  than  that  of  a normal  individual. 
His  metabolism  is  increased  and  he  needs 
more  to  take  care  of  this  increased  consump- 
tion. 

A man  weighing  150  pounds  should  have 
about  2500  to  3000  calories  divided  properly. 
A good  division  would  be  about  1 00  grams  of 
protein,  80  to  100  grams  of  fat  and  400  to 
500  grams  of  carbohydrate.  Care  must  be 
taken  to  include  fresh  fruits  and  vegetables 
as  much  as  possible.  All  the  vitamins  except 
vitamin  “D”  are  obtained  in  abundance  in  a 
well  balanced  diet.  Vitamin  “D”  should  be 
added  in  the  form  of  cod  liver  oil  or  by 
plentiful  sunshine  which  affects  the  body  in 
the  same  way. 

In  using  artificial  light  in  place  of  sun- 
light, I would  like  to  call  attention  to  the 
fact  that  heliotherapy  applies  to  all  the  rays 
of  the  sun  whereas  ultraviolet  rays,  etc.,  only 
give  a portion  of  the  needed  sun’s  rays  and 
therefore  cannot  be  a complete  substitute  for 
the  sun. 

Among  the  methods  of  obtaining  rest  for 
the  lung  are  several  surgical  procedures,  none 
of  which  are  cures,  but  only  aids  in  treat- 
ment. The  first  and  most  extensively  used 
is  compression  of  the  lung  by  injection  of  air 
into  the  pleural  cavity  or  artificial  pneumo- 
thorax. It  has  been  so  extensively  advertised 
as  a cure  that  the  laity  wonder  why  it  is  not 
used  in  all  cases.  An  article  in  a popular 
magazine  about  a year  ago  by  a layman  prac- 
tically called  all  doctors  crooks  and  charla- 
tans who  do  not  use  it  in  every  case.  It  is 
needless  to  say,  it  only  aids  by  putting  the 
lung  at  rest. 

Carson  first  used  it  in  1821,  and  Rama- 
dage  again  in  1833.  Tulanini  revived  it  in 
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1 882  but  his  first  cases  were  reported  in  1 892 
when  it  may  be  said  to  have  first  been  used. 

Pneumothorax  produces  rest  for  the  lung 
and  permits  healing.  It  prevents  dissemina- 
tion of  infection  either  by  continuity  or  by 
lymph  channels  from  the  focus  in  the  lung. 
It  closes  cavities.  It  can  be  used  to  stop 
hemorrhage  provided  there  is  certainty  as  to 
which  side  the  bleeding  comes  from. 

It  is  best  used  in  unilateral  cases,  but  can 
be  used  where  infection  in  the  contralateral 
side  is  slight,  is  not  spreading  or  is  quiescent. 
At  times  compression  of  one  side  is  followed 
by  a flare  up  of  the  other  side. 

Recently  bilateral  collapse  has  been  done 
with  success.  The  more  infected  side  is  com- 
pletely collapsed  and  the  other  side  is  par- 
tially collapsed.  The  amount  of  air  put  in 
the  second  side  depends  somewhat  on  the 
patient’s  symptoms  at  the  time.  He  is  usually 
uncomfortable,  complaining  of  shortness  of 
breath  for  several  days  after.  The  frequency 
of  refills  depends  on  the  loss  of  air  and  the 
amount  considered  proper  to  put  in  the  first 
time.  In  the  early  part  of  the  treatment  it 
may  be  necessary  to  refill  every  week,  after- 
ward the  interval  may  be  two,  three,  or  even 
four  weeks.  The  lung  should  not  be  per- 
mitted to  expand  fully  before  being  collapsed 
each  time. 

There  is  a controversy  as  to  which  case 
should  have  pneumothorax  and  how  early. 
Pneumothorax  is  not  without  its  disadvant- 
ages. It  may  cause  a permanent  thickening 
of  the  pleura  and  a partial  permanent  col- 
lapse of  the  lung.  During  the  treatment,  a 
small  pleural  effusion  often  occurs  which  is 
seldom  of  much  consequence,  but  at  other 
times  a pyothorax  may  cause  much  uneasi- 
ness. Although  a cavity  is  ideal  for  collapse 
in  many  cases,  a thin-walled  cavity  near  the 
pleura  might  rupture  and  precipitate  a spon- 
taneous pneumothorax. 

A pneumothorax  when  once  started  should 
be  continued  until  the  disease  is  arrested. 
After  a lung  fully  expands  pleural  adhesions 
are  apt  to  form,  and  in  case  of  reactivity  fur- 
ther collapse  would  be  prevented.  This  may 


take  two  or  three  years  or  as  much  as  six 
years.  It  is  doubtful  if  it  shortens  the  course 
of  the  disease  in  those  types  that  would  be- 
come arrested  with  the  usual  treatment,  in 
fact  it  is  thought  it  lengthens  it. 

Therefore,  due  consideration  should  be 
used  before  attempting  it  in  any  case  before 
other  established  methods  have  been  given  a 
sufficient  trial,  six  weeks  to  six  months. 

Pneumothorax  should  not  be  used  in 
asthma  or  in  severe  cases  of  emphysema. 

Where  collapse  is  prevented  by  pleural 
adhesions,  they  may  be  cauterized  if  not  too 
extensive.  This  is  known  as  pneumolysis. 
Sometimes  apicolysis  is  resorted  to.  This  is 
collapse  of  the  apices  in  bilateral  cavitation 
in  this  locality  without  infection  of  the  re- 
maining lung  tissue. 

Oleothorax  has  been  advocated  especially 
in  those  cases  prone  to  develop  empyema. 
Mineral  oil,  olive  or  cotton  seed  oil  are  used 
in  which  has  been  placed,  if  wanted,  some 
antiseptic.  Oil  is  not  well  tolerated  at  first 
and  it  is  best  to  start  with  two  or  three  c.c., 
then  five  c.c.,  then  10  c.c.,  gradually  increas- 
ing to  100  c.c.  at  a time.  If  too  irritating, 
eucalyptol  can  be  added.  Sometimes  just 
sterile  oil  is  used.  If  too  much  oil  is  injected, 
the  weight  may  force  the  diaphragm  down- 
ward and  displace  the  mediastrinum  without 
filling  the  pleural  cavity. 

Avulsion  or  resection  of  the  phrenic  nerve 
is  becoming  a useful  method  of  partially 
putting  the  lung  at  rest.  When  this  is  done 
the  dome  of  the  diaphragm  rises  two  or  three 
inches,  reducing  the  thoracic  cavity  by  about 
one-sixth  or  one-eighth.  It  was  thought  at 
first  that  this  method  was  only  useful  in  basal 
infections.  It  is  now  found  that  those  cases 
of  apical  infections  do  well  under  it  also.  The 
disadvantage  is  the  permanent  loss  of  so  much 
air  space.  In  left  phrenicectomies  there  are 
often  gastric  disturbances  with  much  forma- 
tion of  gas.  It  is  now  advocated  that  a 
phrenicectomy  be  done  on  the  better  side  and 
a collapse  on  the  other. 

In  cases  where  there  is  a unilateral  infec- 
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tion  and  this  consists  of  multiple  cavities  with 
broken  down  lung  tissue,  and  no  evidence  of 
healing,  with  thick  pleural  adhesions  making 
it  unsuitable  for  a collapse,  a thoracoplasty 
can  be  done.  The  ribs  on  the  affected  side 
are  resected  and  the  entire  thoracic  cavity 
collapsed.  This  operation  has  been  the 
means  of  rehabilitating  hundreds  of  hopeless 
cases. 

Tuberculin  is  now  used  by  some  clinicians 
in  active  treatment.  It  must  be  used  in  se- 
lected cases  under  the  most  careful  control. 
It  is  given  in  increasing  doses  like  other  bio- 


logicals,  but  the  reactions  and  untoward 
effects  are  more  frequent  if  used  injudicious- 
ly. The  object  is  to  increase  the  patient’s 
resistance  by  aiding  and  enforcing  the  tuber- 
culin manufactured  by  the  patient  himself. 
Too  much  will  cause  a breaking  down  of  the 
tissues,  increasing  the  symptoms  and  signs  of 
the  disease  and  too  little  apparently  retards 
the  natural  building  up  process  of  nature.  I 
do  not  know  anything  about  it  at  first  hand 
and  am  mentioning  it  to  call  attention  to  the 
fact  that  it  is  used  successfully  apparently, 
but  requires  extreme  diligence  and  care. 


ARTIFICIAL  PNEUMOTHORAX  IN  THE  TREATMENT  OF 
PULMONARY  TUBERCULOSIS* 

‘By  George  F.  Grisinger,  M.  D. 

Charleston , W est  Virginia 


IUTany  years  ago,  Clive  Riviere,  physician 
1VAfor  the  City  of  London  Hospital  for 
diseases  of  the  heart  and  lungs,  made  this 
sage  and  eloquent  statement:  “No  more 

hopeful  ray  of  sunshine  has  ever  come  to 
illuminate  the  dark  kingdoms  of  disease  than 
that  introduced  into  the  path  of  the  consump- 
tive through  the  discovery  of  artificial  pneu- 
mothorax.” Riviere  was,  evidently  a man  of 
marked  perspicuity  to  foresee  the  great  possi- 
bilities in  this  important  therapeutic  measure. 

It  can  hardly  be  doubted  that  the  majority 
of  phthisiologists  actively  engaged  in  the 
treatment  of  the  disease  rely  very  largely  on 
some  form  of  collapse  therapy.  Of  the  com- 
paratively few  methods  that  have  proved 
valuable j the  most  available  and  the  one  pro- 
ductive of  most  beneficial  results  is  artificial 
pneumothorax.  Recommended  on  theoretical 
grounds  over  a century  ago,  so  soon  indeed, 
as  the  elasticity  of  the  lung  was  first  clearly 
recognized,  first  practiced  only  some  sixty 
years  later,  but  again  forgotten,  it  is  only 
during  the  past  decade  that  it  has  reached 

* Presented  before  the  Kanawha  Medical  Society,  Charleston,  on 
December  11,  1984. 


that  place  of  supreme  importance  in  the  treat- 
ment of  pulmonary  tuberculosis  which  is  un- 
doubtedly its  due. 

It  is  generally  recognized  by  those  with 
experience  in  tuberculosis  that  the  basis  of 
treatment  is  rest  of  the  diseased  part.  The 
spongy  consistency  and  continual  movement 
of  the  lung  make  it  easy  for  tuberculosis  to 
spread,  and  it  is  not  surprising  therefore  to 
see  the  rapid  improvement  which  so  often 
follows  the  induction  of  a pneumothorax. 
The  principle  of  the  treatment  is  to  produce 
lymph  stasis  and  to  rest  the  lung,  thus  pre- 
venting spread  of  the  disease  and  allowing 
nature  to  effect  a cure. 

Indications  for  Pneumothorax:  During  the 
early  history  of  pneumothorax  treatment, 
phthisiologists  spoke  of  the  “classical”  case 
for  this  procedure,  which  consisted  of  severe 
one-sided  disease  with  the  other  lung  clear  or 
nearly  clear  to  physical  examination.  Today 
the  “classical”  case  does  not  exist,  due  pri- 
marily to  our  modern  conception  of  this  dis- 
ease, the  result  largely  of  x-ray  development 
in  diagnosis  of  diseases  of  the  chest. 
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Those  cases  which  can  he  considered  as 
entirely  without  the  field  of  compression 
therapy,  certainly  constitute  a very  small 
group.  Since  tuberculosis  heals  by  fibrous 
encapsulation  this  must  be  the  inevitable  re- 
sult when  functional  rest  is  produced  in  an 
elastic  organ  like  the  lung.  This  treatment, 
therefore,  is  indicated  in  any  diseased  Jung, 
unilateral  or  bilateral  when  clinical  or  roent- 
genological evidence  points  to  progressive  dis- 
ease, when  there  is  repeated  or  severe  hemo- 
phtysis,  and  stationary  active  lesions  with  or 
without  cavitation. 

If  you  have  not  had  extensive  experience 
in  treating  this  disease,  then  you  are  not  com- 
petent to  say  when  pneumothorax  should  or 
should  not  be  induced  and  you  should  not 
criticize  by  stating  that  the  physician  is  over- 
enthusiastic  for  what  seems  to  be  over- 
enthusiasm is  often  explained  by  a more  in- 
telligent understanding  of  the  problem  than 
you  possess,  which  is  certainly  no  reflection 
on  the  physician  who  has  not  made  a special 
study  of  the  disease. 

Technique:  The  literature  abounds  in  de- 
scriptions of  various  needles  and  apparatus 
advocated  for  artificial  pneumothorax.  Most 
of  the  needles  are  too  long  and  too  bulky  and 
inflict  unnecessary  damage  upon  the  pleura. 
A needle  that  I have  found  most  convenient 
for  the  average  patient  is  a 20  gauge,  two- 
inch  stainless  steel  with  standard  Luer  tip. 
When  the  chest  wall  is  unusually  thick  a 
two  and  one-half  inch  needle  of  the  same 
gauge  may  be  used.  The  thickness  of  the 
average  chest  wall  is  less  than  three  cm.  in 
its  posterior  aspect  and  the  two-inch  needle  is 
sufficient. 

While  pleural  shock  does  occur  and  at 
times  with  tragic  results,  it  is  my  conviction 
that  the  incidence  of  its  occurrence  can  be 
lessened  with  a refined  technique  that  will 
produce  a minimum  of  trauma  to  the  pleura. 
Even  with  the  very  best  technique,  pleural 
shock  does  occasionally  occur  with  a most 
terrifying  effect  on  the  operator.  I recall  a 
case  treated  at  the  Pinecrest  Sanatorium,  who 
collapsed  during  the  initial  injection  of  air. 


Her  pulse  was  hardly  perceptible,  there  was 
stertorous  breathing  and  the  patient  became 
livid.  Stimulants  were  given  and  she  com- 
pletely recovered  in  two  or  three  hours. 
Three  or  four  days  later,  we  again  tried  to 
induce  a pneumothorax  in  this  patient,  after 
careful  preparation  by  giving  a hypodermic 
of  one-sixth  grain  of  morphia  and  anesthetiz- 
ing the  pleura  and  chest  wall,  but  she  had  a 
similar  attack  and  complained  of  photophobia 
which  lasted  for  three  or  four  days  when  she 
was  quite  well  again.  No  further  attempt 
was  made  to  induce  a pneumothorax  in  her 
case. 

I see  no  occasion  for  the  use  of  a knife  to 
incise  the  skin  at  any  time.  A hypodermic 
needle  for  the  first  prick  of  the  skin  and  a 
small  quantity  of  novocaine  intracutaneously 
not  only  will  make  all  subsequent  use  of  the 
pneumothorax  needle  painless,  but  the  little 
wheal  formed  by  the  injection  will  serve  as  a 
very  convenient  marker  for  the  introduction 
of  the  pneumothorax  needle. 

Generally  speaking,  there  are  two  methods 
available  for  the  introduction  of  air  into  the 
chest  cavity,  the  open  and  the  closed.  The 
open  method  is  the  older  and  perhaps  the 
more  frequently  employed.  In  this  technique 
the  needle  attached  to  a syringe  is  first 
pushed  through  the  chest  wall  into  the 
pleural  cavity.  The  syringe  containing  the 
anesthetic  is  then  removed  and  the  rubber 
tube  leading  to  the  pneumothorax  apparatus 
is  attached  to  the  open  end  of  the  needle  and 
we  are  ready  to  inflate  the  pleural  cavity. 

The  closed  method  involves  the  use  of  a 
two-way  stop  cock  between  the  needle  and 
syringe.  The  stop  cock  is  also  attached  to 
the  pneumothorax  apparatus.  By  turning  the 
handle  of  the  valve  to  the  desired  position, 
novocaine  can  be  introduced,  air  injected  or 
removed,  fluid  aspirated  or  medication  in- 
stilled without  at  any  time  exposing  the  chest 
cavity  or  changing  needles.  Theoretically, 
this  technique  seems  to  have  an  advantage 
over  the  open  method,  but  practically  it  does 
not  when  applied  by  a skilled  operator.  Each 
apparatus  is  equipped  with  a manometer 
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which  registers  both  positive  and  negative 
pressures,  thus  keeping  the  operator  in  touch 
with  intrapleural  changes.  The  water  mano- 
meter is  the  one  in  general  use  today  and  in 
my  opinion  has  a distinct  advantage  over  the 
mercury  manometer,  in  that  the  slightest 
respiratory  fluctuation  is  easily  observed, 
which  is  so  reassuring  to  the  operator. 

At  a first  operation,  sufficient  air  should 
be  permitted  to  flow  into  the  pleural  cavity 
to  maintain  an  adequate  supply  against  the 
next  puncture  and  refill.  Where  the  air 
goes  in  easily,  300  c.c.  is  a convenient  quan- 
tity and  this  should  be  put  in  all  cases  where 
no  pain  or  distress  occurs,  and  where  the 
intrapleural  pressure  is  not  brought  above 
atmospheric  pressure.  In  a free  pleural  cavity 
this  quantity  of  air  should  produce  little 
change  in  intrapleural  pressure  and  the  mano- 
meter should  register  a decided  negative 
pressure. 

Contraindications:  Aside  from  serious 
organic  heart  disease  and  marked  dyspnea, 
there  are  no  special  contraindications  to  the 
institution  of  this  treatment. 

Corn-plications:  Serous  effusion  is  a com- 
mon complication,  but  is  of  little  clinical  sig- 
nificance provided  it  does  not  become  great 
enough  to  embarrass  respiration.  With  this 
complication  it  becomes  necessary  to  watch  the 
patient  more  closely  as  pleural  adhesions  are 
more  likely  to  occur  with  a moderate  effu- 
sion. Empyema  is  occasionally  encountered 
but  is  comparatively  a rare  complication  and 
should  have  no  bearing  on  a decision  to  in- 
stitute pneumothorax.  Air  embolism  is  spoken 
of  by  some  authors  but  must  be  an  extremely 
rare  complication  as  I have  not  observed  this 
condition  during  a good  many  years’  experi- 
ence in  private  and  sanatorium  practice. 

The  Use  of  the  Fluoroscope:  One  of  the 
most  important  advances  in  the  treatment  of 
pulmonary  tuberculosis  by  artificial  pneumo- 
thorax is  the  use  of  the  fluoroscope  before 
and  after  each  refill.  When  the  object,  as  of 
all  modern  pneumothorax  treatment,  is  selec- 


tive collapse,  that  is,  complete  collapse  of  the 
diseased  part  with  no  restriction  of  function 
of  the  healthy  part  of  the  treated  lung, 
fluoroscopic  observation  is  an  urgent  neces- 
sity. By  this  means,  one  can  tell  the  posi- 
tion of  the  lung,  whether  there  is  too  much 
or  too  little  collapse,  the  character  and 
strength  of  adhesions,  and  the  danger  of 
spontaneous  pneumothorax  from  peripheral 
cavities.  Without  such  knowledge,  artificial 
pneumothorax  becomes  a mechanical  pro- 
cedure, requiring  very  little  skill  and  almost 
no  judgment. 

With  routine  fluoroscopic  control,  artificial 
pneumothorax  is  an  art  requiring  the  best 
that  one  can  give  to  his  specialty.  Needless 
to  say,  the  pneumothorax  operator  should 
become  thoroughly  familiar  with  the  use  of 
the  fluoroscope  and  should  make  his  own  ob- 
servations and  deductions.  Artificial  pneumo- 
thorax is  far  too  important  a treatment  to  be 
carried  out  by  any  but  a thoroughly  trained 
man. 

Bilateral  Pneumothorax:  Simultaneous  bi- 
lateral artificial  pneumothorax  has  already 
passed  from  the  stage  of  clinical  study  to 
that  of  practical  cures.  With  a proper  selec- 
tion of  cases,  this  method  of  treatment  should 
be  given  serious  consideration  before  content- 
ing ourselves  only  with  making  the  patient 
comfortable.  The  procedure  is  safe  if  rea- 
sonable care  is  exercised  in  inflating  the 
pleural  cavities. 

The  End  Treatment:  The  physician  apply- 
ing this  treatment  should  have  a definite  in- 
itial objective.  With  the  least  possible  dis- 
comfort and  risk  to  the  patient,  he  seeks  to 
obtain  quickly  the  minimum  degree  of  col- 
lapse of  the  lung  that  is  conducive  to  the 
healing  of  all  tuberculous  infiltration  and 
cavitation.  The  cavitation  must  be  collapsed 
or  obliterated  before  the  treatment  can  be 
completely  successful.  T his  position  of  mini- 
mum collapse  is  then  maintained  with  the 
longest  refill  interval  that  is  then  consistent 
with  healing.  The  question  now  arises,  how 
long  should  collapse  be  maintained  before 
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reexpansion  is  permitted  to  take  place?  I 
think  a good  rule  to  follow,  is  permit  no  re- 
expansion under  the  period  of  three  years. 

One  of  the  arguments  advanced  in  favor 
of  artificial  pneumothorax  treatment,  is  that 
at  the  termination  of  the  treatment  the  lung 
reexpands  and  resumes  its  function.  Even  if 
this  were  wholly  an  advantage,  it  is  not  true. 
A lung  collapsed  by  artificial  pneumothorax 
for  any  considerable  length  of  time  suffers  as 
serious  and  as  permanent  disability  as  any 
other  tissue  with  a like  diseased  process  and 
certainly  its  normal  elastic  state  is  markedly 
impaired.  This  naturally  precludes  any  possi- 
bility of  the  lung’s  complete  reexpansion.  Of 
course,  this  is  not  true  in  all  cases,  as  1 have 
seen  complete  reexpansion  of  the  lung  fol- 
lowing this  treatment  with  almost  clear  lung 
fields.  In  those  cases  where  the  lung  can 
not  fully  reexpand  because  of  marked  fibro- 
tic  change,  nature  comes  to  the  rescue  by  nar- 
rowing the  size  of  the  chest  cavity  by  a fall- 
ing in  and  immobilization  of  the  ribs  and  a 
shift  of  the  mediastinum  to  the  collapsed 
side.  True,  this  does  not  always  fully  com- 
pensate for  the  dead  space  due  to  the  con- 
tracted lung,  therefore,  something  else  must 
be  done  to  prevent  a breaking  down  of  the 
healed  lung  lesion  due  to  pull  and  stretching. 
Phrenicectomy  fulfills  this  role  very  satis- 
factorily in  most  cases.  It  is  my  belief  that 
the  lung  should  never  be  allowed  to  come 
out  until  a phrenicectomy  has  first  been  per- 
formed, as  motion  and  incollapsibility  ire  the 
most  important  factors  in  reactivation  of  a 
healed  tuberculous  lesion.  Paravertebral 
extrapleural  thoracoplasty  is  occasionally  an 
end  necessity  in  these  cases,  and  when  indi- 
cated, should  be  performed.  The  use  of 
heavy  paraffin  oil  to  fill  dead  space  in  these 
cases  works  very  beautifully  and  can  be  used 
when  the  patient  objects  to  a more  serious 
surgical  procedure.  I highly  commend  the 
use  of  paraffin  oil  in  these  cases  as  I now  have 
a number  of  them  under  observation.  In  one 
case  I have  not  disturbed  the  oil  for  ten 
months  as  no  absorption  seems  to  have  taken 
place. 


In  concluding,  I urge  every  physician  to 
familiarize  himself  with  the  use  of  compres- 
sion therapy  in  the  treatment  of  pulmonary 
tuberculosis,  as  those  unfortunates  afflicted 
with  this  disease  should  not  be  denied  this 
therapy  until  the  sun  of  hope  has  set  beyond 
the  horizon. 


ANIMAL  EXPERIMENTATION 

“Animal  experimentation  has  played  a great  role 
in  the  development  of  knowledge  of  infections  and 
their  control,  of  anesthesias  and  their  refinement,  of 
disturbances  in  nutrition,  of  dietary  deficiencies  and 
of  growth,  and  in  the  development  of  new  and  val- 
uable drugs  and  their  continued  refinement,”  Dr. 
A.  J.  Carlson  points  out  in  discussing  “Experimen- 
tation and  Medicine”  in  the  February  Hxgeia. 

Dr.  Carlson  states  that  free  and  intelligent  ex- 
periments on  animals  during  the  last  300  years 
have  been  the  greatest  factor  in  the  present  achieve- 
ments in  knowledge  of  life  and  control  of  disease. 
“It  was  not  until  the  great  William  Harvey  began 
to  observe  and  experiment  on  animals  that  man 
started  to  understand  the  heart,  the  blood  and  the 
circulation.  When  cancer  was  discovered  in 
animals  and  experimentally  produced  in  animals, 
we  began  to  make  real  progress  in  the  understand- 
ing, if  not  in  the  control,  of  this  malady.  The 
lowly  mouse,  not  to  mention  many  other  species, 
has  served  man  well  in  research  on  cancer,  but  one 
cannot  say  today  what  animal  will  yield  the  hoped 
for  answer  to  cancer  prevention  or  cure,”  he  de- 
clares. 

“Animal  experimentation  has  been  a great  factor 
also  in  giving  better  knowledge  of  anemia,  digestive 
and  kidney  disorders,  glandular  disturbances,  nerv- 
ous diseases  and  the  control  of  hookworm  and  other 
diseases.” 

Animal  experimentation,  rather  than  intuition, 
inspiration  and  logic,  will  furnish  a fuller  under- 
standing of  such  important  problems  as  heredity, 
growth,  immunity,  and  nervous,  glandular  and 
nutritional  disorders. 


DR.  LEWIS  PILCHER  DIES 

Dr.  Lewis  Stephen  Pilcher,  scholar  and  editor 
for  half  a century  of  the  oldest  surgical  journal  in 
the  United  States,  the  Annals  of  Surgery , died  on 
December  29,  1934  at  eighty-nine  years  of  age. 
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THE  PHYSICIAN  AND  LITERATURE* 


B\  Beverley  R.  Tucker,  M.  D. 

Medical  College  of  Virginia 
Richmond , Virginia 


Qut  of  the  dawn  of  evolution  came  organ- 
izing and  developing  man,  gregarious  for 
self  preservation  and  social  intercourse,  dom- 
inating from  his  sense  of  elevation  above  the 
other  species,  devotional  because  of  his  be- 
lief in  a god  or  gods,  contemplative  and  medi- 
tative because  of  a feeling  of  immortality. 
He  gradually  became  observant  and  self 
expressive  and  soon  began  to  express  his 
thoughts  in  characters  or  in  writing,  on  stone, 
on  papyrus,  on  wax  tablets,  on  cloth,  on  paper. 
Thus  gradually  writing  became  one  of  the 
arts. 

The  first  great  book  of  the  world,  written 
at  the  time  of  the  building  of  the  great  pyra- 
mids, 2000  years  before  Moses  lived,  was 
the  Egyptian  Book  of  the  Dead  inscribed  on 
papyrus.  A copy  of  this  book  was  placed  in 
the  tombs  of  dignitaries  to  insure  the  safe 
conduct  of  their  souls  into  the  other  world. 
The  Vedas,  the  Sanskrit  scripture  of  India, 
is  said  by  Drinkwater  to  have  been  written 
1000  years  before  Christ.  Chinese  books, 
written  in  India  ink  on  a fabric  of  bamboo  or 
on  silk,  preceded  European  literature  by 
many  centuries.  The  earliest  Hebrew  books 
date  about  1300  B.  C.  and  Moses,  the  first 
great  lawgiver  was  their  first  great  writer. 
Moses  was  also  a great  doctor  even  if  he  had 
no  medical  college  education.  He  advocated 
many  hygienic  regulations  which  are  used 
even  unto  this  day.  The  Phoenician,  Greek 
and  Roman  literature  followed.  When  Julius 
Caesar  burned  the  library  in  Alexandria  in  48 
B.  C.,  700,000  manuscripts  were  destroyed. 
This  library  undoubtedly  was  contributed  to 
by  physicians.  Homer  wrote  on  medical  sub- 

*Tli<*  fifth  Claude  A.  L&thum  Memorial  Lecture  delivered  before 
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jects  and  probably  may  be  considered  a 
doctor. 

The  physician  has  not  contributed  to  litera- 
ture as  much  as  has  the  lawyer  or  the  clergy- 
man ; still  his  contribution  has  been  consid- 
erable and  much  of  it  of  high  order.  To 
write,  one  must  not  only  possess  the  necessary 
mental  equipment  and  technical  knowledge, 
but  one  must  also  have  leisure,  or  steal  time 
from  sleep  or  from  play.  Many  great  physi- 
cians write  well,  although  they  do  not  con- 
tribute to  general  literature.  Their  mono- 
graphs and  their  medical  books  are  works  of 
art  as  well  as  of  science.  Sir  Thomas  Pick- 
ering Pick  wrote  a surgery  that  read  like  a 
novel  j Sir  James  Purves-Stewart  has  a book 
on  the  diagnosis  of  nervous  diseases  which 
has  run  into  many  flawless  editions,  and  in 
this  country  one  experiences  a genuine  pleas- 
ure when  one  reads  any  of  the  medical  writ- 
ings of  Dr.  William  A.  White  or  Dr. 
Lewellys  F.  Barker.  Sir  William  Osier  was 
a great  writer  on  medical  and  semi-medical 
subjects  as  is  Dr.  Harvey  Cushing  who  wrote 
the  excellent  biography  of  Osier. 

In  the  olden  days,  botanical  and  clinical 
description  was  in  verse  and  often  in  sur- 
prisingly good  verse.  It  would  be  too  great 
an  undertaking  for  this  paper  to  describe  the 
literature  of  the  ancients  and  besides  it  has 
been  done  by  others,  some  of  it  elaborately. 
I treated  this  subject,  briefly  to  be  sure,  in 
the  Fifth  Bedford  Lecture  in  Pittsburgh  some 
ten  years  ago.  I shall  therefore  only  men- 
tion a few. 

Hippocrates,  born  about  460  B.  C.  wrote 
largely  upon  medical  subjects  but  the  Hippo- 
crates’ oath  is  a beautiful  piece  of  literature 
and  could  be  called  the  Declaration  of  Dedi- 
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cation  to  Medicine.  Empedocles  and  Aristotle 
in  Greece,  Lucretius  of  Rome,  Galen  of  Per- 
gamus  and  St.  Luke,  the  beloved  physician 
of  the  Bible  are  a few  who  contributed  to 
both  medicine  and  to  literature. 

After  the  Christian  era  came  the  dark  ages 
of  plague  and  wars.  Art  and  science  were  at 
a low  ebb,  but  medicine  in  Europe  was  saved 
by  the  Arabians  from  whom  we  at  present 
have  such  words  as  alkali,  gum  arabic  and 
alcohol.  One  of  the  most  prominent  of 
Arabian  physicians  was  Ibn  Tofail  who  flour- 
ished in  the  twelfth  century.  He  was  also  a 
philosopher  and  an  author.  He  wrote  a 
romance  called  Autodidactus  which  tells  of  a 
child  who  is  thrown  upon  a desert  island  at 
his  birth  and  who  grew  to  manhood.  By  his 
powers  of  observation  he  came,  of  himself,  to 
a knowledge  of  both  God  and  man.  A re- 
markable thing  about  this  romance,  which 
does  not  seem  to  fit  into  our  modern  scheme, 
is  that  there  is  no  woman  in  the  book!  How- 
ever, the  book  has  been  translated  into  many 
languages  including  English.  Tofail  also 
wrote  philosophic  treaties  and  stories  of 
imaginary  voyages. 

In  Europe,  Cesalpino  who  discovered  the 
circulation  of  the  blood  before  Harvey,  in 
the  sixteenth  century,  wrote  a work  of  many 
volumes  called  Peripatetic  Questions.  Spon- 
ius  and  Cellinus  and  others  wrote  on  medical 
subjects  in  hexameters.  Taygetus,  a pupil  of 
Fabricus,  wrote  a defense  of  graverobbing 
and  dissection  which  begins: 

O pleasant  spirit  and  aethereal  breath  of 
freshly  spoiled  Man, 

Ghosts,  who  perceive  your  organs  dissected  by 
wonderful  methods 

And  vour  limbs  separated  and  incised — 

The  poem  continues  later  in  this  fashion: 

You  have  paid  tribute  to  Fabricus  the  inter- 
preter of  wisdom 

Whom  Apollo  nourished  and  made  distin- 
guished in  medical  skill — 

Fabricus,  eminent  before  all  in  piety  and  in 
golden  manners. 

Next  we  come  to  Rabelais,  the  great  ribald 
writer  of  France  of  the  sixteenth  century. 


Rabelais  was  first  a monk  but  at  the  age  of 
forty  studied  medicine.  Life  seemed  to  have 
begun  at  forty  with  him  for  he  not  only  be- 
came a successful  practitioner  and  a lecturer 
on  medicine,  but  one  of  the  great  humorists 
of  the  world. 

Some  achieved  fame  in  semi-medical  writ- 
ing. Among  these  is  Robert  Burton  who 
wrote  the  “Anatomy  of  Melancholy”  which 
is  valuable  to  the  neurologist  and  the  psy- 
chiatrist even  to  this  day.  It  is  full  of  wit  and 
humor  and  among  its  epigrams  may  be  found 
the  following: 

Rob  Peter  to  pay  Paul, 

Penny  wise;  pound  foolish — 

Castles  in  the  air — 

Make  necessity  a virtue. 

Albrecht  von  Haller,  born  in  Berne  in 
1 708,  is  known  as  the  poet  of  the  Alps.  He 
was  also  a great  scientist,  a great  doctor  and 
a great  medical  teacher.  Viewing  his  beloved 
Alps  and  sensing  deity  in  nature,  he  wrote  a 
great  poem,  V e r s u c h Schweigerischer 
Gedichte,  in  which  he  says: 

Enough,  there  is  a God,  and  nature  is  His 
script, 

The  mighty  world’s  whole  structure  shows 
His  workmanship. 

Schiller  was  a surgeon.  Carlyle  considered 
him  the  greatest  dramatic  writer  of  the 
eighteenth  century.  We  know  him  best  as  the 
author  of  William  Tell.  Goethe  was  a doctor. 
He  ranks  as  one  of  the  literary  lights  of  the 
world.  We  remember  him  best  by  the  divine 
comedy,  Faust.  There  were  many  other  con- 
tinental physicians  who  wrote  creditably. 

Jean  Paul  Marat,  a physician,  was  born  in 
Switzerland,  practiced  medicine  in  London, 
and  wrote  on  science,  education  and  philoso- 
phy. He  went  to  France  and  became  a figure 
in  the  French  revolution.  Relentless,  with- 
out fear,  brilliant,  cruel,  cunning,  doubtless  a 
paranoiac,  he  wielded  various  forms  of  power 
until  Charlotte  Corday  rid  the  world  of  his 
activities. 

Clemenceau,  the  great  French  tiger,  was  a 
physician  and  an  author  as  well  as  a states- 
man. He  wrote  novels  and  when  he  was 
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over  eighty  years  of  age  wrote  his  volumes 
on  the  World  War. 

In  Russia,  Checkov,  who  died  in  1904, 
was  the  son  of  a serf.  He,  however,  man- 
aged to  study  medicine  in  Moscow.  He  pub- 
lished eleven  plays  and  many  short  stories 
and  is  considered  one  of  the  best  modern 
Russian  writers. 

Among  the  English  writers  was  Thomas 
Browne,  born  in  1605,  who  practiced  medi- 
cine in  Norwich  for  forty  years.  He  was  a 
profound  classical  scholar  and  had  a beauti- 
ful style  as  is  shown  in  “Religio  Medici”  and 
“Urn  Burial.”  He  is  said  to  have  had  a pro- 
found influence  on  Dr.  Samuel  Johnson. 

Cowley,  a physician  and  a contemporary 
of  Sir  Thomas  Browne,  became  a great  Eng- 
lish poet. 

John  Radcliffe,  graduated  from  Oxford 
and  started  the  practice  of  medicine  in  1675. 
He  was  one  of  the  writers  of  “The  Gold 
Headed  Cane.” 

Tobias  Smollet,  born  in  1721,  the  early 
English  novelist  who  wrote  “Roderick  Ran- 
dom” and  “Humphrey  Clinker”  was  a physi- 
cian. 

Oliver  Goldsmith  was  a poor  student,  a 
fair  flute  player,  and  a failure  in  theology, 
Jaw  and  medicine,  but  he  became  a great 
writer.  He  studied  medicine  in  Edinburgh 
in  1753  but  he  did  not  succeed  in  graduating. 
Afterwards  he  traveled  on  the  continent  of 
Europe  for  two  years  and  came  back  penni- 
less, but  with  a medical  diploma  of  doubtful 
origin.  He  wrote  a book  on  natural  history 
in  regard  to  which  Dr.  Johnson  said  that 
Goldsmith’s  knowledge  of  zoology  was  about 
sufficient  for  him  to  distinguish  a horse  from 
a cow.  In  spite  of  this  acrid  observation,  the 
great  friendship  between  him  and  Dr.  John- 
son is  said  to  be  one  of  the  interesting  rela- 
tionships of  literary  history.  Goldsmith’s 
fame  rests  secure  with  “The  Deserted  Vil- 
lage” in  poetry,  “The  Vicar  of  Wakefield” 
as  a novel,  and  “She  Stoops  to  Conquer”  in 
drama. 

John  Keats  studied  medicine  and  began  to 
practice  his  profession  but  gave  it  up  at  the 


age  of  twenty.  He  died  at  twenty-five  of 
tuberculosis  after  having  gained  a place 
among  the  immortal,  even  though  he  wrote 
for  his  epitaph,  “Here  lies  one  whose  name 
is  writ  in  water.”  It  cannot  be  shown,  I 
think,  that  Keats’  knowledge  of  medicine  in- 
fluenced his  poetry.  “Lamia”  and  “The  Eve 
of  St.  Agnes”  were  written  upon  gruesome 
subjects,  but  medical  knowledge  and  terms 
are  entirely  avoided. 

David  Livingstone  was  born  in  Scotland 
in  1813  of  humble  parentage.  He  was  grad- 
uated in  medicine  in  1 840,  and  went  as  a 
missionary  to  Africa.  After  sixteen  years  of 
adventure  and  discovery  he  returned  to  Eng- 
land and  wrote  a simple  and  straightforward 
story  of  his  travels  and  research  which  met 
with  great  favor.  In  1865  he  published  an- 
other narrative  of  his  further  explorations 
and  then  in  1874,  after  his  death,  was  pub- 
lished his  “Last  Journals.”  His  literary 
style  was  unpretentious  but  his  works  created 
a profound  impression  throughout  the  world. 
He  died  in  the  heart  of  the  Dark  Continent} 
but  England  reveres  her  sons,  and  his  body 
was  brought  back  home  and  he  was  buried  in 
Westminster  Abbey. 

Thomas  Henry  Huxley,  who  died  in 
1895,  graduated  in  medicine  with  distinction 
in  London,  having  described  an  inner  sheath 
of  hairs,  a layer  since  known  as  “Huxley’s 
layer.”  But  Huxley  gave  up  the  active  prac- 
tice of  medicine  for  science  and  philosophy. 
He  was  a skeptic,  and  seemed  always  to  fol- 
low the  dictum  he  once  wrote  Darwin:  “I 

will  stop  at  no  point  as  long  as  clear  reason- 
ing will  carry  me  further.”  His  literary  con- 
tributions were  chiefly  essays  on  the  sub- 
jects of  theology  and  philosophy  and  were 
published  in  periodicals.  His  style  is  clear, 
daring,  sincere  and  interesting. 

Sir  A.  Conan  Doyle  began  his  theory  of 
deduction,  which  afterward  developed  into 
the  Sherlock  Holmes’  series,  when  he  was  a 
medical  student  in  Scotland.  His  other  novels 
and  stories  have  also  become  known.  He  gave 
up  medicine  for  literature  and  then  he  made 
excursions  into  the  land  of  spiritualism. 
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Out  of  the  Great  War  came  at  least  one 
poem  of  beauty  and  power — “In  Flanders 
Fields,”  and  this  was  written  by  a Canadian 
physician,  Dr.  John  McCrae,  who  shortly 
thereafter  passed  his  torch  to  other  hands  and 
joined  the  immortal  throng. 

One  of  the  greatest  physicians  this  country 
has  produced,  and  one  who  has  contributed 
most  to  literature,  was  S.  Weir  Mitchell,  of 
Philadelphia.  It  is  hardly  necessary  before 
this  audience  to  give  a biographical  sketch  of 
Dr.  Mitchell,  or  to  recount  his  many  achieve- 
ments. He  died  in  Philadelphia,  his  lifelong 
home,  in  1914,  at  the  age  of  eighty-five.  An 
idea  of  his  virility  of  mind,  at  an  advanced 
age,  may  be  obtained  by  recalling  that  he 
wrote  “Westways,”  a successful  novel  of 
buoyant  youth,  when  he  was  eighty-four 
years  old!  At  the  age  of  eighty-five,  not 
many  weeks  before  he  died,  he  wrote: 

I know  the  night  is  near  at  hand. 

The  mists  lie  low  on  hill  and  bay, 

The  autumn  leaves  are  drifting  by — 

But  I have  had  the  day. 

Yes,  I have  had,  dear  Lord,  the  day; 

When  at  Thy  call  I have  the  night, 

Brief  by  the  twilight  as  I pass. 

From  light  to  dark,  from  dark  to  light. 

Dr.  Mitchell  had  also  a versatile  mind. 
In  medicine  he  became  one  of  the  foremost 
neurologists  of  the  world,  contributing  to  our 
knowledge  of  injured  nerves,  the  cerebellum, 
psychic  phenomena,  nutrition,  reflexes,  and 
describing  erythromelalgia,  the  disease  bear- 
ing his  name,  and  the  rest  treatment,  also 
called  after  him.  To  natural  science  he  con- 
tributed, sixty  years  ago,  a book  on  snake 
venom,  which  is  standard  today.  He  rendered 
distinguished  service  as  an  army  surgeon  and 
later  he  was  consulted  upon  state  affairs  by 
two  presidents  and  many  lesser  dignitaries. 
To  letters,  Weir  Mitchell  contributed  novels 
of  the  best  type  and  a volume  of  exquisite 
poems.  His  “Hugh  Wynne”  is  probably  the 
finest  historical  novel  written  by  an  American. 
His  poetry  has  not  yet  been  properly  appre- 
ciated. “The  Ode  on  a Lycian  Tomb” 
should  take  its  place  among  the  great  poems 


of  all  time.  “Dr.  Mitchell,”  said  Richard 
Wilder,  “took  his  inspiration  from  the  monu- 
ment which  is  now  in  the  Museum  at  Con- 
stantinople and  has  on  its  four  sides,  eighteen 
compartments  in  which  the  same  woman  ap- 
pears carved  in  many  attitudes  of  grief.”  Let 
us  read  two  verses: 

What  gracious  nunnery  of  grief  is  here! 

One  woman  garbed  in  sorrow’s  every  mood; 
Each  sad  presentment  celled  apart,  in  fear 
Lest  that  herself  upon  herself  intrude 
And  break  some  tender  dream  of  sorrow’s  day, 
Here  cloistered  lonely,  set  in  marble  gray. 

O pale  procession  of  immortal  love, 

Forever  married  to  immortal  grief! 

All  of  life’s  childlike  sorrow  far  above, 

Past  help  of  time’s  compassionate  relief; 

Fhese  changeless  stones  are  treasuries  of  regret 
And  mock  the  term  by  time  for  sorrow  set. 

Oliver  Wendell  Holmes,  of  Boston,  was, 
as  we  all  know,  an  eminent  physician,  who 
gave  us  our  first  real  conception  of  puerperal 
fever  and  in  literature  most  of  us  have  en- 
joyed his  “Autocrat,”  his  “Poet,”  his  “Pro- 
fessor at  the  Breakfast  Table,”  and  his  poet- 
ical works,  including  “The  Last  Leaf,”  “The 
Chambered  Nautilus,”  and  others.  His  irony 
was  keen  and  mixed  with  humor.  Think  of 
this  professor  of  anatomy  and  physiology  de- 
scribing a section  of  the  populace  who  fol- 
lowed quackery  as  among  other  things,  con- 
sisting of  “women  of  both  sexes.” 

George  W.  Bagby,  born  in  1828,  and  dying- 
in  1 883,  was  a physician  of  Richmond,  Vir- 
ginia, who  gained  a wide  reputation  as  a 
writer.  He  was  very  humorous  and  his 
“Bacon  and  Greens”  became  well  known. 
His  description  of  Rubenstein  playing  a piano 
concert  is  one  of  the  best  pieces  of  descrip- 
tive writing  of  the  kind  ever  done  in  this 
country.  Dr.  William  H.  Taylor,  another 
Richmond  physician  of  the  last  century, 
wrote  several  books  of  much  literary  merit. 

Joseph  Collins,  of  New  York,  former  chief 
of  the  New  York  Neurological  Institute  and 
professor  of  neurology  at  the  New  York  Post- 
graduate, has  come  into  just  fame  in  the 
literary  world.  He  is  admired  and  feared  as 
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one  of  our  foremost  literary  critics,  and  his 
books,  “Idling  in  Italy,”  “The  Doctor  Looks 
at  Literature,”  and  others,  show  unusual 
scholarship,  brilliancy  and  force. 

John  Wyethe,  another  New  York  physi- 
cian, former  surgical  chief  of  the  Polyclinic 
Hospital,  gained  fame  in  letters  by  his  “Life 
of  General  Forrest.” 

William  James  graduated  in  medicine  at 
Harvard,  and  although  he  was  not  a con- 
tributor to  any  extent  to  medical  or  general 
literature,  his  writings  on  psychology  entitle 
him  to  at  least  a mention  among  the  medical 
men  who  have  written  well. 

Physicians  have  contributed  to  literature  in 
other  ways  than  in  writing.  Many  dramatists 
and  novelists  have  called  upon  their  medical 
friends  to  help  out  in  their  interpretation  of 
illness,  of  medico-legal  problems  and  of 
psychic  phenomenon.  It  is  a pity  that  more 
writers  do  not  do  this.  Hollywood  could 
keep  many  doctors  busy  setting  the  scenario 
writers  straight.  Some  lay  authors  have  in- 
tuitively known  the  diseases  of  the  human 
mind  and  the  human  body  but  they  are  rare. 
Shakespeare  knew  more  of  mental  diseases 
than  many  present  day  physicians  — and  I 
know  of  no  alienist  today  who  had  his  clin- 
ical knowledge  of  human  emotions.  When 
Shakespeare  deserted  his  wife,  who  was  eight 
years  his  senior,  and  three  children  and  went 
to  London  he  boarded  near  Bedlam,  the  in- 
sane asylum.  Here  he  is  said  to  have  spent 
considerable  time  observing  and  talking  to 
the  inmates  and  doubtless  also  to  the  doctors. 
Later  his  daughter,  Susan,  married  a Dr. 
Hall  who  seems  to  have  been  a very  intelli- 
gent man.  Through  Dr.  Hall,  Shakespeare 
must  have  added  to  his  medical  knowledge. 
Dickens  also  knew  human  nature  in  health 
and  in  disease.  Cruikshank  and  Hogarth 
knew  these  things  but  expressed  them  in 
drawing  rather  than  in  writing. 

The  physician  who  has  done  creative  writ- 
ing is  simply  applying  an  endowment  which 
is  a part  of  the  art  of  mediicne  and  the  physi- 
cian who  deems  that  medicine  is  pure  science 
without  art  loses  half,  if  not  more,  of  his 


profession.  Many  physicians  have  been 
painters,  sculptors,  musicians,  as  well  as  poets 
and  creative  prose  writers.  Whereas  the  arts 
may  not  be  interchangeable  in  their  perform- 
ance, I feel  that  the  surgeon’s  knife  may  be 
related  to  the  sculptor’s  chisel,  that  the  phy- 
sician’s touch  has  something  in  common  with 
the  painter’s  brush,  that  the  doctor’s  ear  ap- 
preciates sound  as  does  the  musician’s  that  the 
medical  man’s  imagination  must  have  a poetic 
quality  and  that  the  physician  should  use  the 
pen  with  equal  emotional  elevation  and 
understanding  as  the  literary  writer. 

Man  should  express  his  art-sense  in  every 
vocation,  in  every  profession  if  he  is  to  reach 
the  higher  mental  levels.  As  I have  said  in 
“The  Gift  of  Genius,”  “man  can  live,  men- 
tally, in  any  clime,  at  any  period  of  the 
world’s  history,  or  at  times  he  has  the  ability 
to  live  beyond  the  earth,  among  the  stars. 
And  when  man  can  sense  his  relationship  to 
the  universe  and  to  the  eternal  and  coordin- 
ate with  this  all  of  his  other  faculties  so  as 
to  bring  them  with  exquisite  technique  into 
expression,  through  whatever  medium,  he 
becomes  an  artist.”  All  human  beings  have 
at  least  some  of  the  rudiments  of  art  appre- 
ciation— hence  the  appeal  of  art  is  universal. 
One  who  has  an  universal  appeal  necessarily 
gains  an  understanding  which  elevates  one’s, 
other  endeavors,  be  these  endeavors  profes- 
sional, business  or  labor. 

Let  us  apply  this  appeal  each  day  of  our 
Jives.  I close  with  the  translation  of  an  old 
Sanskrit  poem  which  I have  put  in  rhyme: 

Oh!  Listen  to  the  lesson  of  the  Dawn, 

And  Hearken  to  each  Day;  Each  Day  is  Life — 
i’he  exhaled  breath  of  life  from  Ages  drawn — 
For  in  Today’s  brief  course  is  mirrored  all 
Of  Truth  from  darkest  Night  to  brightest  Morn — 
The  Wonder  of  Growing; 
d'lie  Glory  of  Action; 

The  Splendor  of  Being. 

Yesterday  is  but  a Dream  and  gone; 

Tomorrow  is  a time  we  may  not  see, 

But  if  we  heed  each  day  as  it  is  born 
Then  Yesterday  becomes  a happy  dream — 
Tomorrow  visions  Hope  with  every  Dawn! 
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DEXTROSE:  ITS  USE  IN  HEART  DISEASE 


By  Edward  Podolsky,  M.  D. 
Brooklyn , New  York 


JT^extrose  is  one  of  the  most  widely  dis- 
tributed of  all  glucides.  It  forms  the  chief 
constituent  of  commercial  glucose,  is  one  of 
the  components  of  cane  sugar  and  is  found 
free  in  the  sap  of  most  plants  as  well  as  in 
their  iuices.  It  is  also  one  of  the  normal 
constituents  of  the  blood  in  the  human  body 
as  well  as  in  many  animals.  There  is  no 
doubt  that  dextrose  is  the  most  important  of 
all  the  monosaccahrides. 

Dextrose  crystallizes  with  one  molecule  of 
water  at  ordinary  temperatures.  It  has  a 
melting  point  of  86'  C.  Its  chemical  for- 
mula is  CH'O.  From  concentrated  solu- 
tions, dextrose  crystallizes  at  higher  tempera- 
tures in  an  anhydrous  form  with  a melting 
point  of  145  C. 

The  value  of  dextrose  in  cardiotherapeutics 
was  first  suggested  by  the  discovery  by  Mul- 
ler in  1904  that  there  was  a consumption  of 
dextrose  in  the  circulation  by  the  perfused 
and  isolated  mammalian  heart.  Steward  in 
1910  made  a similar  observation  in  regard  to 
the  artificially  perfused  human  heart.  Some- 
what later  Locke  and  Rosenheim  showed  that 
there  is  a definite  relation  between  the 
amount  of  sugar  consumed  and  the  length  of 
time  during  which  the  heart  is  kept  beating. 
In  perfusing  hearts  of  rabbits,  Claes  demon- 
strated that  the  presence  of  an  increased 
amount  of  sugar  in  the  perfusing  fluid  is  very 
favorable  for  the  work  of  the  heart,  and  that 
the  excitatory  action  of  adrenalin  is  prolonged 
by  it. 

The  action  of  sugar  on  the  heart  attracted 
other  investigators,  among  them  Patterson 
and  Starling,  who  found  that  an  acceleration 
of  the  heart  rate  due  to  adrenalin  also  caused 
an  increase  in  the  consumption  of  dextrose. 
Further,  it  was  found  that  if  insulin  is  added 
to  the  blood  of  the  heart-lung  preparation 


the  rate  of  disappearance  of  blood  sugar  did 
not  increase  so  long  as  the  rate  was  not  in- 
creased. If  it  did,  the  disappearance  of  sugar 
was  found  to  increase  in  the  same  ratio. 

Hepburn  and  I. itch  ford  demonstrated  that 
the  addition  of  insulin  to  the  perfusion  fluid 
accelerated  the  removal  of  dextrose  there- 
from by  the  isolated  mammalian  heart. 
Burns  and  Dale  later  ascertained  that  sugar 
in  the  circulating  medium  does  not  disappear 
by  combustion. 

Other  interesting  experimental  work  by 
Bayliss,  Muller  and  Starling  showed  that 
the  heart  volume  was  capable  of  being  re- 
duced by  the  addition  of  insulin  to  the  per- 
fusate, but  that  the  effect  was  transitory  un- 
less dextrose  was  also  given,  either  before 
or  after  insulin,  when  it  lasted  an  hour  or 
more.  Also,  it  was  found  that  neither  sugar 
nor  insulin  had  any  effect  on  hearts  already 
working  efficiently.  The  volume  of  the  heart 
is  reduced  by  the  addition  of  dextrose  as  well 
as  insulin,  and  by  the  same  terms  its  effi- 
ciency is  increased. 

Clinically  the  value  of  dextrose  as  a source 
of  energy  to  the  heart  muscle  was  perhaps 
first  demonstrated  in  1912  by  Goulston  who 
observed  marked  improvement  in  patients 
with  advanced  cardiac  failure  when  dextrose 
was  added  to  the  diet.  This  was  confirmed  a 
little  later  by  the  experiences  of  Carter, 
Dingle  and  MacGregor  who  noted  that  the 
addition  of  four  ounces  daily  of  sugar  was  of 
distinct  benefit  to  their  heart  patients. 

In  1914  Theodore  Budingen  demonstrated 
the  very  important  role  that  dextrose  played 
in  the  metabolism  of  the  cardiac  mechanism. 
He  advanced  the  theory  that  the  finding  of 
stored  glycogen  in  the  skeletal  and  cardiac 
muscles  following  the  intake  of  large  quan- 
tities of  sugar  assured  the  organism  of  a valu- 
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able  reserve  of  energy  in  potential  form  to 
be  used  in  time  of  need.  He  also  expressed 
the  view  that  dextrose  therapy  supplemented 
the  action  of  digitalis. 

Budingen  recommended  the  administration 
of  dextrose  intravenously  or  rectally  in  cases 
of  cardiac  exhaustion  of  unknown  origin  and 
angina  pectoris.  This  method  was  tried  also 
by  Nonnenbruch  who  confirmed  its  value. 
The  same  experience  was  also  reported  by 
Klewitz  and  Kircheim  who  noted  subjective 
improvement  both  in  patients  suffering  from 
chronic  heart  failure  and  in  anginal  syn- 
dromes. 

Edwards  and  Page  in  1924  were  able  to 
relieve  arrthymia  in  experimental  animals  by 
intravenous  injections  of  dextrose.  This  was 
clinically  confirmed  in  human  subjects  by 
Kisthinios,  Gomez,  Loeper,  Lemaire  and 
Mougeot.  At  the  same  time  Loeper  and  Le- 
maire brought  forth  additional  evidence  from 
clinical  observation  that  the  action  of  digi- 
talis, strophanthus  and  quinidin  was  aug- 
mented by  the  daily  administration  of  50 
grams  of  dextrose.  Marvin  in  1931  found 
dextrose  to  be  of  value  in  the  treatment  of 
pharyngeal  cardiac  dyspnea. 

Another  phase  of  the  dextrose  therapy  in 
cardiac  conditions  was  undertaken  in  a study 
by  Edmunds  and  Cooper.  They  observed 
the  effects  of  dextrose  .solution  on  the  cir- 
culatory failure  produced  by  the  subcutan- 
eous injection  of  diphtheria  toxin.  In  those 
animals  in  which  the  circulatory  collapse  was 
extreme  and  in  which  the  usual  cardiac  stim- 
ulants had  very  little  effect,  the  introduction 
of  a 1 0 per  cent  solution  of  dextrose  by  vein 
was  followed  by  marked  improvement  in  the 
heart  and  an  increase  in  the  blood  pressure. 
They  regarded  dextrose  medication  as  a life- 
saving measure  in  many  instances.  It  was 
found  by  these  investigators  that  they  were 
able  to  save  the  animal’s  life  if  dextrose  was 
injected  into  the  vein  before  the  heart 
stopped.  These  results  were  attributed  to  the 
energy  provided  by  the  dextrose. 

These  animal  experiments  were  confirmed 
in  clinical  practice  by  Toomey.  He  found 
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that  in  diphtheria  with  cardiac  and  circula- 
tory failure,  a 20  per  cent  solution  of  dex- 
trose intravenously,  in  doses  of  from  50  to  75 
c.c.,  was  of  distinct  benefit  to  the  patient. 
This,  he  found,  led  to  a rise  in  the  systolic 
and  diastolic  blood  pressure,  a decrease  in 
cyanosis  and  a general  improvement. 

Dextrose  has  been  found  to  be  a valuable 
adjunct  in  the  treatment  of  another  form  of 
toxic  myocarditis,  namely  that  caused  by  the 
toxins  of  the  pneumococcus  organism.  Nassau 
found  that  dextrose  therapy  is  invaluable  in 
supporting  the  weakened  myocardium.  By 
raising  the  blood  sugar  level  a more  ready 
supply  of  dextrose,  and  therefore  of  glyco- 
gen, is  available  for  the  laboring  heart. 

Moore  and  Steward  in  studying  the  effects 
of  various  drugs  on  intraventricular  block  as 
the  result  of  uremic  poisoning  had  some  very 
interesting  experience  with  dextrose.  They 
found  that  when  50  c.c.  of  a 50  per  cent  solu- 
tion of  dextrose  is  given  intravenously  there 
is  an  immediate  change  in  the  patient’s  condi- 
tion for  the  better.  The  change  takes  place 
as  soon  as  the  dextrose  is  injected  into 
the  vein.  It  must  be  administered  daily  for 
at  least  three  days,  longer  if  the  uremic  con- 
dition has  not  cleared  up  by  then.  This  is  a 
very  effective  method  of  regulating  faulty 
heart  action  due  to  uremic  poisoning.  Of 
course,  in  the  meantime  all  efforts  must  be 
exerted  to  control  the  uremia. 

It  is  perhaps  in  angina  pectoris  that  dex- 
trose therapy  is  most  useful.  According  to 
Kossa  and  Erich  Meyer  dextrose  causes  a uni- 
versal vasodilatation  which  counteracts  the 
spasmodic  state  present  in  cases  of  angina 
pectoris.  The  hypoglycemia  which  follows 
the  initial  hyperglycemia  and  which  is  a 
manifestation  of  hyperinsulinism  according 
to  Staub  and  Traugott  is  effected  by  the  com- 
plex pancreatic  functions  which  consist  of  the 
production  of  the  internal  and  external  secre- 
tions. Due  to  the  foregoing  hyperglycemia 
the  latter  secretions  maintain  the  vasodilata- 
tion. 

According  to  Hassencamp,  dextrose  is  of 
value  in  angina  pectoris,  first  by  supplying 
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an  access  of  readily  available  sugar  to  the  other  conditions  enumerated  in  the  foregoing 
heart  muscle,  and  second  by  alterations  in  the  paragraphs.  In  general,  dextrose  treatment 
physical  properties  of  the  cells  that  are  col-  must  be  carried  on  from  at  least  four  to  six 
loidoclastic  and  osmotic  effects,  and  finally  weeks  to  obtain  fully  satisfactory  results, 
through  the  relaxation  of  spasm  in  the  smaller  When  these  results  are  finally  secured  they 
coronary  branches.  last  frequently  for  many  months,  even  up  to 

The  Hassencamp  dextrose  treatment  of  several  years. 


angina  pectoris  is  perhaps  the  best.  Freshly 
prepared  solutions  of  pure  dextrose  in  freshly 
distilled  water  should  be  employed.  Injec- 
tions are  given  intravenously,  beginning  with 
approximately  30  c.c.  of  a 10  per  cent  solu- 
tion and  increasing  to  50,  80,  100,  150  and 
even  at  times  to  200  c.c.  of  a 10  to  20  per 
cent  solution.  On  the  average  three  injec- 
tions weekly  are  required,  though  in  milder 
cases  two  will  suffice.  Better  results  are  ob- 
tained from  the  use  of  the  larger  volumes  of 
more  dilute  solutions  than  from  smaller 
volumes  which  are  more  concentrated.  In 
those  patients  whose  angina  pectoris  is  com- 
plicated by  other  cardiac  symptoms  such  as 
congestive  heart  failure  and  renal  disturb- 
ances, the  doses  should  range  from  10  to  50 
c.c.  of  a 15  to  two  per  cent  solution,  and  it 
is  frequently  of  great  value  to  add  from  0.2 
to  0.3  mgm.  of  strophanthin  to  the  solution, 
or  where  a diuretic  is  needed,  one-half  c.c. 
(50  mgm.)  of  theobromin  ethylenediamin. 

Dextrose  has  two  definite  modes  of  action 
on  the  heart.  The  first  is  its  angiotrophic  ac- 
tion which  is  of  particular  value  in  angina 
pectoris  and  coronary  sclerosis.  The  second 
is  that  the  administration  of  large  amounts  of 
sugar  permits  of  glycogen  storage  both  in 
skeletal  and  heart  muscles.  This  therapeutic 
property  of  sugar  is  important  when  one  con- 
siders the  physiological  and  pathological 
analogies  of  cardiac  and  skeletal  muscles  re- 
cently demonstrated  by  Kutschera.  Accord- 
ing to  his  views  there  seems  to  be  no  bio- 
chemical difference  between  the  weakened 
skeletal  muscle  and  the  hypodyanmic  myo- 
cardium. 

Recht  in  summarizing  the  uses  of  dex- 
trose recommends  it  as  being  of  value  in 
hypodynamic  heart,  angina  pectoris  and 
aortalgia.  In  addition  it  is  of  value  in  the 


Dextrose  therapy  may  be  administered  in 
several  ways.  Recht  prefers  the  peroral  ad- 
ministration of  sugar,  even  in  his  cases  of 
angina  pectoris.  He  instructs  his  patients  to 
take  for  a period  of  from  two  to  three  months 
three  to  four  times  a day  60  to  80  grams  of 
dextrose  dissolved  in  200  c.c.  of  weak  tea  or 
waiter.  His  aim  is  to  get  a gradual  and  last- 
ing effect. 

In  cases  in  which  it  is  impossible  to  give 
sugar  orally,  or  by  hypodermic  injections  it 
may  be  given  in  the  form  of  an  enema.  The 
destruction  of  dextrose  in  this  way  adminis- 
tered by  the  bacteria  of  the  colon  is  negli- 
gible, not  exceeding  one-half  to  one  per  cent. 
It  is  best  to  inject  a small  volume  at  first, 
about  two  ounces  or  less.  The  quantity  is 
then  gradually  increased  until  the  upper  limit 
of  the  patient’s  retentive  capacity  has  been 
reached.  Two  ounces  are  absorbed  by  the 
rectum  on  the  average  of  about  an  hour.  At 
the  end  of  this  period  four  ounces  are  given 
and  two  hours  are  allowed  for  absorption. 
After  this,  seven  or  eight  ounces  can  be  re- 
tained. The  bulk  should  be  increased,  but  at 
a slower  rate  and  the  interval  should  be  kept 
. at  four  hours  or  longer,  if  there  is  evidence 
that  the  dose  previously  has  not  been  ab- 
sorbed. 

The  optimum  concentration  of  dextrose 
for  use  as  an  enema  is  that  which  is  just  be- 
low the  level  of  producing  osmotic  irriiation. 
Thus  a six  per  cent  solution  of  dextrose  is 
tolerated  best  and  this  is  the  strength  to  be- 
gin with. 

Intravenous  injections  of  dextrose  can  be 
given  safely  and  with  very  little  reaction  if 
proper  precautions  are  observed.  The 
strength  of  the  solutions  used  varies  from 
five  per  cent  up  to  50  per  cent.  The  amounts 
given  may  vary  from  five  c.c.  per  kilo  of 
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body  weight  in  the  cases  of  concentrated  solu- 
tions to  20  c.c.  per  kilo  in  cases  of  more  dilute 
solutions.  Solutions  for  intravenous  use 
should  always  be  freshly  prepared.  Solutions 
which  are  not  crystal  clear  should  be  filtered 
before  sterilization.  Sterilization  is  effected 
by  boiling  or  preferably  by  autoclaving  under 
15  pounds  of  pressure  for  20  minutes.  The 
injections,  particularly  those  of  the  more 
concentrated  solutions,  should  be  made  very 
slowly  and  the  temperature  of  the  solution 
should  not  be  allowed  to  fall  below  body 
temperature  during  the  injection.  Long  con- 
necting tubes  between  the  dextrose  solution 
and  the  vein  are  objectionable  as  they  allow 
the  solution  to  cool. 

Intramuscularly  dextrose  may  be  given 
with  safety,  observing  the  same  precautions 
as  with  intravenous  technique.  The  most 
suitable  place  for  intramuscular  injection  is 
into  the  thighs,  and  not  into  the  gluteal 
region. 

Where  rapid  absorption  of  glucose  is  not 
required  the  subcutaneous  route  may  be  used. 
Subcutaneous  injections  of  10  per  cent  may 
be  given  with  safety.  Whether  the  dextrose 
solution  should  be  made  up  with  normal  salt 
solution  or  with  distilled  water  depends  on 
the  edema,  if  present.  In  cardiac  conditions 
with  edema,  salt  solution  should  not  be  used. 
It  may  be  used  in  inflammatory  conditions 
such  as  diphtheria  and  pneumonia. 

In  1922  insulin  was  discovered,  and  in 
192+  Pick  saw  great  possibilities  in  dextrose7 
insulin  therapy  in  cardiac  disease.  Iwo  years 
later  he  published  an  account  of  the  favor- 
able effects  of  dextrose-insulin  treatment 
upon  six  patients  suffering  from  congestive 
heart  failure.  Rimbaud,  Balmes  and 
Anselme-Martin  treated  a series  of  patients 
with  congestive  heart  failure  by  means  of 
large  doses  of  sugar  combined  with  insulin. 
They  found  that  the  oral  administration  of 
dextrose  gave  the  best  results.  Iheir  tech- 
nique is  as  follows:  A course  of  treatment 
consists  of  daily  injections  of  five  units  of 
insulin,  followed  after  fifteen  minutes  by  50 
grams  of  sugar  or  sugar  solution  by  mouth. 


This  is  continued  for  ten  to  twelve  days.  If 
no  improvement  is  noted,  the  dosage  of  both 
insulin  and  sugar  may  be  doubled. 

In  the  experience  of  Rimbaud,  Balmes  and 
Anselme-Martin,  dextrose-insulin  therapy 
has  yielded  excellent  results  in  cases  of 
cardiac  failure,  particularly  in  the  reduction 
of  edema  and  the  relief  of  subjective  symp- 
toms. In  some  cases  the  combination  of  in- 
sulin and  dextrose  with  digitalis  and  ouabain 
therapy  has  given  better  results  than  either 
treatment  alone. 

Left  ventricular  insufficiency  is  generally 
favorably  influenced  under  insulin-dextrose 
treatment  with  an  improvement  in  the  qual- 
ity of  the  auscultated  sounds.  The  various 
types  of  arrthymia  on  the  whole  are  not  bene- 
fited from  this  mode  of  therapy,  though  oc- 
casionally extrasystoles  may  be  reduced  in 
frequency  and  a complete  arrthymia  may  be 
converted  into  a fairly  regular  rhythm  with 
frequent  extrasystoles.  The  cardiac  failures 
of  Graves’  disease  are  not  favorably  influ- 
enced, and  the  advance  of  acute  endocardial 
disease  is  not  arrested. 

Dextrose-insulin  therapy  is  most  likely  to 
succeed  in  the  early  stages  of  cardiac  insuffi- 
ciency, before  gross  anatomical  changes  have 
been  suffered  by  the  myocardium. 

Loeper  found  that  when  dextrose  is  given 
alone  it  is  capable  of  exerting  a favorable  in- 
fluence in  cases  of  cardiac  insufficiency,  but 
when  insulin  is  added  the  efficacy  of  the  sugar 
treatment  is  much  enhanced.  The  action  of 
insulin  is  two-fold.  It  acts  directly  on  the 
nutrition  of  the  myocardium  and  it  also  pro- 
duces an  equilibrium  of  the  two  functions  of 
glycolysis  and  glycogenesis.  Loeper’s  tech- 
nique is  as  follows:  Subcutaneous  injections 
of  from  five  to  10  units  of  insulin  are  given 
each  morning.  Fifteen  or  twenty  minutes 
later  the  patient  is  given  1 00  grams  of  dex- 
trose syrup  to  take  by  mouth.  This  contains 
about  50  grams  of  dry  dextrose.  This  is  con- 
tinued until  continued  improvement  is  defi- 
nitely under  way.  Loeper  has  found  that  the 
immediate  result  of  these  treatments  is  a re- 
duction of  fatigue  followed  in  a short  time 
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by  a marked  sensation  of  increased  physical 
resistance. 

The  electrocardiographic  changes  in 
patients  undergoing  insulin-dextrose  treat- 
ment were  studied  by  Mathieu,  Colleson  and 
Simonin.  Among  ten  patients  suffering  from 
chronic  myocardial  disease,  of  whom  three 
also  had  renal  impairment,  they  found  a 
shortening  of  the  Q R S complex  and  an  in- 
creasing amplitude  of  the  R wave  in  all  leads. 
In  two  instances  the  reappearance  of  T waves 
previously  absent  was  observed.  These 
changes  were  noted  after  periods  of  treat- 
ment varying  from  eight  to  twenty-one  days. 

While  insulin-dextrose  therapy  has  proved 
to  be  of  undoubted  value  in  certain  forms  of 
heart  disease,  it  must  be  remembered  that  this 
form  of  treatment  is  not  wholly  free  from 
danger.  Since  the  widespread  use  of  insulin 
was  initiated,  quite  a few  cases  of  stenocardial 
pain  following  the  administration  of  insulin 
have  been  reported,  particularly  in  patients 
suffering  from  arteriosclerosis.  Turner  has 
reported  a case  of  a patient  who  developed 
true  anginal  pain  each  time  subsequent  to  in- 
sulin injection. 

Occasionally  coronary  occlusion  may  follow 
as  a result  of  insulin  therapy.  These  seizures 
are  believed  to  be  due  to  the  lowered  blood 
sugar  levels  which  follows  the  use  of  insulin. 
This  is  only  logical  to  expect.  In  a heart 
already  impoverished  by  coronary  pathology, 
the  injudicious  use  of  insulin  alone  metabol- 
izes too  much  glycogen,  an  element  very  im- 
portant in  myocardial  tissue  metabolism  and 
leads  to  further  physiologic  imbalance. 

Heart  pain  is  believed  to  be  the  result  of 
lowered  nutritional  intake  on  the  part  of  the 
cardiac  muscle.  It  is  still  not  known,  how- 
ever, how  much  the  pain  factor  is  due  to  in- 
sufficient oxygenation  or  to  increased  acid  con- 
centration of  retained  metabolic  products,  or 
on  the  other  hand  to  insufficient  glycogen 
metabolism. 

The  most  unfavorable  results  with 
dextrose-insulin  therapy  occur  most  often  in 
diabetics.  In  the  case  of  the  diabetic,  the 
heart  is  already  adjusted  to  high  sugar  levels. 


The  introduction  of  insulin  therapy  suddenly 
reduces  this  level  with  resultant  cardiac  pain. 
Dextrose  is  also  not  to  be  thought  of  as  a 
heart  remedy  in  these  cases.  For  one  thing, 
the  patient  has  quite  a high  percentage  of 
sugar  in  the  blood,  which  is  not  doing  his 
heart  any  good.  This  is  readily  understand- 
able when  one  realizes  that  the  sugar  which 
circulates  in  the  blood  of  the  diabetic  is  un- 
available for  muscle  metabolism  and  the  ad- 
dition of  more  sugar  simply  adds  to  the  load. 

There  is  sufficient  experimental  evidence 
at  hand  to  show  that  the  heart  muscle  gives 
up  its  glycogen  with  great  difficulty,  and  yet 
this  change  is  influenced  to  a great  degree  by 
quite  a few  endocrine  substances,  particularly 
adrenalin,  thyroxin,  pituitrin  and  insulin. 
While  these  substances  may  produce  only 
minor  changes  in  a normal  heart,  they  may 
bring  about  rather  undesirable  alterations  in 
a heart  which  is  diseased. 

This  may  be  the  case  with  diabetics,  as 
well  in  those  who  suffer  from  arteriosclerosis. 
It  is  certainly  desirable  before  commencing 
dextrose  or  dextrose-insulin  treatment  in 
heart  disease  to  make  a thorough  examina- 
tion of  the  patient.  A careful  history  should 
be  taken,  and  electrocardiographic  studies 
should  be  made. 

It  should  be  remembered  that  the  heart  is 
as  unfavorably  influenced  by  too  much  sugar 
as  by  too  little.  A proper  balance  must  be 
maintained.  When  judiciously  employed, 
dextrose  or  insulin-dextrose  therapy  is  one  of 
the  most  valuable  procedures  in  the  treat- 
ment of  myocardial  disease. 
yl  1 9 Nineteenth  A venue. 


EYE-STRAIN 

When  the  conjunctiva,  the  fine  membrane  cov- 
ering the  front  part  of  the  eye-ball,  is  irritated, 
there  may  be  itching  and  burning,  but  there  is  no 
discharge.  If  infection  takes  place,  discharge  ap- 
pears and  there  is  an  inflammation,  or  conjunctiv- 
itis, of  which  there  are  several  types,  Dr.  Hyman 
Cohen  explains  in  the  February  Hygeia  in  the 
chapter  of  “The  Eye  Book”  dealing  with  diseases 
of  the  eye  in  infancy  and  childhood. 
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EVIPAL  ANESTHESIA— PRELIMINARY  REPORT* 


'By  Philip  J.  McNelis,  M.  D. 
Charleston,  IV  est  Virginia 


y^NYTHiNG  new  in  methods  of  anesthesia  is 
always  interesting,  because  the  methods 
now  in  use,  though  they  are  satisfactory,  are 
not  the  ideal  long  hoped  for.  Each  method 
has  its  advantages  and  disadvantages.  We 
are  constantly  hoping  for  the  ideal  anesthetic 
for  patient  and  surgeon  alike,  but  many  have 
been  tried  and  found,  after  reasonable  trial, 
to  be  not  as  good  as  claimed — and  the  uni- 
versal complaint  of  the  patient  “Doctor  it  is 
not  the  operation,  but  the  anesthetic  I dread”, 
has  gone  unanswered. 

Recently  progress  has  been  made  and  dur- 
ing March  and  April,  1934,  our  interest  was 
attracted  by  numerous  reports  appearing  in 
the  Lancet  on  a new  intravenous  anesthetic 
known  as  evipal,  all  favorable  in  character 
and  variable  in  the  operating  field.  In  some 
instances  individuals  report  1000  successful 
cases,  a total  of  20,000  being  found  in  Eng- 
lish litertaure,  1 0,000  in  Denmark  and  1 5,000 
in  Germany,  but  reports  on  these  are  meager. 
There  were  reported  two  deaths  and  only 
minor  disadvantages,  so  something  of  defi- 
nite value  is  evident. 

After  following  the  literature  we  felt  well 
acquainted  with  the  preparation  and  its  phar- 
macology but  were  unable  to  obtain  it  until 
August,  1934,  when  through  the  courtesy  of 
the  Winthrop  Company  we  were  supplied  20 
ampoules  for  trial  in  selected  cases  to  observe 
in  detail  its  action.  As  nothing  much  had 
been  done  outside  of  Baltimore,  some  expan- 
sion of  its  field  was  opened  to  us. 

At  this  time  we  became  further  acquainted 
with  its  pharmacology,  discovering  it  to  be 
the  urea  derivative  of  sodium  barbiturate, 
non-toxic  and  of  moderate  dosage,  depending 
on  its  rapidity  and  directness  of  action  for 
results. 

ln'fore  tin-  «taff  of  the  Kanawha  Valley  Hospital,  Charles- 
ton, on  January  7,  lilHft. 


After  a carefully  observant  beginning,  its 
satisfactory  use  increased  until  within  three 
months  we  have  120  cases  to  report,  more 
or  less  favorable.  The  details  of  each  case 
can  not  be  mentioned  because  of  time  and 
space  but  the  types  of  cases  have  been  varied 
and  include: 

1 —  Appendectomies,  3. 

2 —  Manipulations,  1 5 . 

3 —  Reduction  of  fractures,  22. 

4 —  Dilatation  and  curettage,  12. 

5 —  Incision  and  drainage,  15. 

6 —  Dental  surgery  and  extractions,  16. 

7 —  Amputations  of  fingers  and  toes,  6. 

8 —  Enuclation  of  eye,  1. 

9 —  Application  of  casts,  5. 

10 —  Repair  of  lacerations,  3. 

11 —  Drainage  of  cul  de  sac,  2. 

12 —  Debridement  of  burns,  2. 

• 13 — Ischio-rectal  abscess,  3. 

14 —  Drainage  of  chronic  osteomyelitis,  6. 

15 —  Insertion  of  Steinman  pins,  3. 

16 —  Removal  of  ingrown  toe  nail,  1. 

1 7 — Drainage  of  pleural  cavity,  1 . 

18 —  Paracentesis,  2. 

1 9 —  Cystoscopy,  1 . 

The  ages  of  this  group  of  patients  varied 
from  14  to  57  years.  In  one  instance  it  was 
used  three  times  in  a very  debilitated  indiv- 
idual with  a severe  infection  of  the  femur  and 
hip  joint. 

The  time  of  anesthesia  varied  from  ten  to 
thirty  minutes  but  in  none  of  the  cases  was 
premedication  used.  However  where  pro- 
longed anesthesia  is  required,  morphine  or 
scopolomine  can  be  used  if  given  45  minutes 
or  one  hour  before  using  evipal  soluble,  so 
as  not  to  depress  respiration  which  during  the 
first  five  minutes  of  anesthesia  is  shallow  and 
quiet. 

In  nearly  all  cases  sleep  was  deep  and 
awakening  quiet.  However  there  were  about 
four  cases  of  moderate  excitement  lasting 
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from  thirty  minutes  to  one  hour.  One  case 
required  morphine  and  was  quieted  prompt- 
ly. This  patient  had  a fractured  skull  and 
had  six  c.c.  of  evipal  soluble  for  repair  of 
lacerations  of  the  scalp  and  correction  of  a 
fractured  tibia,  recovery  being  quiet  and  at- 
tended with  no  excitement. 

It  was  one  week  later  when  the  anesthetic 
was  repeated,  with  the  same  dosage,  that  the 
excitement  following  awakening  was  noticed 
and  then  it  was  delayed.  The  anesthetic  and 
operation  lasted  from  4 p.  m.  to  4:30  p.  m. 
and  the  excitement  period  occurred  between 
6 and  7 p.  m.  This  was  relieved  promptly 
by  morphine. 

About  eight  days  following  this  experi- 
ence, we  repeated  the  dosage  for  further  cor- 
rection of  the  fracture  and  application  of  a 
cast.  After  30  minutes,  awakening  was  com- 
plete and  attended  with  no  excitement.  Evi- 
dently the  excitement  found  in  the  second  an- 
esthesia was  associated  with  cerebral  trauma 
resulting  from  the  fractured  skull  and  not 
entirely  due  to  the  anesthetic. 

As  to  the  strength  and  toxicity  of  the  drug 
we  had  an  unusual  case  for  comparison  with 
luminal.  This  patient  was  suffering  from  a 
broken  jaw  and,  being  afflicted  with  epilepsy 
from  early  life,  had  been  taking  daily  doses 
of  luminal  for  a period  of  two  years  under 
the  supervision  of  his  physician.  This  was 
continued  at  his  request  during  his  convales- 
cence in  the  hospital. 

One  night  the  pain  of  his  fractured  jaw 
being  more  severe  than  usual,  he  took  six 
one  and  one-half  grain  tablets  of  luminal, 
repeating  the  dose  four  hours  later  and  five 
hours  later  another  similar  dose — in  all  27 
grains  in  10  hours.  His  pain,  needless  to 
say,  was  relieved  but  he  did  not  sleep  and 
continued  walking  about  and  annoying  the 
other  patients  while  on  his  “luminal  drunk.” 
About  one  week  later  he  developed  a sub- 
mandibular abscess  which  required  incision 
and  drainage,  so  evipal  soluble  was  used. 
Suspecting  his  barbiturate  tolerance  to  be 
high  he  was  given  eight  c.c.  of  evipal  soluble, 
twice  the  amount  usually  needed  for  such 


operations.  He  went  to  sleep  slowly  and 
awakened  rapidly — all  within  five  minutes — 
and  was  mentally  clear  and  walked  home 
within  the  next  thirty  minutes.  His  tolerance 
to  barbiturates  having  been  increased  by 
luminal  we  concluded  the  strength  of  evipal 
soluble  to  be  not  excessive  and  eliminated 
more  rapidly  than  luminal. 

One  other  case  of  interest  was  a young 
woman  five  months  pregnant  who  was  given 
four  c.c.  for  manipulation  of  a knee.  This 
small  dose  was  given  because  of  the  few 
minutes  required  for  manipulation  but  the 
patient  slept  quietly,  though  not  deeply,  for 
an  hour  and  then  for  the  two  hours  following 
was  too  drowsy  to  return  home.  In  this  case 
we  had  an  opposite  of  the  other,  she  being- 
hypersensitive  to  barbiturates.  Our  cases  of 
post-operative  excitement  have  been  in  the 
younger  patients,  1 5 and  1 6 years,  and  were 
noted  before  we  increased  the  dosage  allow- 
ing for  a higher  tolerance  of  the  drug. 

In  abdominal  surgery  evipal  soluble  used 
as  a basal  anesthetic  followed  by  nitrous  oxide 
has  been  excellent,  requiring  in  one  case  a 
single  hypodermic  of  morphine  postopera- 
tively.  Pain  is  lessened  by  its  barbiturate 
action,  the  first  24  hours  being  quiet  and  com- 
fortable, and  the  patient  does  nicely  if  left 
in  a quiet  room  and  not  disturbed. 

Relaxation  of  skeletal  muscle  is  greater 
than  in  abdominal,  making  it  excellent  in  the 
reduction  of  fractures  where  such  relaxation 
is  so  necessary. 

Most  of  our  cases  have  been  confined  to 
the  hospital  and  in  such  cases  we  have  given 
a dosage  of  larger  volume  than  would  be 
used  for  our  out-patients  because  at  present 
I do  not  feel  that  it  has  arrived  at  the  stage 
of  a quick  office  anesthetic,  this  having  been 
tried  with  no  serious,  but  with  some  amus- 
ing results.  In  the  hospital  they  are  allowed 
a slow  and  quiet  recovery.  Too  rapid  awak- 
ening and  the  prompting  of  the  patient  to 
answer  questions  increases  their  excitability, 
an  amnesia  rather  than  an  anesthesia  being 
produced.  For  operations  lasting  10  minutes 
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evipal  is  excellent,  but  about  an  hour  should 
be  allowed  for  recovery. 

Although  evipal  soluble  may  appear  as 
uncontrollable  because  of  its  method  of  ad- 
ministration, this  is  not  entirely  so  because 
the  dose  is  easily  regulated  at  the  time  of  in- 
jection, using  only  enough  to  provide  the  de- 
sired result.  Also  because  of  the  rapid  de- 
toxification its  action  is  quickly  terminated 
and  there  is  no  prolonged  depressing  effect. 

As  advantages  for  its  use  we  find  the  rapid- 
ity of  action — unconsciousness  being  present 
in  20  seconds,  thus  abolishing  an  excitement 
stage,  the  saving  of  discomfort  and  unplea- 
sant induction  of  inhalation  anesthesia,  the 
freedom  from  shock,  is  unattended  with  any 
postoperative  nausea  or  vomiting  and  can  be 
used  soon  after  eating,  thus  having  an  ad- 
vantage over  inhalation  anesthetics. 

As  disadvantages  we  may  consider  its  too 
enthusiastic  use  outside  the  field  of  minor 
surgery,  occasional  postoperative  restlessness 
in  smaller  doses,  incomplete  abdominal  re- 
laxation when  used  by  itself  and  occasional 
muscular  twitchings. 

Contraindications  are  dehydrated  and  cach- 
ectic individuals,  too  low  blood  pressure, 
marked  anemia  and  hepatic  disease.  Recently 
asthma  has  been  said  to  be  a contraindication. 
Circulatory  disturbances  have  not  been  as 
serious  as  first  thought  and  we  have  in  our 
series  seven  cases  of  systolic  murmurs  with 
no  ill  effects. 

Other  barbiturates  as  luminal,  amytal, 
sodium  amytal,  ortal,  etc.,  should  not  be  used 
preoperatively,  so  as  to  prevent  a too  de- 
pressing effect  on  the  respiratory  center. 
Kvipal  soluble  in  overdose  is  a respiratory 


depressant  and  has  very  little  circulatory  de- 
pression. As  an  antidote  respiratory  stimu- 
lants such  as  coramine  and  alpha-lobeline  in 
large  doses  are  effective.  Because  of  the  rapid 
detoxification  and  elimination  of  the  drug, 
any  depressing  effect  is  fleeting  and  recovery 
is  good. 

In  the  dosage,  the  weight  of  the  patient  is 
taken  as  the  guide  but  I would  like  to  add  to 
this  the  general  debility  and  obesity  of  the 
patient.  There  is  also  a sex  factor  noted  in 
that  nervousness  is  more  prominent  in  the 
female  than  the  male  and  hence  the  increase 
of  excitement  in  the  female. 

As  to  the  technique  of  administration  we 
have  followed  that  described  in  the  litera- 
ture, modifying  it  occasionally  according  to 
our  judgment  of  the  patient’s  general  phy- 
sical condition,  the  operation  to  be  performed, 
the  amount  of  pain  associated  with  the  opera- 
tion, and  the  temperament  of  the  patient, 
such  as  nervousness,  calmness,  irritability,  etc. 

In  concluding,  we  can  truthfully  say  we 
have  found  it  to  have  a great  degree  of  safety 
from  fatality  when  used  judiciously,  free 
from  any  renal,  hepatic,  circulatory  or  res- 
piratory complications.  It  is  admitted  that 
what  has  been  successful  in  120  cases  may  de- 
velop some  objections  before  1000  have  been 
tried  and  we  do  not  ask  for  a too  enthusiastic 
reception,  but  a liberal  and  unprejudiced 
reception  in  its  own  field — minor  surgery. 

In  the  past  month  it  has  advanced  to  a 
place  of  permanence  in  our  hospital  anes- 
thesia and  the  following  chart,  an  exact  de- 
scription in  few  words,  composed  in  collabora- 
tion with  Dr.  E.  Bennette  Henson,  shows  its 
relation  in  our  field  of  observation: 


Routine  Anesthetics  Used 

Ether 

Chloroform 

Gases 

Local 

Evipal 

Frequency  of  use 

XX 

XXX 

XX 

XX 

Respiratory  safety 

XXX 

xxxx 

xxxx 

xxxx 

Cardiac  safety 

X 

XXX 

xxxx 

xxxx 

Muscular  relaxation 

XXX 

X 

)' 

XXX 

Rapidity  of  action 

X 

XX 

XXX 

XX 

xxxx 

Sustained  anesthesia 

XX 

XXX 

X 

XX 

Induction  excitement 

XXX 

XXX 

o 

n 

Postoperative  excitement 

XX 

X 

o 

X 

Nausea  and  vomiting 

XXX 

XX 

() 

o 

Renal  irritation 

X 

() 

o 

() 

Postoperative  nursing 

XXX 

X 

0 

XX 

( Disc  11  salon  of  Dr.  McNeils  article  will  be  found  on  page  144.) 
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FOREIGN  BODY  IN  MIDDLE  METATARSAL  BONE 


By  C.  Royal  Kessel,  M.  D. 
Ripley , West  Virginia 


Mrs.  K.  B.,  admitted  Dec.  15th,  1934. 
Chief  complaint  was  swollen,  tender,  painful 
left  foot. 

Age  30,  married,  three  children.  Usual 
childhood.  Miscarriage  six  months  prior  to 
admission.  At  the  age  of  fifteen  had  a needle 
run  into  left  foot  and  was  able  to  recover 
only  two-thirds  of  it.  Needle  entered  near 
the  instep. 


r' 


FlG.  I.  Needle  is  acttually  in  epiphysis  but  picture 
does  not  prove  it.  It  could  be  dorsal  or  ventral  to  it. 


Six  weeks  prior  to  admission  the  left  foot 
became  red,  swollen  and  very  painful.  The 
usual  home  remedies  were  applied  without 
results.  Three  weeks  from  onset,  came  to  the 
office  for  treatment. 


Signs  of  suppuration  seemed  to  be  present 
and  the  dorsum  of  the  foot  was  freely  incised 
under  light  chloroform  inhalation.  No  pus 
was  found.  Much  of  the  swelling  disappeared 
but  no  material  improvement  was  noted. 


FlG.  II.  Foot  rotated  to  right. 


Three  weeks  later  she  was  admitted  to  the 
hospital.  To  determine  the  question  of  osteo- 
myelitis, x-ray  was  made  and  a foreign  body 
was  seen  near  the  distal  end  of  the  middle 
metatarsal  bone.  ( Fig.  1). 

Believing  the  foreign  body  was  in  the  soft 
tissue  beneath  the  bone,  an  incision  was  made 
beneath  this  point  under  local  anesthetic,  but 
we  were  unsuccessful  in  locating  any  foreign 
material. 
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Another  plate  was  now  made  (Figs.  2 and 
3).  The  foot  was  tilted  first  one  way  and  then 
the  other.  This  plate  shows  an  abscess  to  the 
left  of  the  distal  end  of  the  middle  metatar- 
sal bone.  The  arrow  indicates  the  abscess. 


The  foot  was  so  swollen  that  a local  anes- 
thetic was  deemed  unwise.  Ether  was  given 
and  the  middle  toe  and  the  epiphyseal  end 
of  the  metacarpal  were  removed.  The  bone 
did  not  appear  diseased.  We  felt  that  it  would 
be  difficult  to  remove  the  object  which  seemed 
to  be  solidly  ossified  there.  Subsequent  ex- 
amination verified  this.  It  was  also  felt  that 
to  remove  the  epiphyseal  end  without  re- 
moving the  toe  might  not  only  lead  to  a use- 


FlG.  III.  Foot  rotated  to  right.  Arrow  points 
to  abscess. 


less  toe  but  that  it  might  actually  be  in  the 
way. 

The  abscess  was  drained.  There  was  a 
small  sinus  from  the  object  to  the  pocket 
of  pus. 

It  was  not  known  definitely  at  first  that 
the  object  was  removed.  A subsequent  plate 
was  made  (Fig.  No.  4). 


An  examination  was  now  made  of  the  re- 
moved epiphysis  and  a fragment  of  needle  a 
quarter  of  an  inch  in  length  was  found  em- 
bedded in  a vertical  position. 

One  would  have  to  conclude  that  the 
needle  had  “wandered”  around  until  it  be- 
came lodged  in  the  epiphyseal  disc  where  it 


FlG.  IV.  Bone  appeared  sound.  It  re- 
quired this  picture  to  prove  body  was  re- 
moved. 


lingered  a little  too  long,  so  long  in  fact  that 
ossifying  cells  held  it  fast. 

The  writer  can  offer  no  reason  for  the  fact 
that  after  fifteen  years  nature  grew  tired  of 
the  intruder  and  made  a vigorous  effort  to 
vacate  it. 


VOICE-CHANGING 

“A  final  word  with  respect  to  the  voices  of  chil- 
dren should  be  included,”  Robert  Poliak  says  in 
discussing  the  occupational  diseases  of  musicians  in 
the  February  Hygcia.  “In  both  public  and  private 
schools  all  over  the  country  much  mass  choral  sing- 
ing is  conducted  without  due  regard  for  the  delicate 
vocal  organs  of  the  child  or  for  the  period  of  voice 
changing  in  the  adolescent.  When  he  is  encouraged 
to  ‘sing  out’  he  may  have  to  shout  at  the  top  of  his 
voice.  From  this  added  strain  a permanent  func- 
tional hoarseness  develops.  Awkward,  gasping 
respiration  may  become  characteristic.  If  the  child 
is  a potential  speaker  or  singer,  he  is  handicapped 
from  the  first.” 
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PERINEAL  HERNIA  — CASE  REPORT 


By  \Vm.  W.  Strange,  M.  D. 
Huntington , West  Virginia 


HThe  study  of  the  literature  reveals  that 
perineal  hernia  is  rare.  For  this  reason 
we  are  reporting  the  following  case  which 
was  seen  through  the  courtesy  of  Dr.  R.  B. 
Easley.  The  patient  wras  a white  male,  age 
64,  suffering  from  anemia  and  the  hernia 
was  an  incidental  condition.  He  gives  a his- 
tory of  having  had  a hard  fall  from  the  roof 
of  a house  when  he  was  sixteen  or  seventeen 
years  old.  He  sustained  injuries  to  both 
ankles  and  left  hip  which  prevented  him  from 
walking  for  several  months.  About  three 
years  after  the  accident,  he  first  noticed  a 
small  lump  in  his  perineum.  This  persisted 
with  but  slight  increase  in  size  for  a great 
many  years.  In  the  last  five  or  six  years,  it 


has  increased  markedly  in  size.  It  causes  him 
very  little  trouble. 

Local  examination  shows  a large  mass  in 
the  left  side  of  the  perineum  extending  up  on 
to  the  buttock.  The  mass  is  about  two  and 
one-half  inches  above  the  skin  level  and  about 
four  inches  in  diameter.  It  increases  consid- 
erably in  size  when  he  strains,  or  coughs,  and 
the  increase  is  both  expansile  and  downward. 
It  can  not  be  completely  obliterated  by  press- 
ure although  its  size  can  be  reduced  to  about 
half.  The  neck  appears  to  be  in  the  left 
ischio-rectal  fossa.  A narrow  neck  can  be  felt 
on  rectal  examination  between  the  rectum  and 
the  left  ischium.  A barium  meal  and  a 
barium  enema  failed  to  reveal  any  evidence 
of  intestines  in  the  sack. 


Left  Perineal  Hernia 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Medical  students  and  nurses  in  training 
face  a definite  tuberculosis  hazard  because  of 
frequent  exposure  to  the  disease  and  because, 
perhaps,  of  their  youth.  What  can  be  done 
to  protect  them  and  what  advice  should  one 
giver  A correspondent  of  the  Journal  of  the 
American  Medical  Association  recently  asked 
whether  or  not  hospitals  should  receive  for 
training  only  those  applicants  with  a positive 
tuberculin  reaction.  This  was  answered  by 
summarizing  the  results  of  recent  investiga- 
tions and  by  describing  the  sequence  of  events 
following  infection  with  the  tubercle  bacillus. 
The  modern  conception  of  the  disease  merits 
the  attention  of  every  physician,  particularly 
the  general  practitioner,  for  it  is  he  who  sees 
the  disease  in  its  early  presymptom  stage. 
Quotations  from  the  article  follow. 

Tuberculosis  in  Nurses:  The  article  cites  the 

findings  of  Heimbeck  of  Oslo,  Geer  of  St.  Paul, 
Myers,  and  Diehl  of  Minneapolis,  Lees  of  Phila- 
delphia, Shipman  and  Davis  of  California,  Ross  of 
Manitoba,  Jones  of  New  Zealand,  Ferguson  of 
Saskatchewan. 

“In  interpreting  the  results  of  various  authors 
who  have  studied  tuberculosis  among  nurses,  one 
must  realize  that  two  types  of  tuberculosis  develop 
in  the  human  body,  the  first  infection  and  the 
reinfection  type.  The  former  begins  to  develop  on 
tissues  that  are  not  allergic  to  tuberculoprotein. 
The  natural  defense  mechanism  of  the  body  brings 
it  under  control  and  has  it  so  encapsulated  before 
allergy  can  be  detected  that  it  does  little  or  no 
harm  in  most  cases.  It  is  so  benign  that  most 
persons  who  have  it  do  not  know  when  it  devel- 
oped. This  is  the  type  of  tuberculosis  that  formerly 
was  prevalent  among  children;  but  through  anti- 
tuberculosis measures  many  children  now  escape 
it  and  reach  young  adult  life  free  from  contamina- 
tion with  tubercle  bacilli.  If  they  later  come  in 
contact  with  tubercle  bacilli,  as  many  students  of 
nursing  do,  and  are  not  adequately  protected 
against  exposure  to  patients  suffering  from  tuber- 
culosis, they  take  tubercle  bacilli  into  their  bodies. 
'These  bacilli  find  lodgment  on  tissues  that  are  not 


allergic  and  there  the  tissues  react  as  to  a foreign 
body;  in  short,  the  reaction  is  not  specific,  and  the 
residt  is  not  different  than  it  would  have  been  had 
their  first  infection  occurred  in  childhood.  In  the 
majority  of  these  cases  there  is  no  external  mani- 
festation aside  from  the  positive  tuberculin  reaction. 

“In  the  case  of  the  reinfection  type  of  tubercu- 
losis, the  story  is  quite  different.  Here  tubercle 
bacilli  find  lodgment  on  allergic  tissues  and  a 
specific  reaction  follows.  This  consists  of  acute 
inflammation,  and  if  the  bacilli  are  not  brought 
under  control  in  a short  time  there  is  necrosis  of 
the  tissue  as  well  as  stimulation  of  fixed  tissue  cells, 
resulting  in  fibrosis.  This  is  what  is  designated 
‘clinical  tuberculosis.’  It  is  the  type  that  results  in 
most  of  the  illness  and  death  from  tuberculosis  in 
the  human  family.  Obviously,  it  can  develop  only 
in  the  bodies  of  persons  whose  tissues  have  prev- 
iously become  allergic  to  tuberculoprotein  through 
the  presence  of  the  first  infection  type  of  tubercu- 
losis. This  type  of  disease  may  develop  soon  after 
the  first  infection  type  renders  the  tissues  allergic 
or  at  any  subsequent  time  in  life,  depending  on 
whether  tubercle  bacilli  are  taken  into  the  body 
from  outside  sources  or  whether  tubercle  bacilli  are 
set  free  from  the  foci  of  first  infection  already 
present.  In  a small  number  of  nurses  who  become 
infected  for  the  first  time,  bacilli  are  carried  to 
the  visceral  pleura  soon  after  the  first  infection 
occurs,  and  there  on  allergic  tissue  they  produce 
pleurisy  with  effusion.  Likewise  from  a first  infec- 
tion focus  located  in  or  near  the  central  nervous 
system  tubercle  bacilli  are  carried  into  the  ven- 
tricles of  the  brain  or  directly  into  the  subarachnoid 
space  and  on  this  allergic  tissue  they  produce  diffuse 
tuberculous  meningitis.  Again  the  regional  lymph 
nodes,  which  drain  the  first  infection  focus  and 
become  a part  of  the  picture  of  the  first  infection 
type  of  disease,  may  rupture  into  a blood  vessel 
and  miliary  disease  results.  And  so  on  with  numer- 
ous other  possibilities,  once  bacilli  are  lodged  in  the 
body.  It  is  possible  that  the  danger  of  rupture  of 
capsules  of  primary  foci  and  the  rupture  of  regional 
lymph  nodes  involved  with  tuberculosis  is  greater 
soon  after  the  lesions  have  developed  than  in 
subsequent  years,  since  in  infancy  and  early  child- 
hood, in  places  where  large  numbers  of  infants  are 
contaminated,  tuberculous  meningitis  and  miliary 
tuberculosis  are  prevalent  and  in  recently  infected 
students  of  nursing,  pleurisy  with  effusion  is  quite 
common.  However,  Sweany  on  the  basis  of  patho- 
logic examinations  (Am.  Rev.  Tuberc.,  27:559, 
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June,  1933)  has  suggested  that  nature  may  defeat 
her  purpose  in  that  she  first  encapsulates  tubercle 
bacilli  and  in  subsequent  years  resorbs  the  capsule, 
thus  setting  free  tubercle  bacilli.  Therefore  there 
is  both  an  immediate  and  a remote  danger  from 
the  first  infection  type  of  disease.  Moreover,  at  all 
times  there  is  the  danger  of  tubercle  bacilli  from 
exogenous  sources  entering  the  body  and  finding 
lodgment  on  allergic  tissues. 

“Thus,  a large  percentage  of  the  cases  of  tuber- 
culosis reported  among  students  of  nursing  pre- 
viously negative  to  the  tuberculin  test  are  only 
those  of  the  first  infection  type  of  disease.  In 
previous  times  they  would  not  have  been  known  to 
exist,  but  now  with  the  tuberculin  test  and  other 
phases  of  examination  they  are  detected  when  no 
symptoms  or  physical  signs  are  present.  Even  those 
who  developed  erythema  nodosum,  probably  as  a 
result  of  a high  degree  of  allergy,  would  not  have 
been  diagnosed  tuberculosis,  because  it  is  only 
recently  that  the  close  association  between  this 
condition  and  the  first  infection  tvpe  of  tuberculosis 
has  been  generally  recognized.  A few  of  these 
students,  after  developing  the  first  infection  tvpe 
of  disease  and  becoming  allergic,  have  developed 
chronic  pulmonary  tuberculosis,  pleurisy  with  effu- 
sion, tuberculous  meningitis,  miliary  tuberculosis, 
and  other  forms  of  the  reinfection  type  of  disease, 
just  as  one  would  expect.  At  the  same  time, 
wherever  observations  have  been  made  among 
those  who  entered  the  institutions  positive  to  the 
tuberculin  test  some  of  these  have  developed  the 
reinfection  clinical  forms  of  the  disease. 

“Unfortunately,  after  the  first  infection  type 
of  tuberculosis  produces  allergy  there  is  no  wav  of 
determining  how  much  contamination  enters  the 
bodv  from  exogenous  sources.  It  seems  reasonable 
to  believe,  however,  that  if  all  the  uncontaminated 
students  become  infected  during  their  training, 
those  who  are  already  contaminated  when  they 
enter  are  reinfected.  It  is  a well  established  fact 
that  tubercle  bacilli,  whether  from  endogenous  or 
exogenous  sources,  are  rather  quickly  fixed  in  the 
tissues,  where  they  lodge  bv  inflammation  or  other- 
wise. Unlike  many  pathogenic  micro-organisms, 
they  are  not  destroyed  but  survive  over  long 
periods  and  often  eventually  produce  clinical  tu- 
berculosis. Thus,  a period  of  years  may  intervene 
between  the  reinfection  and  the  development  of 
illness,  a period  that  is  not  covered  by  the  duration 
of  the  course  in  nursing.  Therefore,  bacilli  sown 
while  in  training  may  result  in  serious  disease  vears 
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after  students  have  graduated.  In  fact,  Shipman 
and  Davis  have  found  that  most  of  the  nurses  who 
developed  clinical  tuberculosis  during  training  were 
positive  reactors  on  entrance  to  the  school. 

“For  any  hospital  to  adopt  the  policy  of  admit- 
ting to  its  school  of  nursing  only  girls  with  positive 
tuberculin  reactions,  either  consciously  or  uncon- 
sciously, would  be  to  avoid  the  issue.  Obviously, 
there  would  be  no  way  to  determine  how  much 
contamination  that  institution  transmitted  to  its 
students.  It  would  not  be  in  a good  position  to 
solve  its  own  problems. 

“No  hospital  is  on  record  as  having  adopted  the 
policy  of  admitting  to  its  school  of  nursing  only 
girls  with  positive  tuberculin  reactions.  Moreover, 
if  the  tuberculosis  control  program  continues,  such 
a hospital  would  soon  find  itself  without  student 
nurses,  as  the  incidence  of  positive  reactors,  already 
low,  is  definitely  decreasing  among  girls  of  the 
student  nurse  age.  Since  there  is  no  possible  way  of 
securing  a tuberculosis-proof  nurse,  the  other  alter- 
native of  providing  as  nearly  as  possible  a bacillus- 
free  environment  for  the  nurse  must  be  accepted.” 

Tuberculosis  in  Nurses , Jour,  of  the  A.  M.  A., 
Dec.  22,  1934,  f.  1968. 


PROMPT  DENTISTRY 

“The  day  of  plagues  which  wiped  out  popula- 
tions is  past.  The  health  problem  of  today  and 
tomorrow  is  the  chronic  disease  caused  by  absorp- 
tion. Teeth  and  tonsils  head  the  list  of  the  causes 
of  such  disease,”  David  W.  McLean,  D.D.S.,  says 
in  the  February  Hxgeia  in  “The  Golden  Age  of 
Prevention,”  the  second  article  in  a series  on  teeth. 

“A  large  factor  then  in  the  prevention  of  such 
diseases  is  the  prevention  of  dead  teeth ; and  dead 
teeth  are  forestalled  by  the  prevention  of  decay. 
The  prevention  of  the  spread  of  decay  by  prompt 
and  adequate  dentistry,  at  any  time  in  life  when 
decay  is  discovered,  is  one  means  of  preventing 
secondary  diseases;  but  the  prevention  of  decay 
should  date  back  particularly  to  the  days  of  child- 
hood. 

“When  children’s  teeth  are  adequately  cared  for 
through  proper  education  of  all  parents,  which 
would  take  a great  deal  of  time,  or  by  dental  treat- 
ment enforced  by  a paternalized  or  socialized  gov- 
ernmental authority,  childhood  will  indeed  become 
the  golden  age  of  prevention.  This  means  not  only 
the  prevention  of  toothaches  but  the  golden  age  of 
prevention  for  much  of  the  suffering  and  disease 
of  later  life.” 
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PRESIDENT'S  PAGE 

Prior  to  the  preparation  of  this  page  my  attention  was  called  to  an  article  pre- 
pared and  sent  out  to  the  various  county  medical  societies  by  Dr.  W.  W.  Strange  of 
Huntington,  vice  president  of  the  association,  discussing  the  action  of  Council  on  Jan- 
uary 17  relative  to  eliminating  compensable  injuries  from  hospital  list  contracts.  I 
understand  that  Dr.  Strange’s  article  is  to  appear  in  this  issue  of  the  Journal,  to- 
gether with  the  minutes  of  the  January  1 7 Council  meeting.  Therefore  I wish  to 
take  this  opportunity  to  give  my  own  observations  on  this  much-discussed  question  of 
compensable  injuries  and  list  practice. 

Dr.  Strange  has  prepared  a most  able  brief  dealing  with  alleged  usurpation  of 
authority  by  the  association  Council.  His  argument  is  forcibly  presented,  just  as  all 
arguments  are  forcibly  presented  when  backed  up  by  altruism  and  sincerity.  While 
I take  exceptions  to  Dr.  Strange’s  argument,  yet  I grant  that  some,  of  his  points  are 
based  upon  sound  logic. 

My  answer  to  the  members  of  the  association  for  the  Council’s  action  has  little 
to  do  with  the  argument  presented  by  Dr.  Strange.  His  article  deals  with  technicali- 
ties. My  answer  deals  with  the  subject  under  discussion.  Dr.  Strange’s  article  deals 
with  expelling  members  from  the  association.  My  answer  deals  w'ith  keeping  mem- 
bers in  the  association. 

At  the  outset,  let  me  say  that  we  are  not  concerned  with  list  hospital  practice  in 
this  discussion.  We  are  concerned  only  with  the  elimination  of  compensable  injuries 
from  hospital  list  contracts.  Our  association  has  gone  on  record  disapproving  this 
abuse  too  many  times  to  mention. 

We  have  had  a state  compensation  law  for  22  years.  For  22  years  compen- 
sable injuries  have  been  included  in  hospital  list  contracts.  For  22  years  our  associa- 
tion has  fought  this  abuse.  We  have  fought  it  because  our  doctors  treating  list  patients, 
injured  in  line  of  duty,  have  never  collected  one  cent  for  their  services  from  the  com- 
pensation department.  When  a doctor  w'orks  for  someone  who  is  able  to  pay  a doctor 
bill,  he  should  be  paid.  We  assume  that  the  employers  of  labor  are  able  to  pay.  If 
they  aren’t,  they  shouldn’t  be  employers. 

The  Council  of  the  association,  after  22  years  deliberation,  recommended  a 
remedy  on  January  17.  The  result  of  that  recommendation  was  a maze  of  intricate 
legal  technicalities.  My  interest  is  in  remedying  a situation,  not  a technicality.  If 
others  wish  to  remedy  technicalities,  well  and  good.  I can  assure  them  they  will  have 
no  opposition  from  me. 

It  has  been  brought  to  me  from  many  sources  that  my  own  actions  in  this  con- 
troversy are  prompted  by  selfish  motives.  Let  me  say  that  if  our  goal  is  accomplished 
it  will  not  mean  one  cent  to  me  or  to  the  hospital  with  which  I am  affiliated.  It  will 
mean  more  than  $300,000  a year  to  the  men  who  classify  me  as  being  opposed  to  their 
interests.  I do  not  desire  to  see  any  member  expelled  from  the  association.  If  any 
members  are  expelled,  it  will  be  their  choice;  not  mine. 

With  due  respect  to  our  vice  president,  his  brief  fails  to  suggest  any  remedy  for 
the  abuse  under  discussion.  I feel  that  an  overwhelming  majority  of  the  members  of 
the  association  will  support  our  Council  in  its  position,  in  preference  to  the  technical 
position  taken  by  Dr.  Strange.  If  the  Council  remedy  is  wrong,  what  is  Dr.  Strange’s 
remedy? 
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PENDING  LEGISLATION 

As  this  issue  of  the  Journal  goes  to  press, 
we  wish  to  report  upon  the  status  of  a number 
of  legislative  bills  of  interest  to  the  medical 
profession. 

The  “Medical  Supervision”  bill  ( House 
Bill  102)  sponsored  by  the  association  is 
tucked  away  in  the  files  of  the  House  Com- 
mittee on  Medicine  and  Sanitation  where  it 
will  probably  remain  until  the  present  session 
ends.  This  bill,  at  one  time  slated  for  passage, 
was  withdrawn  because  of  vigorous  opposi- 
tion on  the  part  of  an  active  minority  within 
the  association. 

The  committee  substitute  for  House  Bill 
160  is  perhaps  the  most  important  bill  now 
pending  before  the  legislature,  so  far  as  the 
medical  profession  is  concerned.  This  is  the 
Workmans’  Compensation  Bill  to  liberalize 
the  compensation  laws  of  West  Virginia.  The 
bill,  if  passed,  will  exclude  industrial  injuries 
from  hospital  list  contracts  and  will  remove 
the  maximum  limits  on  rehabilitation.  The 
bill  also  provides  for  appeals  to  the  circuit 
court  from  the  decision  of  the  compensation 
commissioner. 

This  compensation  bill  passed  the  lower 
House  on  February  22  and  is  now  pending- 
before  the  Senate  Judiciary  Committee. 
Doctors  who  are  interested  in  this  measure 
should  get  in  touch  with  their  Senators  im- 
mediately. The  vote  on  this  bill  in  the 
House  was  79  to  11  in  favor  of  passage. 

House  Bill  3 1 relating  to  the  sale  of  nar- 
cotics was  rejected  by  the  House  on  January 


30,  in  favor  of  a state  uniform  narcotic  act 
which  was  introduced  last  wreek  by  Dr.  Ward 
Wylie. 

House  Bill  46  relating  to  the  steriliza- 
tion of  mental  defectives  is  still  pending  be- 
fore the  House  Committee  on  Medicine  and 
Sanitation. 

House  Bill  124  relating  to  schools  of 
nursing  and  lowering  the  requirements  for 
such  schools  was  rejected  by  the  House  on 
February  8. 

House  Bill  136  relating  to  the  inspection 
of  food  and  drugs  passed  the  House  on  Feb- 
ruary 6,  and  is  now  pending  in  the  Senate. 

House  Bill  265  authorizing  a permit  to 
practice  medicine  to  J.  H.  Kidwell  was  re- 
jected by  the  House  on  February  11.  A mo- 
tion to  reconsider  carried  on  February  2 1 and 
the  bill  was  again  rejected. 

House  Bill  293  restricting  the  use  of  the 
word  “doctor”  in  the  practice  of  chiropody  j 
pending  in  the  Medicine  and  Sanitation  Com- 
mittee. 

House  Bill  295  raising  the  standards  and 
requirements  for  schools  of  nursing.  Pending 
before  Committee  on  Medicine  and  Sanita- 
tion. 

House  Bill  342.  Uniform  narcotic  act  in- 
troduced by  Dr.  Wylie  and  pending  before 
the  Committee  on  Medicine  and  Sanitation. 

Senate  Bill  32  is  identical  with  House  Bill 
1 24  reducing  the  standards  for  nursing  train- 
ing schools. 

Senate  Bill  44  is  identical  with  House  Bill 
295  raising  the  standards  of  nurses  training 
schools. 

Senate  Bills  102,  103  and  104  relating  to 
the  biennial  registration  of  dentists,  licensing 
of  dentists  and  defining  dentistry,  now  pend- 
ing before  Senate  Committee  on  Medicine 
and  Sanitation. 

Senate  Bill  189  creating  a West  Virginia 
Foundation  for  Crippled  Children,  now  pend- 
ing before  the  Senate  Finance  Committee. 

Senate  Bill  208  calling  for  a direct  appro- 
priation for  the  Huntington  Orthopedic 
Hospital,  now  pending  before  the  Senate 
Finance  Committee. 
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THE  STATE  MEETING 

Plans  for  the  sixty-eighth  annual  meeting 
of  the  association  at  Wheeling  on  May  6,  7 
and  8,  1935,  are  rapidly  taking  form.  The 
scientific  program  has  been  practically  com- 
pleted by  the  Committee  on  Scientific  Work, 
of  which  Dr.  R.  K.  Buford,  Charleston,  is 
chairman.  Most  of  the  sectional  meeting  pro- 
grams have  also  been  worked  out. 

A number  of  new  features  are  planned  for 
the  Wheeling  session.  Both  the  Section  on 
Internal  Medicine  and  the  Section  on  Sur- 
gery have  arranged  for  clinics  to  be  held  at 
the  North  Wheeling  and  the  Ohio  Valley 
General  hospitals  respectively  on  the  morn- 
ing of  May  6,  and  their  scientific  programs 
will  be  held  at  the  same  hospitals  during  the 
afternoon.  It  is  understood  that  the  Pediat- 
ric Section  is  also  contemplating  a morning 
clinic  for  May  6,  the  opening  day  of  the  con- 
vention. 

A second  feature  will  be  the  afternoon  pro- 
program on  May  8,  the  final  afternoon  of 
the  meeting.  Clinics,  the  one  on  surgery  and 
one  on  medicine,  are  to  be  held  in  the  gen- 
eral meeting  room  at  the  McLure  Hotel, 
to  be  followed  by  two  scientific  essays  by  the 
two  clinicians.  Dr.  Irvin  Abell,  Louisville, 
has  already  accepted  the  surgical  assignment. 

Dr.  Morris  Fishbein,  editor  of  the  Journal 
of  the  American  Aiedical  Association , has 
also  accepted  the  committee’s  invitation  for 
the  banquet  address  on  Wednesday  evening, 
May  8.  In  addition  to  the  banquet,  Dr.  Fish- 
bein will  also  address  the  general  session  on 
the  morning  of  May  8 and  the  Woman’s 
Auxiliary  at  their  luncheon  on  the  same  day. 

Headquarters  for  the  Wheeling  meeting 
will  be  established  at  the  McLure  Hotel, 
where  all  of  the  general  sessions  will  be  held. 
A number  of  reservations  have  already  been 
received  by  the  McLure.  Members  of  the 
Association  who  expect  to  be  in  attendance  at 
the  Wheeling  meeting  should  make  their 
hotel  reservations  in  the  near  future. 


A special  committee  of  Wheeling  doctors 
headed  by  Dr.  R.  J.  Reed,  Jr.,  as  chaiiman 
has  been  named  by  the  Ohio  County  Medical 
Society  to  take  care  of  local  convention  de- 
tails. Announcements  concerning  the  annual 
golf  tournament,  the  convention  dance  and 
other  matters  will  be  made  by  the  local  com- 
mittee in  the  near  future. 


100  PERCENT  WYOMING 

The  Wyoming  County  Medical  Society 
repeated  its  record  of  the  past  several  years 
by  reporting  its  membership  100  per  cent 
paid  up  on  February  18,  1935.  The  Wyom- 
ing society  is  the  first  to  achieve  this  record 
for  the  present  year.  While  the  Wyoming 
society  is  small,  it  is  composed  of  an  interested 
group  of  active,  wide  awake  practitioners. 
Dr.  J.  O.  Bailiff,  Mullens,  is  president  of 
the  society,  and  Dr.  Ward  Wylie,  Mullens, 
is  secretary-treasurer. 

We  take  this  opportunity  to  compliment 
the  officers  and  members  of  the  Wyoming 
society  for  their  efficient  and  business-like 
organization. 


GIRD  ON  YOUR  ARMOR 

• 

The  efforts  now  being  put  forward  by  cer- 
tain misguided  but  possibly  well  meaning 
“social  uplifters”  to  foist  upon  this  country  a 
scheme  of  health  insurance  demand  the  in- 
stant attention  of  the  rank  and  file  of  the 
medical  profession  of  the  entire  country. 
The  scheme  as  proposed  is  the  rankest  form 
of  state  medicine.  If  enacted  into  law,  both 
the  laity  and  the  profession  must  suffer 
markedly,  and  as  far  as  the  writer  can  see, 
the  only  group  which  stands  to  profit  is  that 
composed  of  social  workers  for  whom  jobs 
will  be  multiplied  exceedingly.  In  Germany 
under  a similar  scheme  morbidity  has  in- 
creased approximately  three  hundred  per 
cent.  In  England  it  has  nearly  doubled,  and 
the  cost  of  administration  there  has  risen  to 
approximately  two-thirds  of  the  cost  of  actual 
medical  care. 
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One  of  its  worst  features  is  bureaucratic 
control  of  medical  service.  Moreover  it  will 
encourage  slipshod  medicine  and  will  great- 
ly encumber  the  progress  of  medical  science. 
Another  feature  would  provide  for  employer 
contribution  to  the  financial  structure,  a fea- 
ture which  seems  to  us  unjustifiable.  The 
employer  should  bear  the  cost  of  industrial 
injuries  and  should  install  proper  safety  ap- 
pliances and  maintain  proper  sanitation,  but 
we  cannot  quite  comprehend  further  finan- 
cial responsibility  for  the  disease  hazard  to 
which,  individual  employees  are  liable. 

We  would  urge  all  physicians  to  write  or 
wire  their  senators  and  congressmen  asking 
them  to  oppose  the  adoption  of  any  scheme 
of  health  insurance  in  this  country. 


JOURNAL  CONTROVERSIES 

In  accordance  with  a resolution  of  the 
Council  passed  at  Martinsburg  in  1918,  it 
has  been  the  policy  of  the  Publication  Com- 
mittee to  exclude  all  controversial  material 
of  every  nature  from  the  columns  of  the 
Journal.  However,  inasmuch  as  there  has 
been  such  widespread  questioning  of  the 
legality  of  the  Council’s  action  at  its  January 
meeting  in  the  matter  of  compensable  in- 
juries and  somewhat  less  widespread  criti- 
cism of  that  action,  it  has  seemed  proper  to 
publish  in  this  issue  an  article  by  Dr.  W.  W. 
Strange  setting  forth  the  reasons  why  he  be- 
lieves the  Council  exceeded  the  authority 
vested  in  it  by  the  constitution  and  by-laws 
of  the  state  association.  We  did  not  feel  that 
we  could  properly  decline  to  publish  the  pro- 
ceedings of  the  Council,  and  in  a spirit  of 
fairness  we  felt  that  we  should  allow  Dr. 
Strange  to  present  his  views  to  the  profes- 
sion of  the  state. 

The  rumor  has  reached  us  that  other 
material  dealing  with  this  controversy  will 
be  presented  but  at  the  time  this  is  written, 
none  has  arrived.  We  trust  that  both  an- 
tagonists and  protagonists  of  the  Council’s 
action  will  refrain  from  offering  communica- 


tions relative  to  the  subject  until  the  Wheel- 
ing meeting  of  the  House  of  Delegates.  We 
feel  confident  that  no  one  can  question  the 
right  of  the  House  of  Delegates  to  act  with 
finality,  as  the  constitution  specifically  con- 
fers upon  that  body  legislative  powers. 


OBITUARY 


I)R.  HENRY  M.  FITZHUGH 

Dr.  Henry  M.  Fitzhugh,  59,  widely  known 
physician  and  surgeon  of  Westminster,  Maryland 
and  president  of  the  Maryland  State  Board  of 
Education  since  1920,  died  at  the  University  Hos- 
pital, Baltimore,  on  January  25,  1935,  following 
an  illness  of  two  months’  duration.  In  1930-1931 
Dr.  Fitzhugh  was  president  of  the  Medical  and 
Chirurgical  faculty  of  Maryland.  He  was  well 
known  to  a large  number  of  West  Virginia  doctors. 


DR.  BIGELOW  MISSING 

Dr.  George  H.  Bigelow,  former  health  commis- 
sioner of  Massachusetts  and  more  recently  director 
of  the  Massachusetts  General  Hospital,  disappeared 
under  mysterious  circumstances  on  December  3, 
1934,  and  is  thought  to  be  a victim  of  amnesia. 
Dr.  Bigelow  will  be  remembered  for  his  appear- 
ance on  the  association  program  at  White  Sulphur 
Springs  in  1930. 

The  finger  prints  of  Dr.  Bigelow  are  in  the 
possession  of  the  Department  of  Public  Safety  of 
the  commonwealth  of  Massachusetts.  Hospitals  are 
requested  to  fingerprint  all  amnesia  victims  un- 
identified and  forward  them  to  Colonel  Paul  G. 
Kirk,  Commissioner  of  Public  Safety,  State  House, 
Boston,  Massachusetts. 

Dr.  Bigelow  is  six  feet  tall,  weighs  approximately 
1 7 5 pounds,  has  deep  blue  eyes,  closely  cut  black 
hair,  and  is  44  years  of  age. 


sinus  trouble 

“The  farther  away  the  calendar  is  from  sum- 
mer, the  more  common  is  sinusitis,  but  the  state- 
ment, ‘once  a sinus  case,  always  a sinus  case,’  is 
false,  for  each  year  the  cures  increase”,  Dr.  John 
J.  Shea  says  in  an  article  “Has  Your  Child  Sinus 
Trouble?”  in  the  February  Hygeia. 
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COUNTY  SOCIETY  NEWS 


MERCER  COUNTY 

The  regular  meeting  of  the  Mercer  County 
Medical  Society  was  held  on  January  31,  1935 
at  8:15  p.  m.  in  the  Municipal  Building,  Bluefield, 
W.  Va.,  with  a very  large  attendance. 

An  invitation  was  read  from  the  McDowell 
County  Medical  Society  to  meet  with  them  on 
April  10,  1935.  This  was  unanimously  accepted. 

The  resolution  recently  passed  by  the  Council 
of  the  West  Virginia  State  Medical  Society  was 
read.  It  was  voted  that  no  action  be  taken  at  the 
present  time  and  the  resolution  was  tabled  for  one 
month. 

A motion  was  made  by  Dr.  A.  H.  Hoge  and 
passed  that  an  injunction  be  sought  to  refrain  J.  R. 
Wayman  of  Princeton,  W.  Va.,  from  practicing 
medicine. 

Following  this  a very  interesting  paper  was  read 
by  Dr.  O.  S.  Hare  of  Bluefield,  W.  Va.  The  sub- 
ject of  the  paper  was  “Some  Factors  Influencing 
the  Income  of  the  Practicing  Physician.”  This 
paper  was  discussed  by  Dr.  E.  W.  Horton  and 
several  others. 

Dr.  F.  S.  Richmond  was  reelected  to  member- 
ship. 

The  following  legislative  committee  was  appointed 
by  the  president:  Dr.  C.  J.  Reynolds,  chairman, 

Bluefield;  Dr.  W.  H.  Wallingford,  Princeton; 
Dr.  B.  S.  Clements,  Matoaka. 

The  high  cost  of  medical  relief  in  Mercer  county 
was  discussed  at  considerable  length  at  the  regular 
monthly  meeting  of  the  Mercer  County  Medical 
Society  held  in  the  Municipal  Building,  Bluefield, 
on  the  evening  of  February  21.  Dr.  R.  O. 
Rogers,  chairman  of  the  County  Medical  Relief 
Committee,  and  Mr.  John  Martin,  Mercer  county 
relief  administrator,  were  the  principal  speakers. 
Dr.  Roger  felt  that  too  much  money  was  being 
spent  on  medical  relief  in  Mercer  county. 

Following  the  discussion  on  medical  relief,  the 
society  adopted  a resolution  to  the  effect  that  the 
action  of  the  association  Council  on  January  1 7, 
1935,  to  exclude  industrial  injuries  from  hospital 
list  contracts  was  without  authority  and  the  action 
therefore  was  opposed  by  the  society. 

Dr.  Sam  Holroyd  of  Athens,  a past  president  of 
the  West  Virginia  State  Medical  Association,  was 
elected  to  honorary  membership  at  this  meeting. 

Chas.  T.  St.  Clair,  Jr.,  Secretary. 


RALEIGH  COUNTY 

The  annual  election  of  officers  was  the  principal 
business  transacted  by  the  Raleigh  County  Med- 
ical Society  which  met  Tuesday,  January  29,  in 
the  Beckley  Hotel.  The  election  and  installation 
of  officers  followed  an  eight  o’clock  dinner. 

Dr.  A.  G.  Bowles  of  Glen  White  was  elected 
president,  succeeding  Dr.  L.  E.  Shrewsbury  of 
Beckley.  Dr.  B.  W.  Aiken  of  Tams  and  Dr.  F.  J. 
Moore  of  Affinity,  first  and  second  vice  presidents, 
respectively.  Dr.  L.  M.  Halloran  was  reelected 
secretary  and  treasurer. 

The  society  voted  to  retain  the  board  of  censors 
that  served  last  year.  The  board  is  composed  of 
Dr.  Robert  Wriston  of  Beckley,  Dr.  H.  R.  Hicks, 
of  Killarney  and  Dr.  D.  L.  Hill  of  Mabscott. 

Delegates  were  named  to  represent  the  society 
at  the  next  state  convention.  Dr.  R.  P.  Daniel 
of  Pemberton  and  Dr.  W.  C.  Mays  of  Stanaford, 
were  elected  delegates,  with  Dr.  E.  H.  Hedrick 
of  Beckley  and  Dr.  G.  E.  Gwinn  of  the  Pine- 
crest  Sanitarium  as  alternates. 

Dr.  W.  Ansell  Derrick  of  Price  Hill  and  Dr. 
Richard  Connor  Haislip  were  admitted  as  new 
members.  Thirty-eight  of  the  regular  members 
attended  the  meeting. 

At  the  January  29  meeting,  the  society  also 
voted  its  opposition  to  the  resolution  adopted  by 
the  association  Council  on  January  1 7 relating  to 
the  treatment  of  industrial  injuries  in  list  hospitals. 
A committee  composed  of  Dr.  George  W.  John- 
son, chairman;  Dr.  H.  R.  Hicks  and  Dr.  I).  I). 
Daniel  was  appointed  to  prepare  a resolution  to 
this  effect. 

The  following  resolution  was  prepared  and 
adopted  by  the  committee: 

“Whereas,  As  list  hospitals  have  been  operating 
successfully  for  several  years  in  this  section  and  have 
been  found  to  be  the  most  satisfactory  method  of 
handling  problems  with  which  we  have  to  deal,  we 
the  committee  hereby  adopt  the  following  resolu- 
tion: 

“ He  it  Resolved,  That  the  committee  endorses 
the  continuation  of  the  present  method  of  hospital- 
ization and, 

“Be  it  Further  Resolved,  We  are  opposed  to  the 
ruling  as  passed  by  the  Council  of  the  West  Vir- 
ginia State  Medical  Association  on  January  17, 
1935. 


L.  M.  Halloran,  Secretary. 
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McDowell  county 

The  regular  meeting  of  the  McDowell  County 
Medical  Society  was  held  Feb.  13,  1935,  with  22 
members  present.  The  paper  of  the  evening  was 
“Diphtheria”  by  Dr.  A.  B.  Spahr,  of  Newhall,  W. 
Va.  A very  lengthy  discussion  of  the  paper  fol- 
lowed and  other  important  topics  were  brought  be- 
fore the  meeting. 

R.  H.  Edwards,  Secretory. 


HARRISON  COUNTY 

The  Harrison  County  Medical  Society  had  their 
regular  meeting  February  7,  1935.  Dr.  R.  H. 
Walker,  president  of  the  state  association,  addressed 
the  society.  Mr.  Joe  Savage,  executive  secretary, 
spoke  concerning  recent  medical  legislation  before 
the  present  session  of  the  legislature. 

Dr.  I.  A.  Bigger,  Professor  of  Surgery  at  the 
Medical  College  of  Virginia,  Richmond,  gave  a 
very  interesting  paper  on  “The  Diagnosis  and 
Treatment  of  Primary  Carcinoma  of  the  Lung.” 
He  presented  lantern  slides  illustrating  his  paper. 
Dr.  F.  W.  Light  of  Clarksburg,  was  elected  to 
membership  in  the  society. 

Creed  C.  Greer,  Secretary. 


LOGAN  COUNTY 

The  regular  meeting  of  the  Logan  County 
Medical  Society  was  held  February  13  at  the  Logan 
General  Hospital. 

On  the  scientific  program  there  appeared  Dr.  T- 
S.  Klumpp  of  Huntington  who  gave  an  illustrated 
lecture  on  the  “Relation  Between  Pelvic  Condi- 
tions and  General  Health  in  the  Female”;  also 
Dr.  Walter  C.  Swann  of  Huntington  whose  sub- 
ject was  “The  Prevention  of  Coronary  Occlusion.” 

In  the  afternoon  Dr.  Klumpp  was  a guest 
speaker  of  the  Woman’s  Auxiliary  and  gave  a talk 
before  them  and  members  of  the  Logan  Woman’s 
Club  and  visitors.  His  subject  for  this  afternoon 
lecture  was  “The  Problems  of  Marriage  as  Seen 
by  the  Physician.” 

Preceding  the  general  meeting  in  the  evening, 
Dr.  J.  S.  Klumpp  held  a clinic  at  the  hospital 
assisted  by  Mrs.  Wencke  of  the  Friends’  Health 
Service,  Mrs.  Chambers  of  the  Red  Cross  and 
Mrs.  Stead  of  the  Welfare  Department. 

E.  H.  Starcher,  Secretary. 


LEWIS  COUNTY 

I)r.  George  F.  Evans  of  Clarksburg  was  the 
guest  speaker  at  the  February  meeting  of  the  Lewis 
County  Medical  Society,  which  was  held  at  the 
Memorial  Building,  Weston.  His  subject  “Child- 
hood Tuberculosis”,  was  presented  in  an  interest- 
ing and  instructive  manner  and  illustrated  by  lan- 
tern slides. 

Dr.  Robert  C.  Hood,  Clarksburg,  was  present 
and  discussed  Dr.  Evans’  paper,  following  which 
there  was  an  informal  discussion  by  the  members 
of  the  society. 

Theresa  O.  Snaith,  Secretary. 

G.  H.  H.  M.  SOCIETY 

All  of  the  doctors  in  Mineral  county  have  re- 
cently volunteered  their  services  as  instructors  in 
the  American  Red  Cross  first  aid  schools  which 
are  being  held  in  Keyser,  Burlington  and  Fort 
Ashby.  Eighty  members  have  enrolled  for  the 
course  in  Keyser  and  a large  proportionate  number 
have  enrolled  for  the  other  two  schools. 

P.  R.  Wilson,  Secretary. 

KANAWHA  COUNTY 

An  interesting  meeting  of  the  Kanawha  Med- 
ical Society  was  held  at  the  Daniel  Boone  Hotel, 
Charleston,  on  the  evening  of  February  12,  with 
an  excellent  attendance.  Following  the  business 
session,  the  scientific  program  was  presented  by 
Dr.  H.  K.  Allebach  and  Dr.  McLeod  Gillies  of 
Charleston. 

Dr.  Allebach  spoke  on  “The  Practical  Value  of 
the  Grading  of  Malignancy,”  and  discussion  was 
opened  by  Dr.  J.  Ross  Hunter  and  Dr.  V.  L. 
Peterson.  Dr.  Gillies’  paper  was  on  “Hematology” 
and  discussion  was  opened  by  Dr.  M.  I.  Mendeloff 
and  Dr.  H.  L.  Robertson. 

P.  A.  Tuckwiller,  Secretary. 

MARSHALL  COUNTY 

The  regular  monthly  meeting  of  the  Marshall 
County  Medical  Society  was  held  at  the  Elks  Club, 
Moundsville,  at  4 o’clock  on  the  afternoon  of 
February  12  with  Dr.  C.  G.  Morgan,  president, 
presiding.  The  county  school  and  health  nurses 
were  present,  in  addition  to  the  members  of  the 
society. 

During  the  business  session,  the  society  went  on 
record  as  favoring  the  passage  of  House  Bill  102 
and  the  appropriation  for  a new  building  for  the 
medical  school  at  West  Virginia  University.  On 
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motion  of  Dr.  R.  A.  Ashworth,  the  society  went 
on  record  as  being  opposed  to  House  Bill  44,  re- 
quiring a hospital  to  have  a daily  average  of  50 
patients  before  being  entitled  to  operate  a training 
school  for  nurses.  A special  committee  was  ap- 
pointed to  draft  a resolution  in  opposition  to  the  bill. 

The  guest  speaker  of  the  evening  was  Dr. 
Howard  G.  Weiler  of  Wheeling  who  gave  an  in- 
teresting talk  on  “Infantile  Paralysis”  illustrated  by 
lantern  slides.  Dr.  Weiler’s  talk  began  with  the 
prophylaxis,  contagiousness  and  early  and  late  treat- 
ment, mentioning  in  particular  the  excellent  results 
obtained  in  early  treatment  by  absolute  rest.  Later, 
by  convalescent  serum  and  transfusion,  by  splints 
and  casts  to  protect  the  muscles,  to  prevent  stretch- 
ing and  deformities.  Dr.  Weiler  called  special  at- 
tention to  the  warm  baths  and  treatment  in  the 
state  hospital  at  Berkeley  Springs. 

J.  A.  Striebich,  Secretary. 


FAYETTE  COUNTY 

The  regular  monthly  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  the  Hill  Hotel, 
Oak  Hill,  at  8 o’clock  on  the  evening  of  February 
12  with  Dr.  George  Fordham,  president,  presiding. 
During  the  business  session  Dr.  T.  L.  Browning  of 
Powellton  was  elected  to  membership  and  the  ap- 
plication of  Dr.  O.  C.  Campbell  was  referred  to 
the  board  of  censors.  Dr.  H.  C.  Skaggs  was  ap- 
pointed as  a member  of  the  board  of  censors  to  fill 
out  the  unexpired  term  of  Dr.  W.  V.  Wilkerson. 

The  scientific  program  presented  by  Dr.  M. 
A.  Moore  of  Kingston  was  an  interesting  paper 
on  “Epidemic  Jaundice  in  Children.”  His  paper 
drew  considerable  discussion  from  the  members 
present. 

Following  the  scientific  program,  the  society 
adopted  a resolution  objecting  and  taking  exception 
to  the  resolution  passed  by  the  association  Council 
on  January  17,  1935  relating  to  the  exclusion  of 
compensable  injuries  from  hospital  list  contracts. 

Ralph  Hogshead,  Secretary. 


OHIO  COUNTY 

The  regular  meeting  of  the  Ohio  County  Med- 
ical Society  was  held  in  the  Solarium  of  the  Ohio 
Valley  General  Hospital,  Wheeling,  on  February 
15  with  a fine  attendance.  The  essayist  of  the 
evening  was  Dr.  Chevalier  L.  Jackson,  clinical  pro- 
fessor of  bronchoscopy  and  esophagoscopy  at 
Temple  University,  Philadelphia. 


Dr.  Jackson  gave  a most  interesting  presenta- 
tion on  “Indications  for  Bronchoscopy”  which  was 
illustrated  by  both  slides  and  motion  pictures.  Dis- 
cussion was  opened  by  Dr.  Thomas  R.  Hoge  and 
Dr.  E.  L.  Jones,  both  of  Wheeling. 

Russell  C.  Bond,  Secretary. 

MONONGALIA  COUNTY 
Dr.  M.  B.  Ferderber  of  Pittsburgh  was  the 
scientific  essayist  at  the  February  5 meeting  of 
the  Monongalia  County  Medical  Society  which 
was  held  in  the  Hotel  Morgan  ball  room,  Morgan- 
town. Dinner  was  served  at  6 o’clock  to  the  mem- 
bers and  guests,  following  which  the  scientific  pro- 
gram was  presented. 

Dr.  Ferderber  gave  a paper  on  “Management 
of  Pneumonia,”  which  was  illustrated  with  motion 
pictures.  His  lecture  was  most  interesting  and  in- 
structive and  brought  out  a wide  discussion. 

G.  R.  Maxwell,  Secretary. 


BARBOUR-RANDOLPH-TUCKER 
Dr.  R.  J.  Condry  of  Elkins  has  been  elected  to 
serve  as  a member  of  the  advisory  council  of  the 
American  Heart  Association,  according  to  a recent 
announcement  from  Dr.  H.  M.  Marvin  of  New 
York,  acting  executive  secretary.  Dr.  Condry  was 
elected  at  the  annual  meeting  of  the  association  on 
February  4,  1935  to  serve  for  three  years. 


CABELL  COUNTY 

Dr.  Fred  W.  Rankin  of  Lexington,  Kentucky, 
was  the  guest  speaker  at  the  February  14  meeting 
of  the  Cabell  County  Medical  Society,  which  was 
held  at  the  Hotel  Pritchard.  Dr.  Rankin’s  paper 
was  on  “The  Selection  of  Peptic  Ulcer  Cases  for 
Surgery.”  A large  attendance  turned  out  for  this 
meeting. 

'File  business  session  was  devoted  largely  to  a 
discussion  of  the  action  of  the  association  Council 
on  January  1 7 dealing  with  the  expulsion  of  com- 
pensable injuries  from  hospital  list  contracts. 

Edwin  Mathews,  Secretary. 


CENTRAL  WEST  VIRGINIA 
The  regular  quarterly  meeting  of  the  Central 
West  Virginia  Medical  Society  was  held  at  the  Y. 
M.  C.  A.  building,  Gassaway,  on  February  28  with 
an  excellent  attendance.  Dinner  was  served  to 
members  and  guests  at  6:15  o’clock,  following 
which  the  business  and  program  were  taken  up. 
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Speakers  for  the  evening  included  Dr.  B.  H. 
Swint  and  Dr.  R.  D.  Roller  of  the  association  Com- 
mittee on  Medical  Relief,  Charleston,  and  Mrs. 
Katheryn  Trent,  director  of  hygiene  of  the  West 
Virginia  Relief  Administration.  The  subject  dis- 
cussed by  the  speakers  was  in  relation  to  the  FERA 
medical  relief  program  in  this  state. 

Eugene  S.  Brown,  Secretary. 

GENERAL  NEWS 


SPECIAL  COUNCIL  MEETING 
January  17,  1935 

A special  meeting  of  the  Council  of  the  West 
Virginia  State  Medical  Association  was  held  at  the 
association  headquarters,  Charleston,  on  January 
17,  1935  with  the  association’s  Committee  on  Med- 
ical Economics.  Dr.  Roy  Ben  Miller,  council  chair- 
man, presided. 

The  first  order  of  business  was  the  confirmation 
of  Dr.  R.  J.  Reed,  Jr.,  Wheeling,  as  councillor 
to  fill  the  unexpired  term  of  the  late  Dr.  R.  U. 
Drinkard.  On  motion  of  Dr.  MacGregor,  the 
appointment  was  confirmed  and  Dr.  Reed  was  in- 
ducted into  office. 

Dr.  C.  R.  Ogden,  chairman  of  the  Committee 
on  Medical  Economics,  reported  on  the  work  of 
the  committee  and  the  meeting  with  the  list  hospital 
owners  on  January  7,  1935,  at  which  time  an  en- 
deavor was  made  to  get  the  hospitals  to  exclude 
industrial  injuries  from  their  hospital  list  contracts. 
In  order  to  protect  members  of  the  association  who 
were  willing  to  exclude  industrial  injuries  from 
hospital  list  contracts,  he  recommended  the  expul- 
sion of  members  who  would  not  do  so. 

Dr.  J.  Ross  Hunter  then  submitted  the  follow- 
ing minority  report  of  the  committee: 

“ 1 . There  is  no  criticism  of  the  position  taken 
in  the  majority  report  that  the  employer  ought  to 
pay  for  the  treatment  of  industrial  injuries.  I be- 
lieve that  this  may  be  paid  either  through  the 
workmen’s  compensation  commission  or  direct  to 
the  hospitals  and  surgeons  performing  this  work. 

"2.  I desire  also  to  dissent  from  the  majority 
opinion  that  members  failing  to  comply  with  its 
recommendations  are  to  be  expelled  from  member- 
ship in  the  society.  I believe  that  such  action  is 
arbitrary  and  unreasonable  and  could  be  avoided  by 
continuation  of  friendly  conferences.” 


Following  discussion  of  the  majority  and  minor- 
ity reports,  the  council  recessed  to  meet  at  1 :30 
o’clock  at  the  Daniel  Boone  Hotel  with  the  list 
hospital  owners  and  superintendents.  The  council 
reconvened  at  2:10  o’clock  at  the  association  head- 
quarters and  Dr.  D.  A.  MacGregor  moved  the 
adoption  of  the  following  resolution  recommended 
in  the  majority  report  of  the  Committee  on  Med- 
ical Economics. 

“Whereas,  It  has  been  and  now  is  the  practice 
of  many  hospitals  in  West  Virginia  to  enter  into 
contracts  with  industrial  employers  which  contracts 
include  industrial  injuries,  and 

“Whereas,  The  industrial  injuries  referred  to 
should  be  compensatetd  for  by  the  West  Virginia 
Compensation  Department,  in  spite  of  paragraph 
C,  Section  3,  Article  IV,  of  the  Compensation  Act, 
which  section  should  in  the  opinion  of  the  council 
be  immediately  repealed,  and 

“Whereas,  Such  practice  is  clearly  in  plain  vio- 
lation of  and  repugnant  to  Section  2,  Article  IV, 
of  the  principles  of  medical  ethics  of  the  American 
Medical  Association  and  which  is  likewise  repug- 
nant to  the  letter  and  spirit  of  the  by-laws  of  the 
West  Virginia  State  Medical  Association,  and 
“Whereas,  It  is  the  duty  of  this  council  to  pre- 
serve and  enforce  the  code  of  ethics  within  the  pro- 
fession in  West  Virginia,  and 

“Whereas,  It  is  believed  by  the  council  that  the 
members  of  the  state  association  desire  that  the  prac- 
tice herein  referred  to  be  abolished  in  West  Virginia 
as  evidenced  by  the  action  of  the  state  association 
at  its  last  annual  meeting,  and 

“Whereas,  It  is  believed  by  the  council  that  the 
members  of  the  profession  desire  to  refrain  from 
the  practice  herein  referred  to,  but  that  conditions 
at  present  pertaining  to  industrial  medical  practice 
make  it  difficult  for  any  individual  or  group  of  in- 
dividuals to  avoid  such  practice  while  others  are  en- 
gaging therein. 

“Now,  Therefore,  be  it  Resolved,  that  after  April 
17,  1935,  no  doctor  who  is  a member  of  the  West 
Virginia  State  Medical  Association  shall  engage  in 
the  practice  of  medicine  under  the  terms  of  or  in 
connection  with  any  hospital  list  contract  which 
provides  for  the  care  or  treatment  of  industrial  in- 
juries nor  shall  he  be  on  the  staff  of  or  in  any  way 
connected  with  any  hospital  which  is  a party  to  any 
such  list  contract  and, 

“Be  it  Further  Resolved,  that  this  council  shall 
at  its  next  meeting  after  April  17,  1935,  ascertain 
whether  or  not  any  members  of  the  state  medical 


136 


The  West  Virginia  Medical  Journal 


t March,  1935 


association  have  engaged  since  the  date  last  afore- 
said or  are  engaging  in  the  unethical  practice  here- 
with referred  to  and  in  the  event  that  any  member 
or  members  have  been  so  engaged  or  are  engaging 
that  then  this  council  shall  recommend  that  such 
member  or  members  shall  no  longer  be  permitted 
to  retain  membership  in  the  West  Virginia  State 
Medical  Association  and  this  council  shall  further 
recommend  to  the  county  medical  societies  con- 
cerned that  the  membership  of  such  member  or 
members  in  such  county  society  be  immediately  ter- 
minated. This  council  does  further  recommend 
that  in  the  event  that  any  county  medical  society 
shall  fail  to  comply  with  the  last  mentioned  recom- 
mendation that  then  the  charter  of  such  county 
society  shall  be  withdrawn  and  revoked.” 

This  motion  was  seconded  by  Dr.  W.  R. 
Gold  and  the  resolution  was  adopted.*  Mr. 
Savage  was  instructed  to  send  out  copies  of  the 
resolution  to  all  hospitals  involved,  to  the  council- 
lors and  to  the  presidents  and  secretaries  of  all 
county  medical  societies  in  southern  West  Virginia. 
Dr.  Miller,  chairman,  was  given  authority  to  send 
out  a letter  to  each  county  society  president  and 
secretary  explaining  the  intention  and  purpose  of 
the  resolution. 

On  motion  of  Dr.  Morrison,  duly  seconded,  the 
Association  Committee  on  Public  Health  was  re- 
established and  Dr.  Walker  was  authorized  to  ap- 
point such  a committee. 

On  motion  of  Dr.  Morrison,  honorary  member- 
ship was  conferred  on  Dr.  J.  L.  Sameth  of  Welch. 

On  motion  of  Dr.  Morrison,  the  president  was 
authorized  to  draft  a letter  to  the  West  Virginia 
Public  Health  Council  explaining  the  position  of 
the  association  in  regard  to  many  abuses  and  un- 
ethical practices  involved  in  industrial  medicine  and 
to  request  the  assistance  of  the  public  health  council 
in  eliminating  such  abuses. 

There  being  no  further  business,  the  council  ad- 
journed at  2:45  p.  m. 

•It  was  stilted  through  error  in  the  February  Journal  that  the  Council 
resolution  was  unanimously  adopted.  There  was  one  dissenting  vote,  cast 
by  Dr.  B.  S.  Clements,  Mutoaka,  councillor  for  the  llftli  district. 


IRRADIATED  MILK 

1.  The  vitamin  D content  of  irradiated  evap- 
orated milk  is  increased  by  direct  irradiation  with 
ultra-violet  rays  (U.  S.  Patent  1 6808 18  under 
license  from  the  Wisconsin  Alumni  Research 
Foundation)  making  this  a highly  potent  vitamin 
I)  milk  for  infants  and  children  and  for  the  special 


nourishment  of  bones  and  teeth  by  promoting  a 
more  efficient  utilization  of  calcium  and  phosphorus. 

2.  Irradiated  evaporated  milk  is  pure  fresh 

cow’s  milk  with  approximately  60  per  cent  of  the 

water  removed  by  evaporation  under  reduced  press- 
ure. It  is  not  a patented  or  proprietary  food  but  a 
staple  commodity. 

3.  Irradiated  evaporated  milk  supplies  all  of  the 
important  food  values  of  whole  cow’s  milk,  includ- 
ing those  vitamins  which  milk  can  be  depended 
upon  to  supply,  plus  an  extra  amount  of  vitamin  D 
created  by  irradiation. 

4.  Irradiated  evaporated  milk  is  sterile  and 

therefore  is  the  safest  milk  obtainable;  it  cannot 
introduce  pathogenic  micro-organisms  to  induce 
diarrhea  in  infants. 

5.  Irradiated  evaporated  milk  is  more  readily 
digested  than  raw  milk  or  milk  boiled  only  a very 
short  time. 

6.  Irradiated  evaporated  milk  casein  curd  in  the 
stomach  is  very  fine  and  soft  in  texture  or  structure. 
It  resembles  in  physical  structure  the  curd  of 
human  milk. 

7.  Irradiated  evaporated  milk  is  homogenized 
which  produces  a fine  dispersion  of  the  fat  particles 
and  renders  them  more  readily  acted  upon  by  diges- 
tive enzymes  and  more  thoroughly  assimilated. 

8.  Irradiated  evaporated  milk  is  considered  by 
many  pediatricians  to  be  the  best  form  of  cow’s 
milk  for  preparing  the  baby’s  formula. 

9.  Irradiated  evaporated  milk  is  a most  con- 
venient and  economical  whole  milk  supply  for 
family  and  community. 

10.  Irradiated  evaporated  milk  is  usually  less 
allergic  than  raw  milk  or  milk  boiled  only  a short 
time. 

11.  Irradiated  evaporated  milk  has  been  shown 
to  be  valuable  in  special  diets  for  adults  when  a 
readily  digestible  form  of  milk  is  required. 

12.  Irradiated  evaporated  milk  enables  the  in- 
troduction of  more  milk  in  the  diet  because  it  is 
concentrated. 

13.  Irradiated  evaporated  milk  whips.  Because 
of  the  homogenization  it  produces  a “buttery” 
flavor  and  a characteristic  texture  and  consistency 
in  foods  in  which  it  is  used. 

14.  Irradiated  evaporated  milk  is  of  special  value 
in  the  family  feeding  programs  of  relief  agencies 
because  of  its  economy,  nutritive  value,  and  keeping 
qualities. 
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A.  C.  S.  DISTRICT  MEETING 

The  District  of  Columbia-Maryland-Delaware- 
Virsrinia-West  Virginia  sectional  meeting  of  the 
American  College  of  Surgeons  will  be  held  in 
Washington,  I).  C.  on  Thursday  and  Friday, 
April  1 1 and  12  next.  Headquarters  will  be  at  the 
Mayflower  Hotel. 

An  active  Committee  on  Local  Arrangements, 
with  Dr.  Ralph  M.  LeComte  as  chairman,  and 
Dr.  Elijah  W.  Titus  as  secretary,  has  plans  well 
in  hand  for  an  excellent  meeting. 

Following  is  a preliminary  outline  of  the  entire 
program : 

Thursday,  April  11,  1935 

8:0(1-  9:00 — Registration. 

9 :00- 1 2 :00 — Operative  clinics. 

9:30- 1 2 :00 — Hospital  conference. 

12:30-  2:00 — Medical  motion  pictures. 

2:30-  5:00 — Hospital  conference. 

5:00-  5:30 — Annual  meeting,  Fellows  of  the 
College. 

7:00-  8:00 — Medical  motion  pictures. 

8:00-10:30 — Scientific  session,  general  surgery. 

8:00-10:30 — Scientific  session,  eye,  ear,  nose 
and  throat  surgery. 

8:00-10:30 — Hospital  round  table  conference. 

Friday,  April  12,  1935 

9 :00- 1 2 :00 — Operative  clinics. 

9:00-11:00 — Cancer  clinic. 

9 :30-l  2 :00 — Hospital  conference. 

12:30-  2:00 — Medical  motion  pictures. 

2:30-  5:30 — Scientific  session,  general  surgery. 

2:30-  5:30 — Scientific  session,  eye,  ear,  nose 
and  throat  surgery. 

2:30-  5:00 — Hospital  conference. 

8:00-10:00 — Community  health  meeting. 

Some  of  the  distinguished  visitors  who  will  be 
present  on  this  occasion  are:  Dr.  Franklin  H. 

Martin,  Chicago,  director  general,  American  Col- 
lege of  Surgeons;  Dr.  Alfred  W.  Adson,  Roch- 
ester, chief  neurosurgeon  at  Mayo  Clinic;  Dr. 
Frederic  W.  Bancroft,  New  York  City,  associate 
professor  of  clinical  surgery,  Columbia  University 
College  of  Physicians  and  Surgeons;  Dr.  George 
Crile,  Cleveland,  director,  Cleveland  Clinic  Foun- 
dation, and  chairman,  Board  of  Regents,  American 
College  of  Surgeons;  Dr.  Claude  F.  Dixon,  Roch- 
ester, assistant  professor  of  surgery,  Mayo  Founda- 
tion, University  of  Minnesota  Medical  School;  Dr. 
Robert  B.  Greenough,  Boston,  president,  American 
College  of  Surgeons;  Dr.  LeRoy  Long,  Oklahoma 
City,  director,  LeRoy  Long  Clinic;  Dr.  John  O. 


McReynolds,  Dallas,  ophthalmic  and  aural  sur- 
geon, St.  Paul’s,  Parkland,  and  Methodist  Hos- 
pitals, Scottish  Rite  Hospital  for  Crippled  Children; 
Dr.  Fred  \V.  Rankin,  Lexington,  surgeon,  St. 
Joseph’s  and  Good  Samaritan  Hospitals;  Dr. 
Charles  L.  Scudder,  Boston,  consulting  surgeon, 
Massachusetts  General  Hospital;  Dr.  Frederic  A. 
Beasley,  Waukegan,  professor  of  surgery,  North- 
western University  Medical  School;  Dr.  Malcolm 
J . MacEachern,  Chicago,  associate  director, 
American  College  of  Surgeons,  and  director  of 
hospital  activities;  Robert  Jolly,  Houston,  superin- 
tendent, Memorial  Hospital,  and  president,  Amer- 
ican Hospital  Association;  and  Dr.  M.  N.  New- 
quist,  Chicago,  Department  of  Industrial  Medicine 
and  1 raumatic  Surgery,  American  College  of  Sur- 
geons. 

A cordial  invitation  to  attend  this  meeting  is  ex- 
tended not  only  to  the  Fellows  and  hospitals  of  the 
various  states  included,  but  to  the  entire  medical 
profession  at  large. 


sickness  insurance 

Interesting  observations  on  the  German  system 
of  sickness  insurance  were  made  on  February  24 
by  Dr.  Arthur  J.  Bedell,  president  of  the  Medical 
Society  of  the  State  of  New  York  before  the  legis- 
lative assembly  of  New  York  at  Albany.  Dr. 
Bedell  spoke  in  opposition  to  a health  insurance  bill 
pending  before  the  New  York  legislature. 

Dr.  Bedell  pointed  to  the  utter  failure  of  com- 
pulsory health  insurance  in  Germany,  where  it  has 
been  tried  for  half  a century.  He  said  that  Gustav 
Hartz,  labor  economist  of  Berlin,  and  author  of 
several  books  on  German  social  politics,  has 
analyzed  the  fallacies  of  the  scheme  and  exposed  to 
the  world  the  harm,  rather  than  good,  that  com- 
pulsory health  insurance  has  actually  produced.  Dr. 
Bedell  stated  that  this  report,  entitled,  “Will 
America  Copy  Germany’s  Mistakes?,”  will  be 
published  in  the  March  1 issue  of  the  New  York 
State  Journal  of  Medicine  as  translated  from  the 
German  by  the  Pennsylvania  Self-Insurers’  Asso- 
ciation of  Philadelphia. 

“Sick  insurance,”  according  to  the  report,  “pro- 
vides the  workman  with  medical  attendance  free 
of  charge,  with  medicine  and  other  necessities,  and 
with  an  allowance.  Anyone  will  at  first  sight  con- 
sider this  a great  blessing  for  the  workman  as  well 
as  for  national  health.  The  reality,  however,  is  far 
different. 

“The  insured  workman  becomes  a second  class 
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patient.  The  mass  demand  compels  a limitation  in 
the  use  of  medicines.  Doctors  must  not  prescribe 
what  they  consider  good  for  the  patient,  they  are 
only  allowed  to  give  remedies  entered  in  a book  of 
medical  regulations  for  insurance  purposes. 

“Dread  of  illness  obsesses  most  people  and  this 
has  been  pressed  into  a system  ‘illness  made  easy’ 
by  which  the  will  to  be  well  is  strangled.  The 
doctor  is  consulted  a dozen  times  where  once  would 
be  sufficient — the  insurance  pays.  The  prescribing 
of  medicine  and  bandages  is  desired.  When  they 
have  been  obtained  they  lie  about  until  they  are  no 
longer  fit  to  be  used — the  insurance  pays.  Besides 
it  is  nice  to  get  something  in  return  for  the  premi- 
um paid  year  in  and  year  out.  There  is  developed 
a fear  of  illness  which  shakes  the  will  for  recovery 
— the  best  aid  to  health.  Pretenders  and  hypo- 
chondriacs are  bred  and  the  use  of  medicine  be- 
comes excessive. 

“Medical  science  has  become  a cheap  article,  and 
doctors  have  given  up  conscientious  treatment. 
The  genuine  patient  is  neglected,  is  not  given  the 
necessary  care.  The  greater  the  mass  consultation, 
the  lower  are  the  doctor’s  fees.  They  are,  there- 
fore, compelled  to  resort  to  mass  practice. 

“All  this  is  at  the  workman’s  expense,  for  the 
part  of  the  premiums  supposed  to  be  paid  by  the 
employer  is  in  reality  borne  by  the  workman  either 
as  a consumer  or  wage  earner.  As  the  employer’s 
premium  share  is  immediately  connected  with  the 
wage,  it  is  shifted  over  on  the  wage.  In  Germany, 
no  one  any  longer  doubts  the  fact  that  the  em- 
ployer’s share  of  the  premium  is  taken  from  the 
workman’s  wages.  What  the  employer  pays  as 
his  contribution,  he  cannot  pay  the  workman  in 
the  form  of  wages. 

“A  network  of  deception  has  been  spread.  In 
millions  of  cases  wrong  was  turned  into  right  and 
the  gates  opened  wide  to  fraud.  When  wages  are 
being  decreased,  when  work  is  scarce  and  work 
hours  shortened,  when  there  are  fewer  shifts,  many 
holidays,  sick  insurance  comes  in  handy.  One  ob- 
jects to  the  work  he  is  given,  another  does  not  feel 
like  working.  Matters  soon  make  an  extensive 
controlling  system  necessary.  This  ends  in  badger- 
ing all  persons. 

“Patients  are  visited  in  their  homes  by  controlling 
officials  who  have  to  convince  themselves  that  the 
patient  is  really  ill  and  not  doing  any  work.  'I  lie 
sick  insurance  engages  so-called  confidential  doctors 
who  have  to  submit  the  patient  to  a final  examina- 
tion to  see  whether  he  is  too  ill  to  work.  M he  re- 


sults of  such  examinations  are  to  a great  extent 
startling.  Here  is  one  instance  from  among 
thousands:  2008  patients  were  ordered  to  appear 
for  a final  examination.  Eight  hundred  and  sixteen 
of  them  at  once  declared  their  complete  recovery; 
289  were  found  to  be  well  by  the  confidential 
doctor.  So  nearly  half  of  them  were  not  ill. 

“The  confidential  doctor  is,  so  to  say,  the  med- 
ical policeman,  who  not  only  controls  the  patients 
but  also  his  fellow  doctors  who  are  treating  them. 

“The  genuine  patient  is  justly  indignant  to  find 
that  the  existence  of  his  illness  is  doubted,  and  that 
he  who  has  always  paid  his  premiums  regularly  and 
has  a right  to  demand  conscientious  attendance,  is 
considered  a cheat. 

“This  system,  together  with  the  rest  of  the 
bureaucratic  apparatus,  has  wedged  itself  between 
doctor  and  patient,  completely  destroying:  the 

patient’s  confidence  in  his  physician,  which  greatly 
retards  all  recovery. 

“Those  who  know  anything  about  the  actual 
working  of  compulsory  health  insurance  will  not 
be  surprised  that  the  confidential  doctor,  whose 
task  it  is  to  keep  the  number  of  patients  low,  may 
declare  a patient  recovered,  who  nevertheless  dies 
two  days  later.” 


CANCER  FILMS  AVAILABLE 

Educational  material  on  cancer  for  both  lay 
audiences  and  medical  society  meetings  is  now 
available  in  West  Virginia,  according  to  a recent 
announcement  from  the  American  Society  for  the 
Control  of  Cancer,  New  York  City.  This  material 
includes  slides,  motion  pictures,  film  strip  projectors 
and  movie  projectors. 

Dr.  John  N.  Simpson,  dean  of  the  School  of 
Medicine,  Morgantown,  has  two  series  of  slides 
for  medical  society  presentation;  the  first  on  tumors 
of  the  breast  and  the  second  on  tumors  of  the 
uterus.  Film  strips  may  be  secured  on  tumors  of 
the  breast  (medical)  from  Dr.  W.  A.  Wallace, 
Martinsburg,  Dr.  R.  B.  Bailey,  58  Sixteenth  Street, 
Wheeling,  or  Dr.  B.  H.  Swint,  240  Capitol  Street, 
Charleston.  A film  strip  on  tumors  of  the  uterus 
(medical)  may  also  be  secured  from  Dr.  Bailey. 

Dr.  Simpson  and  Dr.  Bailey  also  have  avail- 
able film  strips  on  “Fight  Cancer  with  Knowl- 
edge” for  lay  audiences  and  “Cancer;  Its  Life 
History  and  Practical  Measures  for  Its  Control,” 
for  university  students  and  nurses.  Film  strip  pro- 
jectors and  movie  projectors  may  be  secured 
through  Dr.  Bailey  and  Dr.  Simpson. 
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THREAT  OF  HEALTH  INSURANCE 

Every  doctor  in  West  Virginia  will  he  inter- 
ested in  the  action  of  the  House  of  Delegates  of 
the  American  Medical  Association  relating  to  sick- 
ness insurance.  A special  meeting  of  the  A.  M.  A. 
House  of  Delegates  was  held  in  Chicago  on  Feb- 
ruary 15,  16,  1935.  A report  of  this  meeting 
has  been  published  in  the  Journal  of  the  A.  M.  A. 
For  the  benefit  of  our  readers  who  do  not  receive 
the  A.  M.  A.  Journal  or  who  did  not  read  the  re- 
port, we  are  publishing  below  the  full  statement 
which  appeared  in  the  February  23  issue  of  the  A. 
M.  A.  Journal: 

“The  special  session  of  the  House  of  Delegates 
called  at  the  request  of  the  Board  of  Trustees  met 
in  Chicago,  February  15  and  16.  As  will  be  ap- 
parent from  the  minutes  of  the  House,  to  be  pub- 
lished in  the  Journal  next  week,  the  session  opened 
with  a statement  by  the  Board  of  Trustees,  giving 
the  record  of  the  association  in  relationship  to  this 
subject  and  propounding  to  the  House  of  Delegates 
six  questions  of  moment.  After  much  general  dis- 
cussion, the  speaker  of  the  House  of  Delegates  re- 
ferred the  entire  discussion  on  these  six  questions 
to  a reference  committee,  which  then  brought  in  a 
report  to  the  House.  This  report  was  unanimous- 
ly adopted  by  the  House  after  suitable  correction 
and  amendment.  It  is  important  that  every  mem- 
ber of  the  American  Medical  Association  read  care- 
fully this  statement  of  policies  and  support  it  to  the 
utmost  with  his  patients  and  with  representatives  in 
state  legislatures  and  in  the  federal  government. 
The  report  of  the  reference  committee  opens  with 
a preamble  stating  in  general  the  point  of  view  of 
the  American  Medical  Association  and  its  right  to 
speak  for  the  medical  profession  on  this  subject: 

“The  American  Medical  Association,  embracing 
in  its  membership  some  100,000  of  the  physicians 
of  the  United  States,  is  by  far  the  largest  medical 
organization  in  this  country.  The  House  of  Dele- 
gates would  point  out  that  the  American  Medical 
Association  is  the  only  medical  organization  open 
to  all  reputable  physicians  and  established  on  truly 
democratic  principles,  and  that  this  House  of  Dele- 
gates, as  constituted,  is  the  only  body  truly  repre- 
sentative of  the  medical  profession. 

“The  House  of  Delegates  commends  the  Board 
of  Trustees  and  the  officers  of  the  association  for 
their  efforts  in  presenting  correctly,  maintaining 
and  promoting  the  policies  and  principles  hereto- 
fore established  by  this  body. 


“The  primary  considerations  of  the  physicians 
constituting  the  American  Medical  Association  are 
the  welfare  of  the  people,  the  preservation  of  their 
health  and  their  care  in  sickness,  the  advancement 
of  medical  science,  the  improvement  of  medical 
care,  and  the  provision  of  adequate  medical  service 
to  all  the  people.  These  physicians  are  the  only 
body  in  the  United  States  qualified  by  experience 
and  training  to  guide  and  suitably  control  plans  for 
the  provision  of  medical  care.  The  fact  that  the 
quality  of  medical  service  to  the  people  of  the 
United  States  today  is  better  than  that  of  any  other 
country  in  the  world  is  evidence  of  the  extent  to 
which  the  American  medical  profession  has  fulfilled 
its  obligations. 

“The  first  question  propounded  by  the  Board 
of  Trustees  to  the  House  of  Delegates  was  ‘shall 
or  shall  not  the  American  Medical  Association  re- 
affirm its  opposition  to  compulsory  sickness  insur- 
ance ?’  The  House  of  Delegates  replied  to  this 
question  in  no  uncertain  terms. 

“The  House  of  Delegates  of  the  American  Med- 
ical Association  reaffirms  its  opposition  to  all  forms 
of  compulsory  sickness  insurance  whether  admin- 
istered by  the  federal  government,  the  govern- 
ments of  the  individual  states  or  any  individual  in- 
dustry, community  or  similar  body.  It  reaffirms 
also  its  encouragement  to  local  medical  organiza- 
tions to  establish  plans  for  the  provision  of  adequate 
medical  service  for  all  the  people,  adjusted  to  pre- 
sent economic  conditions,  by  voluntary  budgeting 
to  meet  the  costs  of  illness. 

“The  medical  profession  has  given  of  its  utmost 
to  the  American  people,  not  only  in  this  but  in 
every  previous  emergency.  It  has  never  required 
compulsion  but  has  always  volunteered  its  service 
in  anticipation  of  their  need. 

“The  second  question  propounded  was  based  on 
the  fact  that  the  Committee  on  Economic  Security, 
appointed  by  President  Roosevelt,  in  its  report  to 
Congress  on  January  17  had  stated  tentatively  11 
principles  which  it  believes  fundamental  to  its  plan 
of  compulsory  health  insurance  and  which  appar- 
ently would  form  the  basis  of  the  further  report 
on  this  subject  to  be  a part  of  the  message  sent  to 
Congress  by  the  President  on  March  1 : 

“The  Committee  on  Economic  Security,  ap- 
pointed by  the  President  of  the  United  States,  pre- 
sented in  a preliminary  report  to  Congress  on  Jan- 
uary  1 7,  eleven  principles  which  that  committee 
considered  fundamental  to  a proposed  plan  of  com- 
pulsory health  insurance.  The  House  of  Dele- 
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gates  is  glad  to  recognize  that  some  of  the  funda- 
mental considerations  for  an  adequate,  reliable  and 
safe  medical  service  established  by  the  medical  pro- 
fession through  years  of  experience  in  medical  prac- 
tice are  found  by  the  committee  to  be  essential  to 
its  own  plans. 

“However,  so  many  inconsistencies  and  incom- 
patibilities are  apparent  in  the  report  of  the  Presi- 
dent’s Committee  on  Economic  Security  thus  far 
presented  that  many  more  facts  and  details  are  nec- 
essary for  a proper  consideration. 

The  Wagner  Bill  for  economic  security  has  been 
discussed  in  previous  issues  of  the  Journal.  It  is 
an  act  which  provides  for  unemployment  insurance 
and  old  age  pensions.  It  also  provides  federal  sub- 
sidies to  the  individual  states  and  additional  funds 
for  maternal  and  child  welfare,  for  the  care  of  the 
crippled  and  for  the  United  States  Public  Health 
Service.  In  making  the  bill  effective,  it  provides 
for  setting  up  a social  insurance  board  in  the  De- 
partment of  Labor.  The  House  of  Delegates  of 
the  American  Medical  Association  recognized  that 
its  primary  concern  must  be  with  those  aspects  of 
the  measure  concerned  in  the  field  of  medicine  and 
the  public  health.  It  recognized,  however,  that 
the  original  drafts  of  the  Wagner  bill  indicated  that 
sickness  insurance  also  would  be  placed  under  the 
social  service  board  already  mentioned.  Therefore 
the  House  of  Delegates  said: 

“The  House  of  Delegates  recognizes  the  neces- 
sity under  conditions  of  emergency  for  federal  aid 
in  meeting  basic  needs  of  the  indigent;  it  depre- 
cates, however,  any  provision  whereby  federal  sub- 
sidies for  medical  services  are  administered  and  con- 
trolled by  a lay  bureau.  While  the  desirability  of 
adequate  medical  service  for  crippled  children  and 
for  the  preservation  of  child  and  maternal  health 
is  beyond  question,  the  House  of  Delegates  deplores 
and  protests  those  sections  of  the  Wagner  Bill 
which  place  in  the  Children’s  Bureau  of  the  De- 
partment of  Labor  the  responsibility  for  the  admin- 
istration of  funds  for  these  purposes. 

“The  House  of  Delegates  condemns  as  pernic- 
ious that  section  of  the  Wagner  Bill  which  creates 
a social  insurance  board  without  specification  of  the 
character  of  its  personnel  to  administer  functions 
essentially  medical  in  character  and  demanding 
technical  knowledge  not  available  to  those  without 
medical  training. 

“Recognizing  the  fact  that  the  individual  states 


are  immediately  concerned  with  the  bill  for  sick- 
ness insurance  now  being  proposed  by  the  American 
Association  for  Social  Security,  the  House  of  Dele- 
gates voiced  its  strong  condemnation  of  this  meas- 
ure. In  a brief  statement  the  Journal  called 
attention  a few  weeks  ago  to  many  of  the  features 
of  this  legislation  which  place  it  utterly  beyond  any 
kind  of  consideration  from  a medical  point  of  view. 
The  House  of  Delegates  said: 

“The  so-called  Epstein  Bill,  proposed  by  the 
American  Association  for  Social  Security,  now  being 
promoted  with  propaganda  in  the  individual  states, 
is  a vicious,  deceptive,  dangerous  and  demoralizing 
measure.  An  analysis  of  this  proposed  law  has 
been  published  by  the  American  Medical  Associa- 
tion. It  introduces  such  hazardous  principles  as 
multiple  taxation,  inordinate  costs,  extravagant  ad- 
ministration and  an  inevitable  trend  toward  social 
and  financial  bankruptcy. 

“Throughout  the  country  there  seems  to  be  some 
demand  for  presentation  by  the  American  Medical 
Association  of  a plan  whereby  county  medical  so- 
cieties and  the  medical  profession  generally  may  be 
able  to  arrange  with  the  public  for  a better  dis- 
tribution of  medical  service.  More  than  ten  years 
ago  the  House  of  Delegates  recognized  the  desir- 
ability of  such  plans  and  authorized  county  medical 
societies,  with  the  approval  of  state  medical  organ- 
izations, to  put  into  effect  various  schemes  for  en- 
abling the  public,  especially  in  lower  income  levels, 
to  obtain  adequate  medical  service  at  costs  that 
were  within  their  means.  At  the  special  meeting 
of  the  House  of  Delegates,  several  of  these  plans 
were  brought  specifically  to  the  attention  of  those 
present.  The  reference  committee  gave  careful 
consideration  to  all  these  plans  and  also  to  an 
account  of  some  150  plans  already  in  operation, 
which  have  been  analyzed  by  the  Bureau  of  Med- 
ical Economics.  After  this  consideration,  the  refer- 
ence committee  reported: 

“The  committee  has  studied  this  matter  from  a 
broad  standpoint,  considering  many  plans  submitted 
by  the  Bureau  of  Medical  Economics  as  well  as 
those  conveyed  in  resolutions  from  the  floor  of  the 
House  of  Delegates.  It  reiterates  the  fact  that  there 
is  no  model  plan  which  is  a cure-all  for  the  social 
ills  any  more  than  there  is  a panacea  for  the  phy- 
sical ills  that  affect  mankind.  There  are  now  more 
than  1 50  plans  for  medical  service  undergoing  study 

{Continued  on  page  xxii ) 
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COMMUNICATION 

THE  COUNCIL  LEGISLATES 

'By  W.  W.  Strange,  M.  I). 

Huntington , W.  V a. 

At  a meeting  of  the  Council  of  the  West  Vir- 
ginia State  Medical  Association  on  January  17,  the 
following  majority  report  of  the  special  committee 
was  accepted: 

“Whereas,  Many  hospitals  in  West  Virginia  are 
accepting  list  hospital  contracts  from  industrial  em- 
ployers which  contracts  include  industrial  injuries, 
and, 

“Whereas,  Industrial  injuries  should  be  taken 
care  of  through  the  West  Virginia  Compensation 
Department  at  the  rates  prescribed  in  the  fee  sched- 
ule agreed  to  by  the  West  Virginia  State  Medical 
Association  and  the  Workmen’s  Compensation  De- 
partment now,  therefore, 

“Whereas,  T he  Council  of  the  West  Virginia 
State  Medical  Association  considers  it  unfair  and 
unethical  for  any  hospital  to  include  industrial  in- 
juries in  their  list  contracts, 

“ Therefore , be  it  Further  Resolved , That  three 
months  from  the  date  hereof  no  doctor  connected 
with  or  on  the  staff  of  a hospital  accepting  com- 
pensable injuries  in  their  list  contracts  can  retain 
his  membership  in  the  West  Virginia  State  Med- 
ical Association,  and 

“ Be  it  Further  Resolved,  That  a special  council 
meeting  be  called  on  April  24,  1935,  at  which 
time  the  council  shall  ascertain  if  any  members  of 
the  association  are  connected  with  any  hospital  in- 
dulging in  the  above  mentioned  unfair  and  un- 
ethical practice  and,  if  so,  the  council  shall  recom- 
mend their  immediate  expulsion  through  their  re- 
spective county  medical  societies. 

“Be  it  Further  Resolved,  That  unless  this  condi- 
tion is  corrected  by  April  17,  1935  either  the  county 
societies  involved  shall  expel  their  offending  mem- 
bers or  the  charter  of  the  county  medical  society 
shall  be  withdrawn  and  revoked  on  that  date. 

“Be  it  Further  Resolved,  That  Council  use  its 
influence  in  having  Paragraph  C,  Section  27,  of 
Compensation  act  repealed  as  it  defeats  the  spirit 
of  the  compensation  law.” 

On  January  23,  we  received  from  the  office  of 
the  executive  secretary  of  the  state  association  the 
following  bulletin: 


“At  a special  meeting  of  the  Council  of  the  West 
Virginia  State  Medical  Association  held  on  Janu- 
ary 17,  1935,  the  following  resolution  was  unani- 
mously adopted: 

“Whereas,  It  has  been  and  now  is  the  practice 
of  many  hospitals  in  West  Virginia  to  enter  into 
contracts  with  industrial  employers  which  contracts 
include  industrial  injuries,  and 

“Whereas,  T he  industrial  injuries  referred  to 
should  be  compensated  for  by  the  West  Virginia 
Compensation  Department,  in  spite  of  Paragraph 
C,  Section  3,  Article  IV,  of  the  Compensation  Act, 
which  section  should  in  the  opinion  of  the  council 
be  immediately  repealed,  and 

“Whereas,  Such  practice  is  clearly  in  plain  vio- 
lation of  and  repugnant  to  Section  2,  Article  VI,  of 
the  principles  of  medical  ethics  of  the  American 
Medical  Association  and  which  is  likewise  repug- 
nant to  the  letter  and  spirit  of  the  by-laws  of  the 
West  Virginia  State  Medical  Association,  and 
“Whereas,  It  is  the  duty  of  this  council  to  pre- 
serve and  enforce  the  code  ethics  within  the  profes- 
sion in  West  Virginia,  and 

“Whereas,  It  is  believed  by  the  council  that  the 
members  of  the  state  association  desire  that  the  prac- 
tice herein  referred  to  be  abolished  in  West  Vir- 
ginia as  evidenced  by  the  action  of  the  state  associa- 
tion at  its  last  annual  meeting,  and 

“Whereas,  It  is  believed  by  the  council  that  the 
members  of  the  profession  desire  to  refrain  from 
the  practice  herein  referred  to  but  that  conditions 
at  present  pertaining  to  industrial  medical  practice 
make  it  difficult  for  any  individual  or  group  of  in- 
dividuals to  avoid  such  practice  while  others  are  en- 
gaging therein, 

“Now,  Therefore , be  it  Resolved,  That  after 
April  17,  1935,  no  doctor  who  is  a member  of  the 
West  Virginia  State  Medical  Association  shall  en- 
gage in  the  practice  of  medicine  under  the  terms 
of  or  in  connection  with  any  hospital  list  contract 
which  provides  for  the  care  or  treatment  of  indus- 
trial injuries  nor  shall  he  be  on  the  staff  of  or  in  any 
way  connected  with  any  hospital  which  is  a party 
to  any  such  list  contract,  and 

“Be  it  Further  Resolved,  That  this  Council  shall 
at  its  next  meeting  after  April  17,  1935,  ascertain 
whether  or  not  any  members  of  the  state  medical 
association  have  engaged  since  the  date  last  afore- 
said or  are  engaging  in  the  unethical  practice  here- 
with referred  to  and  in  the  event  that  any  member 
or  members  have  been  so  engaged  or  are  engaging 
that  then  this  council  shall  recommend  that  such 
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member  or  members  shall  no  longer  be  permitted 
to  retain  membership  in  the  West  Virginia  State 
Medical  Association  and  this  council  shall  further 
recommend  to  the  county  medical  societies  con- 
cerned that  the  membership  of  such  member  or 
members  in  such  county  society  be  immediately  ter- 
minated. This  council  does  further  recommend  that 
in  the  event  that  any  county  medical  society  shall 
fail  to  comply  with  the  last  mentioned  recommen- 
dation that  then  the  charter  of  such  society  shall 
be  withdrawn  and  revoked.” 

Dr.  R.  M.  Bobbitt,  councillor  for  the  fourth 
district,  who  says  that  he  was  present  during  the 
entire  meeting,  informs  us  that  the  resolution  pre- 
sented to  and  passed  by  the  council  was  the  major- 
ity report  of  the  special  committee  on  medical  eco- 
nomics, which  is  quoted  at  the  beginning  of  this 
paper,  and  that  the  resolution  in  its  modified  form, 
as  sent  out  from  the  office  of  the  executive  secre- 
tary, was  not  presented  to  the  council  meeting. 

In  discussing  this  law  laid  down  by  the  council, 
I would  like  to  have  it  clearly  understood  at  the 
beginning  that  I am  not  discussing  the  right  or 
wrong  of  contract  practice,  or  of  its  relations  to  the 
industrial  injuries  which  come  under  the  compen- 
sation law  of  the  state.  I am  discussing  solely  the 
question  of  the  council’s  passing  such  an  edict  and 
of  its  right  to  do  so. 

The  Constitution  of  the  West  Virginia  State 
Medical  Association  specifically  states  that  the 
House  of  Delegates  is  the  legislative  body  of  the 
association. 

While  the  constitution  is  not  specific  as  to  the 
duties  of  the  council,  the  implication  is  entirely  clear. 
We  believe  it  was  the  intention  of  the  people  who 
framed  this  constitution  to  make  the  council  a judic- 
iary and  an  executive  body.  It  specifically  states 
that  the  councillors  are  censors  and  their  decision  is 
final  on  all  ethical  matters.  Nowhere  does  it  give 
them  any  legislative  function  and  it  is  obvious  that 
it  is  not  the  intent  to  make  them  executive,  judic- 
iary and  legislative. 

Article  VI,  Section  2,  of  the  “Principles  of  Med- 
ical Ethics  of  the  American  Medical  Association” 
is  as  follows: 

“It  is  unprofessional  for  a physician  to  dispose  of 
his  service  under  conditions  that  make  it  impossible 
to  render  adequate  service  to  his  patient  or  which 
interfere  with  reasonable  competition  among  the 
physicians  of  a community.  To  do  this  is  detri- 
mental to  the  public  and  to  the  individual  physician, 
and  lowers  the  dignity  of  the  profession.” 


This  is  the  article  which  is  referred  to  in  the 
edict  sent  out  from  the  secretary’s  office  and  the 
one  on  which,  apparently,  they  base  their  principal 
authority  to  justify  the  edict,  although  they  claim 
that  the  practice  of  handling  compensable  injuries 
as  list  cases  in  hospitals  is  “otherwise  repugnant  to 
the  letter  and  spirit  of  the  by-laws  of  the  West 
Virginia  State  Medical  Association.”  Which  by- 
laws are  not  specified. 

It  is  a well  recognized  fact  that  there  a're  cer- 
tain communities  where,  because  of  geographical  or 
social  conditions,  contract  practice  is  essential  if  the 
people  of  these  communities  are  to  have  any  med- 
ical attention.  There  are  many  of  these  communi- 
ties in  our  state.  The  authors  of  the  “Principles  of 
Medical  Ethics  of  the  American  Medical  Associa- 
tion” undoubtedly  know  this  and  this  knowledge 
probably  accounts  for  the  rather  vague  generaliza- 
tion in  their  discussion  of  contract  practice.  It  is 
rather  difficult  to  see  how  this  paragraph  in  the 
“ethics”  can  be  made  applicable  to  one  small  phase 
of  contract  practice  and  not  to  many  other  phases; 
for  instance,  if  the  council  feels  that  men  who 
handle  compensable  injuries  as  list  practice  in  the 
hospitals  are  unethical,  we  would  like  to  know  what 
their  attitude  is  toward  the  ethics  of  a physician 
doing  list  practice  in  a mine  camp.  Under  the 
present  system,  these  men  take  care  of  compensable 
injury  cases  arising  in  their  practice  and  these  cases 
are  not  paid  for  by  the  state  compensation  com- 
mission. Is  there  any  difference  in  the  question  of 
ethics  involved  here  and,  if  not,  why  does  the  edict 
specify  only  men  working  in  hospitals? 

The  question  involved  here  is  not  one  of  med- 
ical ethics.  For  years  such  practice  has  been  con- 
ducted by  a great  many  men  in  the  state  of  West 
Virginia,  men  who  have  been  leaders  in  our  pro- 
fession and  whose  ethical  standards  are  above  re- 
proach. Whatever  the  merits  and  demerits  of  the 
practice  may  be,  it  is  not  a question  of  ethics.  1 he 
only  way  that  it  can  be  brought  under  the  scope  of 
ethics  is  by  legislative  enactment,  which  puts  it  be- 
yond the  pale  of  ethical  practices.  This  the  council 
has  attempted  to  do,  but  it  is  our  contention,  in  so 
doing  it  has  usurped  the  authority  invested  in  the 
House  of  Delegates. 

In  this  edict  it  has  threatened  to  revoke  the  char- 
ter of  any  constituent  society  if  that  society  does 
not  expel  a member  of  any  hospital  staff,  which 
hospital  does  not  comply  with  the  edict  of  January 

17. 

Chapter  IX,  Section  3,  of  the  constitution  states: 
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“Charters  shall  be  issued  only  on  approval  of  the 
Council  or  House  of  Delegates,  and  shall  be  signed 
b\  the  President  and  Secretary  of  this  Association. 
The  Council  or  the  House  of  Delegates  shall  have 
authority  to  revoke  the  charter  of  any  component 
society  whose  actions  are  in  conflict  with  the  letter 
or  spirit  of  this  Constitution  and  By-Laws.” 

The  matter  of  handling  of  compensable  injuries 
is  not  covered  either  by  the  constitution  or  the  by- 
laws. 

Chapter  9,  sections  5 and  6,  of  the  constitution 
read  as  follows: 

Section  5.  “Each  county  society  shall  judge  of 
the  qualifications  of  its  own  members,  but,  as  such 
societies  are  only  the  portals  to  this  association  and 
to  the  American  Medical  Association,  every  reput- 
able and  legally  registered  physician  who  does  not 
practice  or  claim  to  practice,  nor  lend  his  support 
to,  any  exclusive  system  of  medicine,  shall  be  eli- 
gible to  membership.  Before  a charter  is  issued  to 
any  county  society,  full  and  ample  notice  and  op- 
portunity shall  be  given  to  every  such  physician 
in  the  county  to  become  a member.” 

Section  6.  “Any  physician  who  may  feel  ag- 
grieved bv  the  action  of  the  society  of  his  county 
in  refusing  him  membership  or  in  suspending  or  ex- 
pelling him,  shall  have  the  right  to  appeal  to  the 
council  and  its  decision  shall  be  final.” 

In  spite  of  this  specific  statement  that  each  county 
societv  shall  be  the  judge  of  qualification  of  its  own 
members,  the  council  presumes  to  direct  a society 
to  expel  certain  of  its  members  and  threatens  it 
with  the  loss  of  its  charter  if  it  does  not. 

While  the  constitution  and  by-laws  are  at  times 
indefinite,  it  is  obvious  that  the  council  was  con- 
stituted originally  as  a board  of  censors  or  a court 
of  appeal.  The  action  of  this  council  on  January 
17,  in  issuing  an  ultimatum  to  constituent  societies 
is  not  in  keeping  with  this  theory. 

Obviouslv  any  case  arising  out  of  this  contro- 
versy mav  later  be  brought  on  appeal  to  the  council. 
Having  already  committed  itself  on  that  point  and 
having  taken  active  part  in  the  prosecution,  the 
council  could  not  properly  sit  as  a court  of  appeal 
in  such  case. 

Most  physicians  in  West  Virginia  are  aware  of 
the  fact  that  this  ruling  grows  out  of  a controversy 
in  one  of  our  counties  where  industrial  work  forms 
a large  part  of  the  practice.  Probably  the  majority 
of  our  counties  have  little  direct  interest  in  this 
controversy.  However,  the  state  association  has 
been  drawn  into  it  and  such  an  edict,  if  allowed  to 


stand,  will  work  a hardship  on  a great  many  men 
in  the  state.  It  is  conceivable  that  a man  who 
does  no  industrial  work  might  be  forced  to  give  up 
his  hospital  connections,  or  be  expelled  from  his 
county,  state,  and  Americal  Medical  Association 
and  branded  as  unethical. 

This  controversy  between  a few  men  bids  fair 
to  disrupt  our  entire  state  association  and  unless 
checked  will  probably  retard  the  progress  of  organ- 
ized medicine  for  a great  many  years  to  come.  It 
is  with  the  hope  of  preventing  this  calamity  that  I 
am  endeavoring  to  draw  the  attention  of  all  mem- 
bers of  the  association  to  what  I consider  an  usurpa- 
tion of  authority  on  the  part  of  the  council.  The 
establishment  of  such  a precedent,  with  its  possibili- 
ties of  autocratic  government,  may  lead  to  any  ex- 
treme. 


NEISSERIAN  MEDICAL  SOCIETY 
The  American  Neisserian  Medical  Society  was 
founded  on  June  12th,  1934.  It  is  dedicated  to 
the  promotion  of  knowledge  in  all  that  relates  to 
the  gonococcus  and  gonococcal  infections,  that 
there  may  be  attained  improvement  in  the  manage- 
ment of  gonorrhea  and  a reduction  in  its  preval- 
ence. Dr.  J.  Bellinger  Barney,  Boston,  is  presi- 
dent of  the  society  and  Dr.  Oscar  F.  Cox,  Jr., 
Boston,  is  secretary-treasurer. 

The  society  plans  to  carry  out  the  following 
program:  (a)  The  scrutiny  of  the  management 

of  gonorrhea  in  both  male  and  female;  (b)  Clin- 
ical and  laboratory  research  in  the  diagnosis,  med- 
ical and  social  pathology,  and  the  treatment  of 
gonorrhea;  (c)  dissemination  among  the  medical 
profession  and  the  public  of  authoritative  informa- 
tion concerning  gonorrhea. 

Membership  is  limited  to  residents  of  the  LTnited 
States  or  its  territories,  Canada  or  Mexico;  grad- 
uates of  a medical  school  recognized  by  the  Amer- 
ican Medical  Association;  those  who  are  engaged 
in  some  phase  of  the  management  of  gonorrhea. 


BAD  HOUSING 

“From  Maine  to  California  and  from  Canada 
to  the  Gulf,  the  conditions  of  housing  under  which 
the  lower  economic  third  of  the  population  is  obliged 
to  live  are  closely  correlated  with  the  lack  of  phy- 
sical soundness,  mental  vigor  and  moral  tone  of 
the  occupants”,  Helen  Alfred  points  out  in  “The 
Challenge  of  the  Slums”  in  the  February  H\geia. 
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EVIPAL  ANESTHESIA 
(Continued  from  fage  122) 

1 Discussion 

C.  R.  Adams,  D.  D.  S.y  Charlestony  West  Vir- 
ginia: Due  to  the  kindness  of  Dr.  McNelis,  I ap- 

preciate the  opportunity  to  discuss  the  anesthetic 
evipal.  We  have  used  it  in  our  dental  practice  for 
several  months,  in  practically  all  types  of  cases  and 
have  always  found  it  to  be  very  satisfactory,  with 
no  complications.  Patients  have  all  responded  to 
quick  recovery;  however  some  have  preferred  to 
sleep  for  sometime  afterward.  There  has  been  no 
deviation  in  their  pulse  or  respiration,  either  on  ad- 
ministration or  postoperative. 

I cannot  recommend  this  type  of  anesthesia  too 
highly  for  the  type  of  work  in  which  it  is  indicated 
— minor  oral  surgery  and  exodontia. 


Dr.  E.  Bennette  Hensony  Charleston:  Doctor 

McNelis  is  to  be  commended  for  his  interest  and 
study  directed  to  this  new  sleep  producing  drug. 
My  observation  of  his  work  leads  me  to  the  use  of 
evipal  more  often  when  he  is  available.  One  case 
in  which  anesthesia  had  previously  been  unsatis- 
factory due  to  the  preanesthetic  excitement  is  in- 
teresting. With  six  c.c.  of  evipal  a prompt  sleep 
was  obtained  and  a satisfactory  awakening  was  like- 
wise prompt  and  quiet.  Ethylene,  ether  and  aver- 
tin  alone  and  combined  had  failed  prior  to  this. 
The  mother  of  the  boy  was  highly  pleased  with  the 
action  of  the  anesthetic. 


Dr.  David  H.  Hilly  Charleston:  I feel  we  owe 

Dr.  McNelis  a vote  of  thanks  for  his  preparation 
of  such  an  excellent  paper  on  this  new  anesthetic. 
And  again  I think  he  deserves  credit  for  possessing 
that  something,  whatever  it  may  be,  which  offered 
him  courage  to  blaze  the  trail  which  now  appears 
to  make  the  road  much  easier  traveled  for  patient 
and  surgeon  in  certain  selected  cases  which  would 
require  an  unpleasant  anesthetic  for  short  duration. 

I do  not  recall  the  number  of  evipal  anesthetics 
given  by  Dr.  McNelis  for  me  but  at  any  rate  the 
delightful  results  obtained  arc  so  far  in  excess  of 
any  bad  results  that  it  is  not  even  necessary  to 
mention  any  shortcomings  of  this  new  drug  in  so 
far  as  my  experience  with  it  is  concerned. 

Again  I repeat  my  thanks  to  Dr.  McNelis  for 
his  excellent  paper  and  hope  for  a continued  suc- 
cess in  this  new  field  under  his  prudent  supervision. 


Dr.  A.  A.  Shawkey}  Charleston:  I want  to 

congratulate  Dr.  McNelis  on  his  presentation  of 
this  excellent  paper,  being  the  best  I have  heard 
this  year.  Original  in  composition  and  studv  and 
it  is  my  pleasure  to  ask  that  it  be  presented  for  pub- 
lication in  the  West  Virginia  Medical  Jour- 
nal. 


Dr.  E.  F.  Gotty  Charleston:  Evipal,  like  all 

new  anesthetics,  was  considered  by  me  with  a cer- 
tain degree  of  skepticism  at  first.  I felt  that  any 
drug  causing  the  patient  to  fall  into  a deep  slumber 
in  three  or  four  seconds  was  not  safe.  However 
after  observing  a few  cases,  I was  “sold”  on  it; 
The  reasons  I took  it  up  were  that  the  patient  kept 
a good  pink  color,  no  change  in  respiration  nor 
pulse,  and  practically  no  change  in  the  blood  press- 
ure. The  recovery  was  attended  with  no  nausea 
nor  nervousness.  I believe  that  its  field  should  be 
limited  to  cases  requiring  short  anesthetics,  although 
a second  or  third  injection  may  be  given  if  neces- 
sary to  prolong  anesthesia.  Recently  I removed  an 
appendix  using  only  one  injection,  nine  c.c.  of 
evipal,  the  relaxation  being  perfect. 

Dr.  M.  L.  Bonar,  Charleston:  Caffeine  is  a 

physiological  antagonist  of  the  barbiturates.  Do  we 
have  experimental  or  clinical  evidence  to  indicate 
that  caffeine  may  be  of  value  against  an  excess  dose 
of  evipal? 


Dr.  McNelis  ( closing  the  discussion) : No,  noth- 
ing more  than  the  accepted  belief  that  caffeine  is  a 
powerful  stimulant.  In  our  work  we  have  so  far 
considered,  due  to  evipal  being  a respiratory  de- 
pressant only  coramine  and  alpha-lobeline  and  the 
antagonism  of  strychnine  and  picrotoxine. 


TOMATO  JUICE  PULP 

“Research  carried  on  in  one  of  the  universities, 
under  scientifically  controlled  conditions,  showed 
that  the  pulp  of  the  tomato  juice  was  more  import- 
ant in  furnishing  vitamin  A than  the  filtered  clear 
yellow  ‘serum’  free  from  red  tomato  pulp,”  Doris 
W.  McCray  states  in  an  article  discussing  accept- 
ance of  tomato  juice  by  the  American  Medical 
Association’s  Committee  on  Foods  in  the  February 
Hygeia.  “A  certain  amount  of  pulp  must  be  pres- 
ent in  a tomato  juice  to  give  it  color,  flavor  and 
vitamin  A content. 
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OCUL A R T UBERCULOSI S* 


'Ey  M.  L.  Dillon,  M.  I).,  F.  A.  C.  S. 
Charleston.  I Vest  Virginia 


T am  well  aware  of  the  magnitude  of  the 

subject  I shall  discuss  and  am  not  attempt- 
ing to  offer  anything  new  j but,  feeling  as  I 
do,  that  the  subject  from  a diagnostic  stand- 
point has  been  greatly  neglected  or  over- 
looked— particularly  away  from  our  larger 
medical  centers — it  appeals  to  me  as  being 
timely  to  bring  the  subject  before  our  section 
mainly  with  the  idea  of  stimulating  greater 
interest  in  what  is  to  my  mind  certainly  not 
an  uncommon  affliction. 

I fully  realize,  I think,  how  people  as  a 
whole  feel  about  being  told  they  have  tuber- 
culosis j and  it  matters  not  how  benign  the 
lesion  may  be,  nor  how  favorable  the  prog- 
nosis, the  very  word  tuberculosis  sounds  al- 
most as  formidable  as  cancer.  I am  sure  the 
feeling  of  most  physicians  to  protect  their 
patients  from  mental  worry,  and  with  some 
probably  the  economic  question  is  brought  to 
bear,  prevents  many  of  us  from  telling 
patients  they  have  a tuberculosis  or  at  least 
suspected  lesion  much  earlier  than  we  do. 
Most  of  us  are  well  aware  of  the  fact  that  if 
our  patient  suspects  a tuberculous  infection 

*Read  before  the  Eye,  Ear,  Nose  and  Throat  Section,  West  Vir- 
ginia State  Medical  Association,  Huntington,  W.  Va.,  May,  1934. 


and  the  family  physician  finds  it,  a high  per- 
centage begins  looking  for  a physician  to  tell 
him  the  idea  is  preposterous.  But,  feeling 
that  the  great  majority  of  our  profession  has 
at  heart  first  the  welfare  of  his  patients,  and 
that  our  greatest  recompense  is  the  feeling 
of  work  well  done,  the  physician  who  would 
camouflage  any  condition  for  his  personal 
gain  will  soon  hnd  his  level  and  will  not  be 
a great  handicap  in  our  fight  for  honest,  effi- 
cient, intelligent  professional  service. 

As  ophthalmologists  we  need  to  become 
tuberculosis  conscious,  and  in  support  of  this 
statement  we  are  all  in  accord  in  accepting 
the  fairly  well  demonstrated  fact  that  from 
90  to  95  per  cent  of  mankind  has  or  has  had 
a tuberculous  lesion  at  some  time  during  their 
span  of  life.  Fortunately  the  great  major- 
ity of  these  infections  have  been  overcome 
by  some  body  resistance  and  have  not  been  a 
handicap  in  the  game  of  life.  The  quoted 
percentage  is  fairly  generally  accepted  in  this 
country.  The  German  saying  is  that  “In  the 
end  everyone  has  a little  tuberculosis.”  So  it 
would  seem  to  me  that,  as  a whole,  when  we 
consider  how  wholeheartedly  we  have  swal- 
lowed the  question  of  focal  infection  and  the 
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great  number  of  those  with  tuberculous  foci; 
and  the  fact  that  we  can  no  more  prove  the 
etiology  whatever  the  focus;  it  seems  rational 
to  assume  that  probably  our  most  potent  etio- 
logical factor  in  chronic  eye  lesions  would  be 
tuberculosis.  I further  feel  this  angle  of  the 
question  should  be  thoroughly  investigated 
before  we  subject  our  patients  to  more  rad- 
ical procedures,  the  most  outstanding  of 
which  are  tonsillectomies,  loss  of  teeth,  ex- 
ploration and  exenteration  of  the  deeper 
sinuses,  gall-bladder  removal,  etc.  In  other 
words,  let  us  remove  tonsils  if  we  can  demon- 
strate pathology,  teeth  if  they  are  abscessed, 
open  sinuses  if  they  are  diseased, — and  not 
do  these  things  as  a diagnostic  eliminative 
procedure.  This  position,  it  seems  to  me,  is 
further  justified  by  the  not  insignificant 
number  of  chronic  cases  we  see  that  have  had 
all  these  things  done  and  are  still  drifting 
from  one  man  to  another  seeking  relief  from 
the  condition  for  which  all  these  things  have 
been  done. 

Derby  agrees  with  Verhoeff  that  American 
statistics  on  ocular  tuberculosis  are  too  low; 
whereas  German  statistics  of  50  per  cent  are 
too  high.  It  would  seem  that  there  is  a 
happy  medium  somewhere  between  these  per- 
centages that  is  more  nearly  correct.  Fur- 
ther if  we  American  physicians  would  think 
Jess  of  focal  infection  and  our  F.uropean  phy- 
sicians more  of  it,  I feel  sure  it  would  be  a 
great  help  in  stabilizing  the  percentage  of 
tuberculosis  as  an  etiological  factor  in  eye 
pathology;  and  by  doing  this,  I also  feel  sure 
many  needless  operative  procedures  would 
be  eliminated. 

History:  Finnoff  states  when  Michel  in 

1890  emphasized  the  etiological  significance 
of  tuberculosis  in  diseases  of  the  eye,  he  was 
ridiculed  by  his  colleagues;  but  very  shortly 
following  this  date  literature  on  the  subject 
became  more  abundant,  and  by  1915,  accord- 
ing to  Clapp  of  Baltimore,  who  in  1923 
made  a very  thorough  review  of  the  litera- 
ture on  the  subject,  almost  all  forms  of  tuber- 
culous lesions  of  the  eye  had  been  described; 
and  at  the  present  time  there  is  no  one  to 


question  the  fact  that  any  tissue  of  the  eye 
may  become  the  seat  of  a tuberculous  process. 

I am  in  hearty  accord  with  FinnoffV  state- 
ment that  tuberculosis  of  the  eye  is  rarely 
primary,  and  with  the  exception  of  conjunc- 
tival and  corneal  involvement  and  perfor- 
ating injuries,  it  is  always  secondary  to  a 
focus  in  some  other  part  of  the  body.  I am 
also  convinced  that  in  the  conjunctival  and 
corneal  cases  we  classify  as  primary,  there 
must  be  some  trauma  sufficient  to  break  the 
continuity  of  the  superficial  epithelium,  to 
make  the  infection  possible. 

The  ophthalmologist  occupies  a rather  un- 
enviable position  if  he  insists  on  making  diag- 
noses of  ocular  tuberculosis.  The  patient  im- 
mediately decries  such  a conclusion — he  or 
she  is  not  ill — doesn’t  cough,  and  so  many 
things  even  they,  not  even  medical  people, 
can  see  that  makes  such  a diagnosis  impos- 
sible. The  general  practitioner  can  hardly 
imagine  what  appears  to  him  as  only  a sore 
eye  as  being  tuberculous,  unless  the  patient 
is  incapacitated  with  advanced  general  tuber- 
culosis; and  even  the  highly  trained  internist 
still  thinks  more  of  tonsils,  teeth,  etc.,  as  a 
probable  focus  for  these  conditions  rather 
than  tuberculosis,  particularly  when,  after  a 
thorough  examination  he  fails  to  find  a bron- 
chial or  pulmonary  shadow  he  considers  sig- 
nificant; and  the  hardest  of  the  bunch  to  con- 
vince such  a thing  is  possible,  let  alone  prob- 
able, is  our  phthisiologist— particularly  those  in 
charge  of  large  institutions  where  they  have 
seen  thousands  of  active  tuberculous  cases, 
and  rarely,  if  ever,  a case  of  ocular  involve- 
ment. This  fact,  while  well  known  by  most 
eye  men,  is  rather  hard  to  reconcile,  and, 
while  I am  sure  there  is  some  perfectly  rea- 
sonable explanation  for  this  being  so,  l have 
been  unable  to  find  certainly  a satisfactory 
one  in  a rather  extensive  study  of  the  sub- 
ject. In  the  subject  matter  it  is  so  stated, 
but  without  explanation. 

1 find  in  answer  to  inquiry  from  a goodly 
number  of  tuberculosis  sanatoria  that  even 
some  of  the  larger  ones  do  not  have  an  oph- 
thalmologist on  their  staff  other  than  as  a 
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consultant.  This,  coupled  with  the  fact  that 
most  of  these  patients  are  too  ill  to  be  sent 
out  for  consultation,  would  probably  explain 
some  of  the  discrepancy.  Also  it  is  gener- 
ally conceded  that  in  acute  general  miliary 
type  of  tuberculosis  choroidal  tubercles  will 
develop  very  rapidly  and  many  of  these  are 
missed  in  terminal  cases  that  are  not  exam- 
ined. So  by  way  of  defending  ourselves  as 
ophthalmologists  that  do  find  ocular  tuber- 
culosis in  patients  other  than  this  type,  we 
must  admit  the  laity’s  ignorance,  and  assume 
the  general  practitioner,  internist  and  tuber- 
culist  forget  or  overlook  the  fact  that  most 
of  us  at  some  time  in  our  lives  have  a tuber- 
culous infection  of  some  type,  which  certainly 
seems  to  me  outstanding  as  an  etiological 
factor  in  many  of  our  eye  lesions. 

I readily  admit  the  difficulty  in  making  a 
positive  diagnosis  in  many  of  these  cases,  but 
just  why  we  should  be  denied  the  elimination 
process  in  arriving  at  a diagnosis  in  these 
cases  and  permitted  its  use  in  any  other  case 
seems  to  me  discriminatory  in  its  applica- 
tion. We  are  all  too  prone  to  accept  improve- 
ment or  cure  from  most  any  condition  fol- 
lowing removal  of  tonsils  or  teeth,  exentera- 
tion or  even  washing  of  sinuses,  as  proof  posi- 
tive that  such  was  the  focal  etiology  for  such 
condition,  when  in  fact  it  is  no  more  prob- 
able than  is  a tuberculous  focus ; and  in  many 
eye  conditions  where  most  of  these  conditions 
have  been  long  removed,  the  condition  un- 
improved, chronicity  well  established,  little 
pain,  a positive  tuberculin  reaction,  and  the 
knowledge  that  most  of  us  have  or  have  had 
a tuberculous  infection,  it  seems  to  me  the 
evidence  is  sufficient  for  a positive  diagnosis, 
even  though  the  lesion  is  not  typical  in  ap- 
pearance. 

So  eminent  an  authority  as  William  C. 
Finnoff  states  that  a tuberculous  lesion  of 
the  eye  is  not  always  characteristic ; that  its 
symptoms  frequently  simulate  other  diseases, 
and  its  recognition  is  often  difficult,  and  that 
it  is  the  inclination  of  our  American  ophthal- 
mologists to  group  only  such  cases  with  defi- 
nite tubercle  formation  as  tuberculous.  (This 


statement  was  in  reference  to  chronic  anterior 
uveitis.)  Certainly  the  preponderance  of 
evidence  is  not  in  conformity  with  such  a rad- 
ical stand;  while  certainly  the  presence  of 
tubercle  formation  is  important  confirmation, 
though  not  positively  diagnostic  since  its  his- 
tological characteristics  are  produced  by  other 
types  of  infections. 

Etiologically,  the  tubercle  bacillus  is  essen- 
tial to  the  production  of  a tuberculous  lesion. 
The  lesion  may  be  due  to  the  direct  invasion 
by  the  organism  or  its  products.  In  ocular 
tuberculosis  there  is  statistically  little  if  any 
more  tendency  to  these  conditions  in  those 
with  active  tuberculosis  than  those  in  which 
there  is  no  demonstrable  lesion.  Other  than 
the  rare  primary  cases  a previous  infection  is 
essential,  most  of  which  have  become  inac- 
tive, or  of  such  low  virulence,  or  the  protec- 
tive processes  of  the  body  sufficiently  active 
to  control  the  infection. 

Wilmer,’  quoting  Woelf-Eisner  in  a quota- 
tion from  Groenow,  says:  “There  is  one  case 
of  tuberculosis  of  the  eye  in  4,600  ophthalmic 
patients.”  Herrier  says  one  in  4,000  (and  he 
especially  refers  to  the  iris).  Stephenson  says 
one  in  1,500  (conjunctival  tuberculosis  being 
the  most  frequent).  Milburn  finds  one  case 
in  every  200  ophthalmic  patients  and  be- 
lieves it  occurs  more  frequently.  Wilmer* 
says,  in  an  analysis  of  a group  of  cases,  prior 
to  his  going  to  Baltimore,  that  tuberculosis 
is  the  cause  of  uveal  inflammation  in  40  per 
cent  of  the  cases,  and  in  the  1 8 months  pre- 
ceding this  paper  (March,  1927)  tuberculo- 
sis was  the  cause  of  42  per  cent  of  a group  of 
chorioretinitis  and  44  per  cent  in  choroiditis. 
He  further  states  these  diagnoses  were  made 
after  a most  thorough  general  examination. 
For  details  I refer  you  to  his  paper  which 
covers  the  subject  in  detail. 

Rohrschneider*  of  Berlin  made  a study  of 
the  frequency  with  which  ocular  affections 
develop  in  the  presence  of  active  tuberculo- 
sis in  other  organs  as  well  as  the  nature  of 
those  affections.  He  found,  based  on  the 
literature  and  his  own  experience  that  in  cases 
of  general  tuberculosis,  particularly  pulmon- 
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ary,  the  number  of  metastatic  affections  of 
the  eye  are  in  a ratio  of  approximately  one 
to  1,000. 

In  tuberculous  affections  with  pronounced 
tendency  toward  the  development  of  hema- 
togenous metastases  (tuberculosis  of  the  bone 
and  urogenital  system)  we  have  about  seven 
cases  of  metastatic  ocular  affections  to  every 
one  hundred  tuberculous  cases. 

In  a series  of  seventeen  cases  of  metastatic 
affection  of  the  eyes  in  patients  from  this 
latter  group,  there  were  sixteen  which  repre- 
sented abortive  forms.  These  were  marked 
by  the  absence  of  contact  growth  and  the  in- 
tracanalicular  dissemination  in  the  eye  by  the 
presence  of  individual  circumscribed  foci  or 
groups  of  foci  and  by  the  unilateral  character, 
i.e.,  only  one  eye  was  attacked,  usually  the 
right.  There  did  not  seem  to  be  greater  in- 
cidence among  cases  with  a number  of  extra- 
pulmonary  foci. 

In  a second  series  of  eleven  cases  observed 
in  addition  to  the  ocular  affections,  active 
tuberculous  processes  were  noted  in  other 
parts  of  the  body,  either  at  the  time  of  ex- 
amination or  previously.  As  a general  thing 
it  was  a matter  of  tuberculosis  in  a non- 
advanced  stage. 

A grave  general  condition  was  determined 
in  three  cases  of  evanescent  or  relapsing 
uveitis  without  formation  of  nodules,  also  in 
two  cases  with  hemorrhages  from  the  vitreous 
(periphlebitis  and  retinalis  tuberculosa)  and 
in  a case  of  conglomerate  tuberculosis  of  the 
iris. 

The  rest  of  the  cases  with  comparatively 
light  general  findings  suffered  chiefly  from 
chronic  iridocyclitis.  In  these  cases  the  pro- 
portion between  unilateral  and  bilateral  af- 
fections of  the  eyes  was  6:5.  Among  the  six 
cases  of  unilateral  affections  there  were  five 
cases  in  which  the  affection  was  in  the  right 
eye. 

These  findings  corroborate  the  thesis  set 
up  by  K.  Loewenstein  to  the  effect  that  tu- 
berculous affections  of  one  organ  protect  the 
other  organs,  at  least  to  a certain  extent,  from 
metastatic  affections.  We  must,  however,  dis- 


tinguish between  isolated  pulmonary  phthisis 
and  tuberculous  affections  with  tendency  to- 
ward hematogenous  dissemination.  In  the 
latter  the  protection  is  not  complete.  The 
ocular  metastases  have  a benign,  frequently 
an  abortive  course,  if  they  develop  during 
the  active  stage  of  the  other  organic  foci ; but 
if  they  develop  after  recovery  of  the  other 
foci  they  have  a more  severe  course.  Here 
we  evidently  have  a general  law  for  the 
course  of  hematogenous  tuberculosis  to  which 
Ulrici  recently  called  attention  in  connection 
with  other  considerations.  Ulrici  thinks  he 
has  observed  certain  opposite  tendencies  in 
recovery j i.e.,  “Either  the  pulmonary  foci 
heal  and  the  peripheral  process  continues  to 
develop,  or  vice  versa  the  peripheral  foci 
heal  and  the  patient  finally  succumbs  to  pul- 
monary tuberculosis.” 

One  can  determine  an  immunizing  influ- 
ence of  active  tuberculous  foci  in  the  sense  of 
rapid  recovery  of  ocular  metastases  which 
developed  accidentally  (active  immuniza- 
tion). If  one  applies  the  information  to  the 
treatment  of  tuberculous  affections  of  the  eye, 
in  the  absence  of  other  tuberculous  foci,  one 
sees  the  value  of  immunization  with  tuber- 
culin, a method  of  treatment  which  has,  for  a 
long  time,  been  successfully  used  in  the  treat- 
ment of  such  affections  of  the  eyes. 

The  predominance  of  affections  of  the 
right  eye  in  cases  of  unilateral  abortive  meta- 
stasis of  the  eye  in  the  course  of  active  tuber- 
culosis of  other  organs  cannot  be  due  to  mere 
accident.  It  is  found  not  only  in  the  author’s 
case,  but  also  in  those  of  earlier  authors.  The 
most  reasonable  explanation  seems  to  lie  in 
the  peculiarities  of  the  blood  supply. 

Even  if  we  take  into  consideration  such 
anatomic  peculiarities,  the  fact  that  hemato- 
genous tuberculosis  infection  is  limited  to  one 
eye  and  the  presence  of  only  occasional  mili- 
ary foci,  in  cases  where  there  is  active  organic 
tuberculosis,  would  indicate  that  ocular  meta- 
stasis cannot  be  caused  by  large  quantities  of 
bacilli  in  the  blood.  These  findings  show,  on 
the  other  hand,  that  the  bacilli  are  present  in 
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the  blood  only  at  times  and  in  low  concen- 
tration. 

The  weak  virulence  of  the  disseminated 
bacilli  is  shown  by  the  fact  that  metastatic  in- 
fection of  the  eye  terminates  in  the  early 
stage,  so  that  there  is  no  contact  growth  and 
independent  progress  of  ocular  metastasis. 

Dr.  Luther  C.  Peter,  reporting  on  eye 
phenomena,  of  three  hundred  and  twenty 
cases  of  pulmonary  tuberculosis,  reports  the 
following  which  he  says  may  be  traceable  to 


tuberculosis: 

Marginal  blepharitis  1 case 

Neuroretinitis  (low  grade) 34  cases 

Chronic  catarrhal  conjunctivitis.  ...  1 case 

Papilledema  1 case 

Phlyctenular  scars  (old) 3 cases 

Retinal  haze 17  cases 

Uveitis  (posterior) 7 cases 

He  also  reports  314  cases  of  engorgement 


of  retinal  veins.  This  number  represented 
all  the  cases  in  which  fundus  details  were  ob- 
tainable. He  further  states  that  these  were 
all  well  advanced  cases,  and  he  attributes  this 
condition  to  venous  stasis  mechanical  in  origin 
while  remotely  the  condition  of  malnutrition 
and  cardiac  weakness  are  added  factors.  These 
findings  of  Dr.  Peter"  would  indicate  that 
many  cases  of  ocular  tuberculosis  in  those  suf- 
fering with  active  pulmonary  tuberculosis, 
which  type  and  case  would  be  represented  by 
those  confined  in  our  different  sanatoria. 

May  I quote  from  personal  communica- 
tions in  answer  to  questionnaires  as  to  the  in- 
cidence of  ocular  tuberculosis  in  those  having 
active  tuberculosis,  mostly  pulmonary. 

Fitzsimmons  General  Hospital,  Denver,  Colo. 
Bed  capacity,  1,848.  Three  cases  in  14,500  cases. 

Veterans’  Hospital,  Rutland  Heights,  Mass. 
Three  cases  in  4,955  cases. 

Nonofficial  personal  statement.  Dr.  J.  H.  Mal- 
lory of  San  Francisco,  Cal.,  in  14,197  hospital 
patients  in  Arizona,  New  Mexico  and  California, 
four  proven  cases. 

State  Tuberculosis  Sanatorium,  Cresson,  Penna., 
seven  hundred  beds.  So  few  cases,  compile  no  sta- 
tistics. 

Maryland  Tuberculosis  Sanatorium  of  Mary- 
land. Four  hundred  and  forty  beds.  In  18,000 


cases,  referred  three  cases  to  Johns  Hopkins  with 
this  diagnosis. 

State  Sanatorium  No.  3,  Hamburg,  Penna.  Four 
hundred  and  fifty  beds — less  than  one  per  cent. 

Veterans’  Hospital,  Castle  Point,  N.  Y.  Four 
hundred  beds.  Four  hundred  and  seventy-six  ad- 
missions in  1933.  Three  cases. 

Mississippi  State  Sanatorium.  Four  hundred  and 
eighty  beds.  Three  cases  in  1 7 years,  specifies 
from  several  thousand  cases  seen. 

North  Reading  State  Sanatorium,  Mass.  Two 
hundred  and  twenty-three  beds.  One  and  eighty- 
eight  hundredths  per  cent,  1932  and  1933. 

State  Tuberculosis  Sanatorium,  Alto,  Ga.  Two 
hundred  and  forty  beds.  One  known  case  in  seven 
years,  cured  by  use  of  tuberculin. 

Wisconsin  State  Sanatorium.  Two  hundred  and 
sixty  beds.  No  case  in  five  years. 

Catawba  Sanatorium,  Virginia.  Three  hundred 
and  forty-five.  One  to  two  a year. 

Westfield  State  Sanatorium,  Mass.  Three  hun- 
dred and  ten  beds  — children.  None  during  past 
year. 

Cushman  of  Chicago  quoting  from  Ur- 
banek  who  reported  500  cases  of  uveitis 
which  he  had  studied  in  detail,  pointed  out 
that  there  is  no  typical  clinical  or  pathological 
picture  that  indicates  a tuberculous  process  in 
the  eye;  and  further  that  the  manifestations 
of  tuberculosis  of  the  eye  cannot  be  consid- 
ered as  a separate  entity,  but  must  be  taken 
up  as  a general  medical  problem.  The  path- 
ology as  found  in  the  eye  is  usually  so  minute 
that  if  a similar  area  of  almost  any  other 
organ  were  involved  it  would  probably  cause 
no  symptoms  except  slight  general  malaise 
which  would  respond  to  rest  and  general 
tonics,  but  with  a one  to  two  millimeter  lesion 
in  the  maculae,  optic  nerve,  iris  or  cornea, 
there  is  a rapid  reduction  in  vision,  and  the 
patient  comes  to  the  oculist  at  once.  This 
probably  is  the  great  reason  why  the  problem 
is  of  primary  interest  to  the  oculist  and  the 
reason  the  internist  cannot  grasp  our  concern. 

Cushman  further  quoting  Rich  and  Mc- 
Cordock'  in  an  article  from  Johns  Hopkins 
Hospital  on  the  r51e  of  allergy  and  other 
factors  of  importance  in  the  pathogenesis  of 
human  tuberculosis  came  to  the  following  in- 
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terpretation  of  a general  tuberculous  infec- 
tion. First,  the  action  of  resistance  leads  to 
the  death  of  the  bacilli.  Second,  there  is  an 
allergic  response  of  the  tissues  which  have 
become  sensitized  to  the  products  of  disin- 
tegration of  the  bacilli.  These  two  pro- 
cesses vary  with  the  natural  resistance  of  the 
patient  and  the  number  of  bacilli  introduced. 

What  has  been  shown  by  many  workers  is 
thus  stated  by  Rich  and  McCordock:'  “By 
administering  repeated  increasing  doses  of 
tuberculin  to  the  allergic  human  being,  a tol- 
erance, or  more  probably,  a desensitization  to 
tuberculin  may  be  established  to  such  a de- 
gree that  the  individual  becomes  able  to  tol- 
erate relatively  enormous  doses  without  in- 
flammation, necrosis  or  constitutional  symp- 
toms. Allergy  is  a separate  function.  If, 
therefore,  resistance  is  independent  of  allergy, 
the  reduction  of  the  necrotising  effect  of 
hypersensitiveness  to  the  bacilliary  proteins 
could  easily  be  understood  to  be  beneficial.” 

When  we  realize  that  tissue  necrosis  in 
tuberculosis  is  almost  entirely  the  result  of 
allergic  hypersensitiveness  to  tuberculopro- 
tein,  it  becomes  clear  that  the  current  inter- 
pretation of  the  significance  of  allergy  in  re- 
lation to  immunity  may  be  a matter  of  con- 
siderable importance.  If  allergy  is  not  neces- 
sary to  resistance,  one  of  the  best  things  we 
could  do  would  be  to  desensitize  the  body 
and  so  free  the  tissues  from  the  danger  of 
being  destroyed  by  traces  of  bacillary  prod- 
ucts. 

All  allergic  tissue  reactions  have  the  same 
character  regardless  of  what  protein  serves 
as  antigen,  and  the  tubercle  formation  is  in 
no  sense  an  integral  part  of  that  fundamental 
type  of  reaction. 

That  diminution  of  allergy  during  massive 
infection  is  a desensitization  phenomenon  de- 
pendent upon  the  combining  of  most  of  the 
available  antibody  by  large  amounts  of  anti- 
gen liberated  into  the  blood  stream. 

Rich  and  McCordock'  say  that  “the  nor- 
mal body  is  resistant  to  the  living  bacilli,  but 
at  the  same  time  the  resistant  body  becomes 
sensitized  to  the  bacterial  products  resulting 


from  the  death  and  disintegration  of  the 
bacilli,  just  as  the  body  becomes  sensitized  to 
any  foreign  protein  introduced  into  the 
tissues.” 

Rich  and  Lewis  in  an  article  on  the  role 
of  allergy  in  tuberculosis  sum  up  the  gen- 
eral conception  of  the  mechanism  of  allergy 
as  a protein-hypersensitive  reaction,  and  the 
most  probable  explanation  of  the  allergic 
cellular  damage  and  inflammation  in  tuber- 
culosis is  that  they  are  the  results  of  an  anti- 
body antigen  reaction  in  which  tuberculo- 
protein  constitutes  the  antigen  which  reacts 
with  an  antibody  formed  during  infection. 

Williamson  and  Noble  of  England,  in  a 
deduction  on  Rich  and  McCordock’s'  work 
summarizes  as  follows: 

“They  draw  a distinction  between  immun- 
ity and  allergy — immunity  is  a reaction 
which  leads  to  the  death  of  the  bacilli,  and, 
if  they  are  killed,  to  the  cure  of  the  disease. 
Unfortunately,  however,  when  the  bacillus 
dies,  the  proteins  which  it  contains  are  lib- 
erated, and  if  the  patient  is  allergic  they 
cause  various  reactions  according  to  the  sen- 
sitivity of  the  patient  and  the  amount  of  pro- 
tein liberated.  If  the  patient  is  not  allergic, 
nothing  happens;  but  if  he  is,  the  relatively 
bland  products  of  the  breakdown  of  tubercle 
bacilli  are  converted  into  powerful  irritants 
and  poisons  without  any  apparent  gain  to  the 
organism  in  the  way  of  immunity.  Tissue 
necrosis  is  regarded  by  these  workers  as  being 
almost  entirely  the  result  of  allergic  hyper- 
sensitiveness to  tuberculoprotein,  although 
the  formation  of  tubercles  does  not  appear  to 
be  a reaction  of  this  type.  This  was  shown 
by  the  observation  that  the  formation  of 
tubercles  can  be  brought  about  by  a lipoid  ex- 
tracted from  the  bacillus  which  lipoid  does 
not  of  itself  produce  any  allergic  changes. 
For  the  production  of  allergy  it  is  necessary 
to  use  whole  bacilli  and  it  appears  that  it  has 
not  yet  been  possible  to  extract  from  them 
the  true  sensitizing  antigen. 

In  a personal  communication  from  Dr.  A. 

L.  Brown  of  Cincinnati,  he  says: 

“I  am  firmly  convinced  ocular  tuberculo-  I 
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sis  is  an  allergic  manifestation.  1'his  is 
borne  out  by  animal  experimentation,  because 
when  the  active  organism  is  injected  into  the 
anterior  chamber,  the  eye  is  lost  in  a few  days 
by  a tremendous  exudation.  If  the  eye  is  sen- 
sitized, however,  and  the  organisms  used  as 
an  antigen  the  picture  simulates  human  tuber- 
culosis very  closely.” 

Two  general  characteristics  of  tuberculosis 
in  most  tissues  are  chronicity  and  little  pain. 
The  morphology  is  determined  by  the  histo- 
logical characteristics  of  the  tissue  involved, 
and  for  these  reasons  the  clinical  picture  will 
vary  with  the  part  of  the  eye  involved. 

Symptomatology  and  Diagnosis:  Tuber- 

culous osteomyelitis  of  the  orbit  is  practically 
impossible  to  diagnose  in  the  early  stage. 
There  is  nothing  diagnostic  etiologically  until 
the  abscess  stage  is  reached,  then  denuded 
bone  as  demonstrated  by  probing,  animal  in- 
oculation and  elimination  of  other  causes 
such  as  syphilis,  osteomyelitis  from  other  in- 
fections and  actinomysosis,  will  make  the 
diagnosis  rather  sure  in  this  stage  of  the  con- 
dition. Syphilis  does  not  form  fistulae;  tu- 
berculosis does.  The  Wassermann  and  the 
history  will  usually  differentiate  the  condi- 
tions. Actinomycosis  forms  multiple  fistulae 
and  the  sulphur-like  granules  in  which  the 
ray  fungus  is  found  is  diagnostic. 

Tuberculosis  of  the  conjunctiva  occurs 
mostly  in  young  people,  is  essentially  chronic, 
causes  little  pain,  and  is  usually  unilateral. 
The  lid  becomes  thickened,  and  the  preauric- 
ular,  submaxilary  and  cervical  lymph  glands 
are  often  involved  on  the  affected  side.  The 
palpebral  conjunctiva  is  most  often  involved 
— a rather  characteristic,  irregular,  dirty, 
grayish  ulcer,  with  scattered  irregular  granu- 
lation areas  distributed  over  the  base  of  the 
ulcer.  These  ulcers  are  punched  out  with 
ragged  borders  and  the  surrounding  conjunc- 
tiva showing  a pale,  reddish  appearance.  A 
positive  diagnosis  can  be  made  by  guinea  pig 
inoculation  of  necrotic  tissue  from  these 
ulcers,  or  the  bacilli  may  be  found  in  stained 
sections  of  the  tissue. 

Parinaud’s  conjunctivitis  must  be  differ- 


entiated. The  onset  of  Parinaud’s  conjuncti- 
vitis is  much  more  abrupt,  with  constitutional 
symptoms  as  malaise  and  fever.  The  pre- 
auricular  glands  are  swollen  and  tender  to 
pressure,  and  the  epithelial  excrescences  more 
pronounced,  arranged  in  rugae,  and  are  more 
difficult  to  remove  with  currette  — in  other 
words  they  are  more  firm  and  do  not  bleed 
freely  like  the  granulations  of  tuberculous 
ulcers. 

Verhoeff”  describes  a lepothrix  as  the 
cause.  In  three  cases  I have  seen,  I have 
been  unable  to  confirm  this j however,  lack 
of  adequate  laboratory  facilities  and  unfam- 
diarity  w'ith  the  organism  looked  for  could 
easily  explain  this.  The  one  positive  point  of 
differentiation  is  that  Parinaud’s  conjuncti- 
vitis gets  well  with  or  without  treatment ; 
and  tuberculous  conjunctivitis  is  slow,  re- 
sistant to  treatment,  and  in  my  hands  I feel 
no  treatment  other  than  tuberculin  has  been 
beneficial. 

It  would  seem  logical  to  assume  that  tu- 
berculosis of  the  lachrymal  sac  would  prac- 
tically always  be  secondary  to  conjunctival  or 
nasal  tuberculosis.  A biopsy  would  be  neces- 
sary to  make  a diagnosis. 

Finnoff1  says  tuberculosis  of  the  cornea  is 
usually  associated  with  tuberculosis  of  the 
uveal  tract  or  sclera,  and  rarely  involved 
alone.  The  cases  I have  seen  have  all  been 
associated  with  an  anterior  uveitis  or  scleritis. 

Syphilitic  keratitis  is  to  be  differentiated 
and  with  a blood  Wassermann  other  stigmata 
of  syphilis  that  usually  accompany  this  condi- 
tion, the  more  uniformly,  gradual  increasing 
pannus,  and  under  treatment  its  disappear- 
ance should  make  the  differential  diagnosis 
easy.  This  picture  could  be  modified,  how- 
ever, in  a mixed  infection,  in  which  case  treat- 
ment for  either  of  the  conditions  would  not 
suffice. 

The  question  of  keratoconjunctivitis  of  the 
phlyctenular  type  is  quite  a mooted  one. 
Quoting  from  a graduate  lecture  by  Martin 
Cohen1'  of  New  York  City,  “Immunologi- 
cally,  the  phlycten  is  tuberculous,  pathologi- 
cally ; and,  bacteriologically,  it  is  not.  The 
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general  and  local  tuberculin  reaction  is  posi- 
tive in  the  majority  of  these  cases.  This  fact, 
while  not  proving  conclusively  a tuberculous 
origin,  is  suggestive.  Microscopically  the 
phlyctens  do  not  show  tubercle  bacilli  or  cen- 
tral caseation,  but  giant  cells  have  been  dem- 
onstrated.” 

Luther  C.  Peter  of  Philadelphia  says  he 
finds  a course  of  tuberculin  essential  to  the 
completion  of  treatment  of  phlyctenular 
keratitis.  Two  rather  outstanding  character- 
istics of  phlyctenulosis  as  I have  seen  it  are 
the  ease  and  rapidity  with  which  a dusting- 
powder  of  calomel  daily  clears  up  the  phlyc- 
tenule and  the  certainty  of  recurrences.  I 
have  not  used  tuberculin  in  these  cases,  but 
am  impressed  it  is  indicated  and  should  be 
used. 

Verhoeff"  says  in  discussing  scleritis  and 
localized  chorioretinitis: 

“It  seems  to  me  the  diagnosis  is  sufficiently 
certain  without  the  use  of  tuberculin ; but  the 
skin  tuberculin  test,  if  positive  in  very  high 
dilution,  is  of  value  in  cases  of  tuberculous 
uveitis  where  there  are  no  fundus  lesions  to 
be  seen  with  the  ophthalmoscope.” 

While  this  should  be  good  news  to  the 
many  adherents  of  the  therapeutic  value  of 
tuberculin,  I am  sure  many  of  us  feel  these 
conditions  are  produced  occasionally  by  other 
etiological  factors.  Certainly  the  diagnosis  of 
these  cases  should  be  made  only  after  a 
thorough  examination  and  in  accordance  with 
one’s  findings. 

Many  of  these  patients  find  it  necessary 
from  an  economic  standpoint  to  carry  on  if 
possible,  and  if  the  patient  happens  to  be  one 
that  does  book  work  of  any  type,  at  least  fair 
vision  means  everything  to  him,  and  varia- 
tions in  his  visual  activity  become  apparent 
to  him,  where  the  laborer  notices  little  dif- 
ference. As  a result  of  having  seen  several 
patients  of  this  type,  and  in  an  effort  to  be  as 
much  help  as  possible,  1 noticed  frequent 
rapidly  developing  refractive  changes;  and, 
while  I see  no  reason  why  the  same  changes 
could  not  be  produced  by  similar  condition  of 
different  etiology,  seeing  four  such  cases 


within  two  years  suggests  the  question,  might 
it  not  be  at  least  more  pronounced  in  tuber- 
culous cases?  The  following  case  illustrates 
my  point. 

Case  1.  F.  G.  Male.  Age  ? History  of  eye 
trouble  for  10  or  12  years. 

I hidings — those  of  a sclerokeratitis — the  corneal 
findings  predominating — a diagnosis  of  a tuber- 
culous etiology  was  arrived  at  after  a very  thorough 
examination  in  association  with  a competent  intern- 
ist. 1 he  corneal  involvement  was  patchy,  and 
areas  of  the  cornea  were  fairly  clear. 

Vision: 

On  Aug.  12,  1931. 

O.  I).  20/50  minus  75  plus  150  x 1 5 ~ V 20/20 

O.  S.  20/50  minus  50  plus  175  x 80  = V 20/20 

Oct.  28,  1931 

O.  D.  minus  25  plus  100  x 90  = 20/20  plus 

O.  S.  plus  50  plus  125  x 60  = 20/20  plus 

Nov.  13,  1931  • 

O.  D.  plus  100  x 90  = V 20/20 
O.  S.  plus  50  x 75  = V 20/20 
April  18,  1932 

O.  D.  minus  50  x 75  = V 20  20 
O.  S.  plus  250  x 90  = V 20/40  plus 
May  20,  1932 

O.  I).  plus  75  plus  25  x 90  = 20/20 
O.  S.  minus  50  plus  100  x 60  = 20/20 
Aug.  15,  1932 
O.  I).  Plans  = V 20/20 
O.  S.  Plans  = V 20/20 
Tuberculin  treatment  was  instituted  December, 
1931,  and  kept  up  for  practically  one  year.  Patient 
was  seen  again  May  8,  1934.  Except  for  slight 
corneal  infiltration,  eyes  are  in  good  condition  with 
following  refractive  findings: 

Vision: 

O.  I).  20/30  plus  50  X 90  = 20/20 
().  S.  20/30  plus  50  x 90  = 20/20 
In  answer  to  a question  relative  to  this 
point  from  a number  of  our  leading  ophthal- 
mologists, they  all  speak  of  the  usual  ulti- 
mate astigmatism  produced  by  these  condi- 
tions from  any  cause,  but  do  not  bring  out 
anything  in  confirmation  of  my  experience 
with  these  cases.  It  would  be  interesting  to 
know  if  others  have  noticed  similar  changes. 

Tuberculous  iritis  occurs  in  two  forms, 
first  the  appearance  of  small  greyish-red  or 
yellowish  nodules  at  its  pupillary  margin  or 
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near  the  ciliary  border.  These  nodules  are 
usually  two  or  three  m.m.  in  diameter  and 
may  be  either  superficial  or  deeply  embedded 
in  the  stroma  of  the  iris.  If  this  condition 
docs  not  resolve,  successive  developments  of 
new  nodules  may  lead  to  plastic  inflammation 
of  the  iris  and  ciliary  body,  and  punctate  in- 
volvement of  the  cornea  with  ultimate  de- 
struction of  the  eye  ball.  The  second  form 
the  confluent  or  conglomerate,  in  which  a 
yellowish  nodule,  growing  from  the  peri- 
phery of  the  iris,  and  in  some  cases  covered 
with  smaller  bodies.  The  tendency  of  this 
growth  is  to  increase,  perforate  the  eye  and 
general  dissemination  of  tubercle.  Tuber- 
culous iritis  usually  occurs  in  persons  under 
twenty-rive  years  of  age.  DeSchweinitz  says 
the  average  is  twelve  years.  The  differential 
diagnosis  from  luetic  iritis  should  not  be  dif- 
ficult. The  history,  with  the  Wassermann 
test  and,  if  necessary,  a therapeutic  arsenical 
or  mercury  test  should  differentiate  the  con- 
dition without  question. 

A sympathetic  ophthalmia  may  simulate  a 
tuberculous  iritis,  but,  without  a history  of 
trauma,  a sympathetic  ophthalmia  would  be 
automatically  excluded. 

In  tuberculous  choroiditis,  without  being 
able  to  see  with  the  ophthalmoscope  tubercle 
formation,  the  diagnosis  must  rest  on  elim- 
ination of  other  causes  and  confirmation  of  its 
tuberculous  origin  by  use  of  the  tuberculin 
test. 

A diagnosis  of  retinal  tuberculosis  would 
be  determined  in  the  same  way. 

Finnoff  says  “A  tumor-like  mass  of  yellow 
or  yellowish  grey  color  on  the  papillae,  with 
or  without  blood  vessels  passing  over  its.  sur- 
face, is  usually  a tubercle.  The  rarity  of  sar- 
coma or  other  tumors  in  this  area  excludes 
them  in  the  differentiation.” 

I would  not  attempt  to  tell  you  a diagnosis 
of  ocular  tuberculosis  is  easy,  except  in  cases 
where  the  lesion  is  of  the  type  in  which  we 
can  secure  specimens  for  biopsy  or  bacterio- 
logical examination  or  for  animal  inoculation. 
The  finding  of  the  tubercle  bacillus  or  the 
production  of  tuberculosis  by  inoculation  is 


positively  diagnostic.  Biopsy,  done  by  a com- 
petent technician,  is  reasonably  sure. 

Collins  and  Mayon"  ( Pathology  and  Bac- 
teriology of  the  Eye)  have  the  following  to 
say  on  the  subject  of  tubercle  diagnosis  pro- 
duced by  animal  inoculation: 

“If  inoculated  subcutaneously,  a mononu- 
clear leucocytosis  is  first  produced  around  the 
site  of  inoculation.  About  the  fifth  day  epi- 
thelioid cells  appear  which  are  developed  in 
all  probability  from  the  existing  leucocytes. 
Later  giant  cells  are  formed,  probably  from 
the  endothelial  cells  by  division  of  the  cyto- 
plasm. The  nuclei  are  arranged  to  one  side 
or  at  the  periphery  of  these  cells.  Hyaline 
degeneration  takes  place  in  the  epithelioid 
cells  and  caseous  masses  may  be  formed.  The 
newly  formed  capillaries,  which  result  from 
inflammation  around  the  nodules,  do  not  in- 
vade the  mass  probably  owing  to  the  pres- 
ence of  the  toxins. 

“These  changes  are  very  characteristic  of 
tubercle,  so  much  so  that  it  is  possible  to  make 
the  diagnosis  from  the  histological  appear- 
ance of  the  tissue.  At  the  same  time  the  pres- 
ence of  a giant  cell  alone,  or  epithelioid  cells 
alone  is  insufficient,  the  general  characteris- 
tics of  the  lesion  must  be  taken  into  account.” 

This  demonstrates  the  necessity  for  com- 
petent laboratory  assistance,  and,  if  I may 
digress,  this  is  the  greatest  handicap,  partic- 
ularly for  us  in  the  smaller  places,  to  contend 
with;  or,  if  efficient,  the  cost  of  such  service 
is  so  expensive  neither  our  patients  nor  we 
physicians  can  afford  the  added  help  or 
luxury  of  such  service.  I do  not  know  the 
cure  for  this  problem,  but  there  should  be 
some  means,  by  group  service  or  otherwise, 
whereby  competent  necessary  service  could 
be  obtainable  at  a cost  one  could  afford. 
When  this  is  accomplished  we  will,  I feel 
sure,  have  fewer  obscure  cases  on  our  hands, 
diagnoses  will  be  simplified,  and  in  the  end 
everyone  will  be  benefitted  professionally  and 
economically. 

Where  it  is  impossible  to  arrive  at  a diag- 
nosis in  this  way,  we  must  resort  to  elimina- 
tion of  other  causative  factors,  using  the  best 
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help  obtainable  in  selecting  consultants,  and, 
if  possible,  we  must  be  good  enough  to  check 
them  ourselves.  Last,  but  by  no  means  least, 
a tuberculin  test,  and  if  not  familiar  with  its 
use,  follow  some  one’s  method  in  whose  abil- 
ity you  have  confidence  and  who  has  been 
using  it  long  enough  to  have  demonstrated 
the  safety  and  efficiency  of  his  method.  Care, 
even  in  diagnostic  tests  with  tuberculin, 
should  be  used.  There  seems  a very  definite 
unanimity  of  opinion  among  phthisiologists 
that  it  should  be  used  in  only  those  cases  which 
show  no  demonstrable  activity.  In  discussing 
the  subject  with  Dr.  G.  E.  Gwinn  of  Pine- 
crest  Sanatorium,  he  told  me  they  give  much 
heed  to  increased  sedemimentation  time  and 
(left  shift)  in  Schilling’s  blood  tests  as  indi- 
cators of  increased  activity  even  when  there 
are  few  other  findings  to  demonstrate  the 
exact  status  of  the  patient ; in  fact  he  says  they 
are  often  prognostic  of  an  increased  activity 
before  being  demonstrable  in  any  other  way. 
This  appeals  to  me  as  being  a real  safeguard 
before  using  tuberculin. 

The  value  of  tuberculin  in  diagnosis  of 
ocular  tuberculosis  is  generally  accepted  by  a 
great  majority  of  our  leading  ophthalmol- 
ogists. Wilmer  says  after  all  sources  of  in- 
fection except  tuberculosis  have  been  excluded 
the  intradermal  use  of  old  tuberculin  affords 
a safe  and  definite  method  of  determining 
the  patient’s  hypersusceptibility  to  tuber- 
culin. If  the  skin  reaction  is  strongly  positive 
to  a minute  dose,  the  assumption  of  the  prob- 
ability that  the  eye  lesion  is  tuberculous  is 
quite  justified,  and  focal  and  general  reac- 
tions are  not  necessary.  Clapp1’  of  Baltimore 
says  that  a differential  diagnosis  between  the 
different  eye  lesions  as  to  etiology  cannot  be 
made  from  clinical  observations  alone,  that 
if  all  other  tests  are  negative  and  we  obtain 
a focal  reaction  we  are  reasonably  certain  in 
our  diagnosis.  In  a recent  personal  commun- 
ication from  Dr.  Clapp,  he  says,  “1  am  quite 
sure  that  tuberculin  is  of  value  as  a diagnostic 
measure.” 

Dr.  Luther  C.  Peter  of  Philadelphia  says, 
“I  have  abandoned  all  but  the  subcutaneous 


tAfnl } 1935 

method.  This  method  has  the  advantage, 
first,  in  detecting  active  tuberculosis  rather 
than  healed  foci  of  the  disease.  In  the  second 
place  it  furnishes  us  with  a constitutional,  a 
focal,  and  a local  reaction.  For  the  purpose 
of  determining  the  character  of  an  eye  lesion, 
the  focal  may  be  most  important.  The  third 
advantage  of  the  subcutaneous  test  lies  in  the 
fact  that  the  diagnostic  dose  acts  therapeutic- 
ally as  well.”  He  further  says,  “The  disad- 
vantages of  the  test  need  hardly  be  consid- 
ered because  any  accurate  test  in  medicine 
should  be  painstakingly  applied  and  the  ac- 
tion of  tuberculin  should  be  most  carefully 
studied,  preferably  in  a hospital.” 

Dr.  W.  J.  Durel  of  New  Orleans  in  the 
discussion  of  a paper  by  Dr.  Buffington,  says, 
“In  my  thirty  years  of  work  I have  yet  to 
see  any  detrimental  results  from  the  use  of 
tuberculin  in  diagnosis.”  He  quotes  Dr. 
Allen  Krause  as  saying,  “ ‘The  use  of  tuber- 
culin is  the  only  procedure  which  can  settle 
the  diagnosis  of  tuberculosis.’  ” Dr.  Durel 
further  states,  “I  employ  the  intracutaneous 
skin  method  first,  then  the  subcutaneous,  and 
these  methods  show  first  whether  the  patient 
has  tuberculosis  at  all,  and  second,  where  it 
is  located.” 

The  list  of  names  of  outstanding  men  in 
ophthalmology  would  indeed  be  long  if  I 
attempted  to  name  even  a small  proportion 
of  them  that  agree  the  tuberculin  test  is  a 
valuable  aid  in  the  diagnosis  of  ocular  tuber- 
culosis. 

Treatment:  No  one  questions  the  advant- 
ages from  a therapeutic  standpoint  of  good 
food,  rest,  fresh  air,  exercise  and  sunshine, 
the  last  two  particularly  should  be  well  super- 
vised, and  even  though  the  patient  is  not  ill 
enough  to  demand  it,  sanatorium  treatment 
for  a time  is  definitely  advantageous,  if  for 
no  other  reason  than  an  educational  one.  Very 
shortly  the  patients  learn  how  to  take  proper 
care  of  themselves  and  this  alone  means  much 
in  treating  these  cases. 

The  different  ocular  lesions,  depending  on 
the  part  of  the  eye  involved,  will  demand 
symptomatic  treatment,  and  of  course  this 
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part  of  the  treatment  belongs  to  the  ophthal- 
mologist. 

Werdenberger'  says  x-ray  treatment  of 
ocular  tuberculosis  is  similar  in  action  to 
tuberculin  therapy,  and  the  indications  and 
contraindications  are  much  the  same.  Predis- 
position to  x-ray  injury  is  found  especially  in 
the  exudative  juvenile,  and  hypersensitive 
chronic  tuberculous  uveitis  (particularly  when 
there  is  high  grade  hyperemia  of  the  iris). 
There  is  also  a predisposition  to  x-ray  injury 
in  iridocyclitis  with  increased  pressure. 

Treatment  by  phototherapy,  is  mentioned 
by  Sir  Arnold  Lawson.'  He  says  splendid 
work  has  been  done  in  his  country  by  Goul- 
den  and  Duke-FJder  with  regard  to  this 
form  of  treatment. 

In  1932  F.  Schieck,'  in  connection  with 
the  49th  Session  of  the  German  Ophthalmo- 
logical  Society  in  Leipsic,  reported  a new  pro- 
cedure from  which  he  claims  excellent  re- 
sults in  the  treatment  of  fresh  tuberculous 
changes  in  the  region  of  the  anterior  cham- 
ber of  the  eye  and  the  surrounding  tissues. 
It  consists  of  drawing  the  aqueous  humor 
with  a syringe  and  replacing  it  with  blood 
previously  drawn  from  the  vein  of  the 
patient’s  arm.  The  author  hit  upon  this  idea 
on  the  basis  of  the  fact  that  the  patients  who 
suffer  from  iridocyclitis  usually  present  an 
excellent  nutritional  state  and  rarely  show 
severe  pulmonary  changes  even  upon  the 
most  minute  examination.  The  patients  are 
therefore  in  a favorable  condition  for  fight- 
ing the  tuberculous  affection,  and  there  must 
be  particular  circumstances  which  endanger 
the  anterior  portion  of  the  uveal  tract.  Fur- 
thermore we  must  seek  an  explanation  of  the 
fact  that  within  the  uveal  tract  the  iris  and 
the  ciliary  body  are  attacked  in  truly  char- 
acteristic form,  even  though  in  these  cases 
the  choroid  is  either  spared  entirely  or  be- 
comes diseased  in  a form  which  takes  a course 
entirely  different  from  that  customarily  ob- 
served in  the  iris.  The  author  thinks  the 
reason  for  this  peculiar  cause  of  development 
of  tuberculosis  of  the  anterior  uvea  lies  in 
the  fact  that  the  tissues  there  located  are  laved 


by  the  aqueous  humor  which  lacks  the  im- 
munobiological  qualities  of  the  blood  and  is 
capable  of  spreading  the  infection  in  high  de- 
gree, while  the  organism  is  unable  to  oppose 
the  process  with  its  defense  mechanisms. 

It  should  also  be  borne  in  mind  that,  ac- 
cording to  the  findings  of  Schieck'  , experi- 
mental tuberculosis  of  the  uvea  has  an  en- 
tirely different  form  if  infection  is  brought 
about  by  introduction  of  bacilli  into  the  blood 
stream  than  it  has  when  they  are  introduced 
into  the  anterior  chamber  by  means  of  punct- 
ure through  the  covering  of  the  bulb.  Here 
also,  we  doubtless  have  action  of  the  blood 
upon  the  bacilli  to  the  extent  of  reduction  of 
their  virulence,  through  close  contact  with 
the  substances  circulating  in  the  blood.  If 
this  is  true,  removal  of  the  aqueous  humor 
laden  with  bacilli,  or  lumps  containing  bacilli, 
and  replacement  of  it  with  freshly  drawn  own 
blood,  should  produce  the  effect  which  one 
expects  of  the  direct  influence  of  the  specific 
and  unspecific  immune  substances  (contained 
in  the  blood)  upon  the  tuberculous  process. 
From  quite  a series  of  cases  treated  in  this 
way,  the  author  thinks  he  is  justified  in  say- 
ing that  tuberculous  iridocyclitis  has  lost  its 
horror  in  his  practice. 

This  therapeutic  measure  by  Schieck'  to 
me  has  all  the  earmarks  of  scientific  saneness, 
and  I anticipate  with  pleasure  an  opportunity 
to  use  it  in  my  practice. 

Tuberculin:  In  using  tuberculin  the  oph- 

thalmologist hnds  himself  in  very  much  the 
same  unenviable  position  he  does  when  mak- 
ing a diagnosis  of  ocular  tuberculosis.  Due 
to  its  lack  of  application  in  the  treatment  of 
active  tuberculosis,  the  medical  profession  at 
large  cannot  see  its  field  of  usefulness,  while 
some  of  our  outstanding  ophthalmologists 
not  only  question  its  usefulness,  but  consider 
it  dangerous  and  do  not  use  it. 

From  my  review  of  the  literature  on  the 
subject  it  seems  to  me  there  is  a definite  pre- 
ponderance of  opinion  and  evidence  in  its 
favor.  My  personal  limited  experience  of 
its  use  during  the  past  seven  or  eight  years 
has  convinced  me  beyond  question  of  its  very 
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definite  merit,  and  I also  feel  from  this  field 
will  ultimately  come  the  answer  to  the  tuber- 
culous question,  both  from  the  standpoint  of 
therapeutics  and  also  that  of  immunization. 

Wilmer  of  Baltimore  says:  “I  feel  sure 
that  foreign  proteins  such  as  milk  are  helpful 
in  these  cases  by  assisting  local  cell  activity, 
but  milk  is  not  as  potent  as  tuberculin,  does 
not  produce  specific  antibodies,  does  not  build 
up  the  patient’s  general  condition,  the  dos- 
age is  not  so  easily  calculated  and  there  is 
always  the  danger  of  an  added  absorptive  re- 
action. He  further  says  the  therapeutic  use 
of  tuberculin  in  small  increasing  doses  over 
a long  period,  by  constantly  stimulating  the 
patient,  often  turns  a resistant  eye  lesion  into 
a yielding  one,  and  thus  restores  happiness 
to  a hopeless  patient. 

Werdenberger'  says  the  goal  of  tuberculin 
therapy  should  be  detoxication,  treatment 
should  be  individual  and  not  schematic.  The 
uncompensated  type  is  the  domain  of  tuber- 
culin injury. 

This  is  apparently  the  understanding  for 
the  use  of  and  value  remedially  of  tuber- 
culin by  most  of  its  advocates.  The  great 
number  of  reported  cases  of  its  use  thera- 
peutically and  the  good  results  obtained  by 
Wilmer,'  Peter,'  Clapp/  King"  and  many 
other  leaders  in  our  specialty  is  more  than 
sufficient  to  make  me  feel  its  rare  value  is  not 
sufficiently  appreciated  and  much  unnecessary 
suffering  and  disability  could  be  eliminated 
by  its  more  general  use,  if  done  intelligently 
and  painstakingly. 

Conclusions:  1.  Diagnoses  of  ocular 

tuberculosis  are  not  made  sufficiently  often, 
except  perhaps  in  our  larger  medical  centers. 

2.  The  laity,  as  well  as  the  medical  pro- 
fession, need  to  be  educated  to  the  fact  that 
active,  generalized  tuberculosis  is  not  essen- 
tial, etiological  ly,  to  the  production  of  ocular 
tuberculosis. 

3.  The  profession  should  be  conscious  of 
the  etiological  possibilities  of  old  tuberculous 
foci  in  the  production  of  obscure  chronic  eye 
lesions. 

4.  There  is  need  for  available,  efficient 


laboratory  service  at  a cost  that  is  not  pro- 
hibitive. 

5.  I believe  there  should  and  will  be  an 
increasing  number  of  cases  transferred  from 
the  etiology  of  focal  infection  to  that  of  tu- 
berculosis. 

6.  That  faulty  technique  and  lack  of 
preserverance  has  had  much  to  do  with  ad- 
verse criticism  of  tuberculin. 

312  Professional  Building 

Discussion: 

Dr.  Frederick  J.  Hoitash , Huntington : We  have 
heard  an  excellent  paper  about  ocular  tuberculosis. 

Dr.  Dillon  covered  this  great  subject  from  every 
possible  angle.  As  far  as  the  diagnosis  is  concerned, 

Dr.  Dillon  emphasized  that  we  can  make  the  posi- 
tive diagnosis  of  ocular  tuberculosis  in  some  cases; 
in  most  cases,  however,  our  diagnosis  is  only  prob- 
able. The  tuberculin  test  does  not  help  us  very 
much;  if  the  test  is  negative  we  can  of  course  ex- 
clude tuberculosis.  However,  the  tuberculin  test  is 
so  sensitive  that  it  turns  out  mostly  positive,  patho- 
logically and  anatomically  such  a patient  has  some- 
where a tubercular  lesion,  regardless  of  how  small 
and  insignificant  the  same  may  be;  clinically  and 
from  a practical  standpoint  however  it  would  be 
absurd  to  classify  such  a patient  as  tuberculous.  The 
most  reliable  test  remains  still  the  inoculation  of 
guinea  pigs.  Two  Spanish  oculists  declared  at  the 
last  International  Ophthalmological  Congress  in 
Madrid,  that  we  might  find  some  help  for  the  diag- 
nosis in  the  blood  test,  namely,  a slight  eosinophilia 
and  lymphocytosis  in  cases  of  less  intensive  tuber- 
cular lesions,  a neutrophil  hyperleucocytosis  in  cases 
of  more  advanced  tuberculosis.  If  we  have  to  enu- 
cleate an  eye  with  ocular  tuberculosis,  we  can  con- 
firm our  diagnosis  through  the  histological  exam- 
ination of  the  bulbus.  Of  some  help  in  diagnosis  is 
further  the  absence  of  severe  pain  in  ocular  tuber- 
culosis, particularly  in  iritis  and  uveitis.  Most  of 
these  patients  when  first  seen  complain  only  of 
slight  photophobia  and  dim  vision,  and  to  our  sur- 
prise we  find  at  the  first  examination  already  sev- 
eral posterior  synechiae,  sometimes  a complete  oc- 
clusion of  the  pupil.  About  the  diagnostic  value  of 
the  x-ray  of  the  thorax,  Dr.  Dillon  mentioned  all 
which  is  essential.  It  might  be  of  interest  to  you  to 
know  one  of  the  latest  findings  of  Dr.  Werdenberg- 
er in  Davos,  Switzerland.  He  examined  with  the 
greatest  care  400  patients  with  ocular  tuberculosis 
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radiographically  with  reference  to  intrathoracic 
changes  and  found  in  60  cases  out  of  100,  a slight 
ocular  tuberculosis  with  slight  intrathoracic  symp- 
toms, that  he  terms  as  normal  antagonism;  in  10 
cases  out  of  100  he  found  a slight  ocular  tuber- 
culosis accompanied  by  serious  pulmonary  tuber- 
culosis, that  he  terms  as  inverted  antagonism,  and 
in  30  cases  out  of  100  he  found  a parallelism  be- 
tween ocular  tuberculosis  and  intrathoracic  symp- 
toms. Just  as  well  as  we  find  changes  of  the  re- 
fraction in  diabetes,  high  blood  pressures,  etc.,  we 
have  to  expect  changes  in  the  refraction  in  ocular 
tuberculosis.  As  far  as  one  of  the  newer  treatments 
is  concerned,  namely,  the  injection  of  the  patient’s 
own  blood  into  the  anterior  chamber  after  with- 
drawal of  its  aqueous,  suggested  first  bv  W erden- 
berger,  the  time  is  too  short  to  come  to  a conclusion 
as  to  its  proper  value.  Professor  Brown  in  Chicago 
has  treated  up  to  the  present  about  30  cases,  some 
with  very  good  results.  It  is  worth  while  to  try 
this  treatment  in  eyes  which  do  not  respond  to  any 
other  treatment. 

The  treatment  with  tuberculin  is  not  a specific 
treatment  and  is  still  in  the  experimental  stage  ac- 
cording to  leading  ophthalmologists  here  and 
abroad;  the  experience  of  the  average  oculist  with 
tuberculin  treatment  is  negligible;  only  the  statistics 
of  large  clinics  can  be  used  for  references.  The 
eye  clinics  in  Vienna  have  better  results  since  they 
use  the  tebeprotin.  Professor  Elschnig  never  uses 
tuberculin  for  his  private  patients,  Professor  Naka- 
mura of  Tapan  claims  good  results  with  his  tuber- 
culin. In  his  opinion  the  treatment  with  tuberculin 
up  until  late  was  not  satisfactory  for  two  reasons: 
either  we  gave  the  patient  a dose  which  was  too 
weak  or  w'e  gave  an  overdose  followed  by  severe 
local  and  general  reaction.  He  thinks  his  serum 
contains  the  optimal  dose  and  can  be  given  once  a 
week  without  increasing  the  strength.  He  asked 
the  members  of  the  last  International  Ophthalmo- 
logical  Congress  to  try  his  tuberculin  and  if  we 
should  not  find  it  better  than  others  at  least  it  will 
not  do  any  harm  to  the  patient.  Tuberculin  never 
should  be  given  primarily,  but  only  after  all  the 
customary  treatments  like  rest,  light  therapy,  proper 
food,  etc.,  fail  to  improve  and  only  if  the  internist 
does  not  find  a contraindication  for  this  treatment. 
Unfortunately  a good  many  oculists  are  using  tu- 
berculin indiscriminately  and  commercialize  this 
treatment. 

How  far  a patient  can  be  benefitted  by  simple 
rest  onlyr  the  following  case  will  show:  Several 
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years  ago  an  ex-soldier  came  in  my  office  with 
opacities  of  the  vitreous  body  based  on  tuberculosis. 
I tried  to  get  him  in  the  Walter  Reed  Hospital  for 
a rest  cure,  but  was  refused.  By  chance  he  de- 
veloped a tubercular  knee  condition,  fungus  genu, 
and  with  the  help  of  Dr.  Vest  and  the  American 
Legion  the  patient  was  finally  admitted  and  spent 
one  year  in  this  hospital.  Nothing  was  done  to  his 
eyes,  all  the  treatment  consisted  in  absolute  rest, 
good  food,  light  therapy,  etc.  On  his  return,  the 
examination  of  his  vision  showed  an  improvement 
from  less  than  20/200  to  20/24. 

Nothing  is  mentioned  in  the  literature  about  the 
treatment  of  the  phlyctenular  nodules  with  cauter- 
ization. I am  using  the  cauterization  as  well  as  the 
other  older  treatments  with  very  good  results.  I lie 
treatment  of  ocular  tuberculosis  with  radiation, 
x-rays,  ultraviolet  rays,  etc.,  is  still  the  privilege  of 
clinics  and  too  expensive  in  private  practice. 

In  conclusion,  I can  only  repeat  what  has  been 
said  so  often:  Ocular  tuberculosis,  with  its  diag- 

nosis and  treatment  still  remains  a great  problem. 
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SYMPTOMATOLOGY  AND  DIAGNOSIS  OF  UPPER  URINARY 

TRACT  LESIONS* 


! By  Albert  E.  Goldstein,  M.  D.,  F.  A.  C.  S. 
Baltimore , Maryland 


Tn  a discussion  on  symptomatology  of  uro- 

logic  diseases,  it  is  most  plausible  to  con- 
sider the  symptoms  under  the  various  sys- 
tems. It  is  not  my  intention  to  consider  le- 
sions of  the  entire  urinary  tract,  but  to  con- 
fine myself  to  the  upper  urinary  tract  only; 
nor  is  it  my  intention  to  enter  into  details  of 
each  urologic  condition,  as  time  does  not  per- 
mit me  to  do  so.  A discussion  of  the  symp- 
toms shall  be  made  from  the  following  head- 
ings: (1)  pain;  (2)  urinary  symptoms;  (3) 
gastrointestinal  symptoms;  (4)  cardiorespir- 
atory symptoms;  (5)  neurological  symptoms, 
and  (6)  sexual  symptoms. 

Pain:  In  a study  of  over  5000  cases  it  has 

been  observed  that  when  dealing  with  the 
upper  urinary  tract,  that  is  the  kidneys  and 
ureters,  pain  of  some  type  is  by  far  the  pre- 
dominating symptom  that  the  patient  com- 
plains of,  regardless  of  the  lesion.  This  symp- 
tom was  present  in  82  per  cent  of  the  kidney 
lesions  and  in  97.5  per  cent  of  the  ureteral 
lesions.  In  a large  percentage  of  cases  a renal 
lesion  was  associated  with  a ureteral  one.  The 
lesions  of  the  upper  urinary  tract  included 
in  this  group  are  the  following: 

Renal  Lesions:  1.  Renal  calculi;  2.  pyogenic 

infections  of  the  kidney;  3.  tuberculous  infections 
of  the  kidney;  4.  hydronephrosis;  5.  renal  tumors; 
6.  aberrant  renal  vessels;  7.  renal  ptosis;  8.  neph- 
ralgias;  9.  polycystic  kidneys;  10.  renal  anomalies; 

* Uca<l  before  tin*  Cabell  County  Medical  Society.  Huntington, 
W.  \h.,  on  December  13,  1934. 


11.  perinephritic  abscesses;  12.  injuries  to  the  kid- 
neys. 

Ureteral  Lesions:  1.  Calculi;  2.  kinks;  3.  strict- 
ures (inflammatory);  4.  strictures  (tuberculous); 
5.  periureteral  infections;  6.  hydroureters;  7- 
tumors;  8.  anomalies. 

A few  words  regarding  the  type  of  pain 
would  not  be  amiss.  In  considering  pain  ac- 
companying these  lesions  a careful  considera- 
tion should  be  made  as  to  whether  the  pain  is 
(1)  sharp  or  dull  in  character;  (2)  severe 
enough  to  require  a hypodermic  of  a narcotic 
for  relief;  (3)  localized  or  radiating;  (4) 
constant  or  intermittent. 

The  production  of  pain  in  lesions  of  the 
upper  urinary  tract  is  probably  best  explained 
by  ( 1 ) the  presence  of  a mechanical  obstruc- 
tion in  most  cases  preventing  a free  flow  of 
urine  with  the  result  of  an  increased  intra- 
ureteral  or  intrapelvic  pressure;  (2)  an  at- 
tempt by  nature  to  dislodge  a stone,  plug  of 
pus,  blood  clot,  piece  of  tumor,  etc.;  (3)  a 
disturbance  to  the  renal  plexus  of  nerves  or 
other  ganglionic  structures  of  nerves  supply- 
ing the  kidneys. 

Mechanical  obstruction  whether  from  with- 
in or  by  pressure  from  without  is  by  far  the 
greatest  offender  in  the  etiology  of  pain  in 
the  upper  urinary  tract.  Some  of  the  condi- 
tions that  may  cause  mechanical  obstruction 
in  the  urinary  tract  and  produce  subsequent 
pain  are  the  following:  Urethral  strictures; 
tumors  or  stones  of  the  urethra;  enlarged 
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verumontana;  congenital  valves  of  the  pos- 
terior urethra;  strictures  and  bars  at  the  ves- 
ical orifice;  hypertrophied  prostates;  infec- 
tions of  the  seminal  vesicles;  tumors,  stones 
or  diverticula  of  the  bladder;  congenital 
stenosis  of  the  ureteral  orifices;  strictures, 
stones,  and  kinks  of  the  ureter;  strictures  at 
the  uretero-pelvic  juncture;  stones,  tumors, 
and  infections  of  the  kidney;  renal  ptosis; 
aberrant  renal  vessels  crossing  the  ureter;  re- 
troperitoneal tumors  pressing  against  the 
ureter;  pregnancy;  and  some  few  other  con- 
ditions. 

Excluding  all  the  conditions  which  may 
produce  a mechanical  obstruction  with  sub- 
sequent pain,  very  few  lesions  of  the  upper 
urinary  tract  remain  that  cause  pain.  They 
would  include  ( 1 ) a certain  percentage  of 
pyogenic  infections  of  the  kidney,  and  even 
in  this  group  the  pain  may  be  produced  by 
the  blocking  of  a few  tubules  with  pus  and 
backing  up  of  urine;  (2)  a small  percentage 
of  tuberculous  lesions;  (3)  all  the  cases  of 
nephralgias  or  painful  kidneys  not  due  to 
definite  pathological  lesions;  (4)  polycystic 
kidneys;  (5)  perinephritic  abscesses. 

The  character  of  the  pain  is  of  extreme  im- 
portance and  will  frequently  enlighten  us  if 
we  will  delve  into  it  carefully.  A sharp  pain 
usually  requires  a hypodermic  of  a narcotic 
that  will  give  the  quickest  relief,  and  is 
caused  in  most  instances  by  a sudden  block- 
ing of  the  urine.  This  is  usually  the  result 
of  a foreign  body  blocking  a calyx  or  pelvis 
of  the  kidney  or  one  in  the  ureter,  the  for- 
eign body  in  most  instances  being  either  a 
calculus,  pus,  blood,  or  tissue.  This  is  desig- 
nated as  a kidney  colic.  A similar  type  of 
sharp  pain  produced  by  no  foreign  body 
which  is  the  result  of  a sudden  kinking  of  the 
ureter  causes  and  is  known  as  DietPs  crisis. 
Infrequently,  an  aberrant  renal  vessel  or 
stricture  of  the  ureter,  or  any  other  of  the 
conditions  mentioned  may  produce  the  same 
type  of  pain. 

Summarizing  this,  a sudden  sharp  lancinat- 
ing pain  either  in  the  back  or  abdomen  re- 
quiring in  most  instances  a narcotic,  can  defi- 


nitely be  said  to  be  caused  by  any  foreign 
body  in  the  upper  urinary  tract  or  by  a kink- 
ing of  the  ureter,  with  a possibility  of  one  or 
two  other  lesions  just  mentioned. 

There  is  no  definite  rule  that  one  can  state 
about  the  localization  or  radiation  of  pain. 
Most  lesions  of  the  upper  urinary  tract  pro- 
duce radiation  of  pain,  the  radiation  either 
extending  upwards  towards  the  lumbar  re- 
gion, or  downwards,  along  the  course  of  the 
ureter  to  the  genitalia  or  thigh.  The  lesions 
of  the  upper  urinary  tract  that  cause  localiza- 
tion of  pain  particularly  in  the  lumbar  region 
are  large  calculi,  renal  tumors,  localized  in- 
fections in  the  kidney  and  conditions  with  ob- 
structions at  or  above  the  uretero-pelvic  junc- 
ture. Even  these  at  times  cause  radiation  of 
pain.  In  most  cases  where  there  is  localized 
lumbar  pain  or  radiation  of  pain  to  the  lum- 
bar region,  it  is  fairly  definitely  decided  that 
a urinary  tract  lesion  is  present.  There  is  one 
exception  to  this  as  we  have  been  able  to  ob- 
serve and  that  is  in  cases  of  retrocecal  ap- 
pendices. It  has  been  observed  that  lesions 
in  the  kidney  are  more  apt  to  produce  con- 
stant pain,  while  ureteral  lesions  produce  the 
intermittent  type  of  pain.  This,  however, 
does  not  always  hold  true. 

Urinary  symptoms  include  hematuria, 
pyuria,  frequency,  dysuria,  urgency  and  hesi- 
tancy. 

It  is  possible  that  lesions  of  the  upper  urin- 
ary tract  can  cause  all  these  symptoms.  As 
they  may  be  referable  to  lesions  of  the  lower 
urinary  tract,  one  is  compelled  by  way  of 
elimination  to  decide  definitely  which  por- 
tion of  the  tract  is  involved. 

As  so  frequently  happens,  one  or  more  of 
these  symptoms  are  associated  with  the  same 
lesion.  Of  all  the  urinary  symptoms,  hema- 
turia and  pyuria  are  by  far  the  most  predom- 
inant in  lesions  of  the  upper  urinary  tract. 
The  presence  of  macroscopic  or  microscopic 
blood  in  the  urine  is  associated  at  some  time 
or  other  in  all  the  lesions  of  the  upper  urin- 
ary tract  mentioned,  with  the  exception  pos- 
sibly of  perinephritis  abscesses,  nephralgias, 
and  renal  anomalies.  Even  in  these  lesions  if 
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the  condition  has  continued  for  some  time,  or 
some  complication  has  taken  place,  blood  has 
been  encountered  in  the  urine.  Calculi, 
tumors,  tuberculous  infections,  and  injuries 
are  practically  always  associated  with  some 
hematuria.  In  these  lesions  it  is  usually  a 
macroscopic  hematuria.  While  the  other  con- 
ditions mentioned  may  have  macroscopic 
blood,  microscopic  blood  is  the  rule.  Such 
conditions  as  polycystic  kjdneys  and  pyogenic 
infections  of  the  kidneys  have  frequently 
given  their  first  warning  by  an  initial  hema- 
turia. The  character  of  the  bleeding  is  sig- 
nificant at  times.  In  many  instances,  clots 
demonstrating  casts  of  the  ureter  are  found. 
Hematuria  is  not  necessarily  a continuous 
feature.  The  reasons  for  this  bleeding  are 
obvious.  In  cases  of  stones  direct  trauma  to 
the  mucosa  takes  place;  in  tuberculous  infec- 
tions an  ulceration  is  produced  involving 
small  capillaries;  in  tumors  there  is  destruc- 
tion of  tissue  breaking  into  a large  or  small 
vessel;  in  non-tuberculous  infections  acute  in- 
flammation is  present  which  may  cause  the 
bleeding.  In  other  words,  something  takes 
place  in  the  mucous  membrane  or  structure 
of  the  ureter  or  kidney  that  opens  a small  or 
large  capillary,  causing  the  bleeding. 

The  symptom  of  pyuria  is  frequently  asso- 
ciated with  hematuria  and  in  most  lesions 
they  are  inseparable.  Here  again,  in  the  pres- 
ence of  pus  in  the  urine,  elimination  is  neces- 
sary to  determine  whether  it  is  an  upper  or 
lower  urinary  tract  lesion. 

As  soon  as  a kidney  or  ureter  becomes  in- 
fected or  there  is  destruction  of  tissue  which 
will  open  up  an  avenue  for  infection,  the 
pyuria  plays  a prominent  role.  The  presence 
of  pus  in  the  urine  in  itself  does  not  cause 
any  disturbance  to  the  patient  until  it  has  pro- 
duced damage  to  the  mucous  membrane  and 
submucosa  of  the  bladder.  When  this  is  ac- 
complished, then  a disturbance  follows,  in 
that  the  patient  complains  of  frequency  on 
account  of  the  inability  of  the  bladder  to  dis- 
tend to  its  fullest  extent,  an  urgency  on  ac- 
count of  the  irritation  of  the  urine  over  the 


ulcerated  or  inflammed  bladder,  or  a dysuria 
for  the  same  reason. 

If  the  infection  is  produced  by  an  acid- 
fast  organism,  then  ulceration  is  greater. 
There  is  greater  contracture  of  the  bladder 
with  a production  of  frequency,  dysuria,  ur- 
gency, etc.,  of  a greater  degree. 

Gastrointestinal  Symptoms:  The  gastro- 

intestinal symptoms  such  an  anorexia,  consti- 
pation, loss  in  weight,  nausea  and  vomiting 
play  a rather  interesting  and  prominent  role 
in  certain  lesions  of  the  upper  urinary  tract. 

Anorexia  and  loss  in  weight  frequently  are 
associated.  If  the  former  is  present,  natur- 
ally the  latter  will  follow.  In  severe  tox- 
emias as  are  seen  in  many  kidney  infections 
of  both  the  tuberculous  and  non-tuberculous 
types  where  absorption  is  taking  place,  there 
is  a disturbance  of  digestion  which  causes  loss 
of  appetite  and  weight. 

Tumors  of  the  upper  tract  are  slow  grow- 
ing and  slow  to  metastasize,  therefore,  the 
gastric  symptoms  of  loss  of  appetite  and 
weight  do  not  appear  until  late  in  the  disease. 
Not  being  able  to  establish  these  facts  in  the 
presence  of  other  symptoms,  such  as  hema- 
turia, etc.,  should  not  prevent  one  from  con- 
sidering the  possibility  of  a neoplasm. 

Associated  frequently  with  the  symptoms 
of  loss  of  appetite  and  loss  in  weight  are 
nausea  and  vomiting.  When  the  latter  symp- 
toms are  present,  an  infection  in  itself  can  be 
the  cause.  When  toxemias  are  not  present 
and  there  is  a complaint  of  nausea  and  vomit- 
ing, one  must  always  consider  the  possibility 
of  bilateral  renal  disease  causing  destruction 
of  tissue  with  improper  elimination  of  the 
urea  products.  When  this  occurs  the  gastric 
plexus  is  disturbed  and  there  is  a resultant 
nausea  and  vomiting.  In  other  words  uremic 
manifestations  are  initiated  frequently  in 
urinary  tract  lesions  by  nausea  and  vomiting. 

Any  disturbance  to  the  renal  or  gastric 
plexus  of  nerves  will  produce  symptoms  of 
nausea  and  vomiting.  This  may  be  produced 
by  the  irritation  of  infections,  lesions  of  the 
retroperitoneum  causing  disturbance  to  the 
renal  and  gastric  plexus  of  nerves  supplying 
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the  kidney  and  stomach  as  is  found  in  cases 
of  renal  ptosis,  infections  of  the  kidney,  etc. 
Here,  there  is  a dragging  sensation  and  irrita- 
tion of  the  various  nerve  ganglions  supplying 
the  stomach  and  kidney  producing  the  symp- 
toms of  nausea  and  vomiting.  Many  cases  of 
renal  infections  and  renal  tumors  as  well  as 
the  largest  percentage  of  renal  ptosis  were 
presented  for  examination  with  the  symptoms 
of  nausea  and  vomiting.  These  were  treated 
for  primary  gastrointestinal  conditions  with 
no  result  from  the  treatment  and  were  finally 
diagnosed  as  urinary  tract  lesions. 

Cardiorespiratory  Symptoms : The  symp- 
toms connected  with  this  system  that  are  en- 
countered in  lesions  of  the  upper  urinary 
tract  are  cough,  shortness  of  breath,  chills  and 
fever,  night  sweats  and  edema  of  the  limbs. 

The  presence  of  chills  and  fever  regard- 
less of  the  other  conditions  that  may  present 
themselves,  should  always  cause  one  to  ex- 
amine the  urine  for  the  presence  of  urinary 
infection.  Many  cases  of  pyelonephritis,  pyo- 
nephrosis, hydronephrosis,  and  other  condi- 
tions have  either  had  chills  and  fever  as  the 
initial  symptoms  of  a urinary  tract  lesion,  or 
have  developed  the  symptoms  following  a 
complication  of  some  other  urologic  condi- 
tion. Any  condition  of  the  urinary  tract,  es- 
pecially where  there  is  an  obstruction,  may 
permit  the  passage  of  organisms  into  the 
blood  which  in  most  cases  cannot  be  recovered 
in  the  blood  stream,  yet  will  show  evidences 
of  toxemia  by  causing  chills  and  fever.  A 
patient  with  a cough,  especially  if  chronic,  in 
the  presence  or  absence  of  night  sweats, 
should  arouse  one’s  suspicions  of  a urinary 
tract  lesion,  especially  tuberculosis,  even  in 
the  absence  of  pus  or  blood  in  the  urine.  This 
was  beautifully  demonstrated  to  me  several 
times  in  individuals  who  were  discovered  to 
have  renal  tuberculosis  after  guinea  pig  in- 
oculations, even  in  spite  of  an  absence  of  pus 
in  the  urine.  Associated  with  the  cough  in 
these  cases  is  shortness  of  breath.  If  a dis- 
turbance of  the  circulation  exists,  and  if  there 
is  a considerable  amount  of  bilateral  renal 


damage,  edema  of  the  limbs  may  or  may  not 
present  itself. 

N euromuscular  Symptoms:  Any  lesion  in 
the  upper  urinary  tract  or  as  a matter  of  fact 
anywhere  in  the  body  can  cause  an  individual 
ultimately  to  show  nervous  tendencies,  only 
because  the  pathological  lesion  is  a disturbing 
element  of  his  well  being.  In  the  case  of 
perinephritic  abscess,  where  there  is  a chance 
for  disturbances  of  the  various  plexuses  of 
nerves,  in  the  case  of  renal  ptosis,  or  in  neph- 
ralgia, the  renal  plexus  of  nerves  is  disturbed 
causing  nervousness,  restlessness,  etc.  In  the 
pyogenic  infections  of  the  kidney,  especially 
in  the  tuberculous  infections,  there  is  always 
a nocturia  present  and  this  in  itself  is  suffi- 
cient to  upset  one  and  cause  nervousness. 

Sexual  Symptoms:  Lesions  of  the  upper 

urinary  tract,  while  directly  they  do  not  cause 
patients  any  sexual  symptoms,  indirectly  may 
cause  some  symptoms  due  to  nervous  upsets. 

Diagnosis:  A thorough  history  along  the 
lines  mentioned  and  a careful  investigation 
into  the  symptoms  will  frequently  permit  a 
diagnosis  before  the  examination,  which  ulti- 
mately remains  correct  after  the  examination. 
In  the  examination  all  the  armamentarium  at 
hand  should  be  employed  in  an  effort  to  make 
a correct  diagnosis. 

Among  the  routine  procedures  performed 
by  us  in  each  case  are  the  following:  (1) 
General  abdominal  examination ; (2)  rectal 
examination  in  the  male  and  vaginal  exam- 
ination in  the  female ; (3)  frequent  urine  ex- 
aminations, including  guinea  pig  inoculations, 
staining  of  specimens,  cultures  of  urine,  ex- 
amination of  urine  from  each  kidney  indiv- 
idually; (4)  blood  examinations  including 
Wassermanns,  blood  chemistries,  functional 
tests,  and  blood  cultures;  (5)  cystoscopic  ex- 
aminations with  ureteral  catheterization  and 
relative  functional  tests;  (6)  plain  roentgeno- 
grams, cystograms,  intravenous  and  retro- 
grade ureteropyelograms,  roentgenograms  of 
the  chest,  pelvic  bones  and  spine. 

In  the  general  abdominal  examination  an 
effort  is  made  to  palpate  the  kidneys.  A uni- 
lateral enlarged  kidney  will  frequently  give 
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one  a clue  as  to  the  side  of  the  lesion.  At 
times  a palpable  large  kidney  may  be  one 
which  has  undergone  compensatory  hyper- 
trophy, or  diseases  such  as  hydronephrosis, 
pyonephrosis  or  renal  tumor.  Palpable  low 
kidneys  will  aid  in  determining  whether  a 
ptosed  kidney  is  present.  Bilateral  enlarge- 
ment of  the  kidney  will  suggest  the  possibil- 
ity of  polycystic  disease,  bilateral  renal 
tumors,  or  bilateral  renal  infections.  Lumbar 
pain  is  elicited  on  pressure  in  most  instances 
where  kidney  disease  is  present,  regardless  of 
the  lesion.  Abdominal  tenderness  on  pressure 
is  found  in  cases  of  inflammatory  strictures, 
stones,  kinks,  perirenal  abscesses,  and  often 
the  tenderness  is  referred  to  the  kidney. 

Rectal  and  Vaginal  Examinations:  In  mak- 
ing a rectal  examination  on  the  male,  one  can 
determine  whether  a large  benign  or  malig- 
nant prostate  is  present,  which  may  cause  suf- 
ficient residual  urine  to  give  one  bilateral 
back  pressure  causing  bilateral  pyeloneph- 
ritis. In  the  presence  of  a suspicious  malig- 
nant nodule  in  the  prostate  one  will  be  able 
to  explain  unusual  shadows  in  the  chest,  pel- 
vic bones,  or  spine.  The  presence  of  enlarged 
seminal  vesicles  may  reveal  the  cause  of  an 
obstruction  of  the  lower  ureter. 

In  the  female,  calculi  if  very  low  in  the 
ureter  are  palpable  in  many  instances.  A low 
tuberculous  stricture  of  the  ureter  can  be  de- 
tected by  vaginal  examination. 

Urine  Examination:  These  examinations 

should  not  only  be  made  once,  but  several 
times.  It  is  probably  the  most  important  part 
of  the  examination,  outside  of  cystoscopy. 
The  presence  or  absence  of  pus,  blood,  casts, 
albumin,  or  organisms,  either  tuberculous  or 
other  kinds,  will  give  important  information. 

Blood  Examinations:  In  the  examination 
of  the  blood,  the  total  white  and  differential 
counts  have  assisted  us  somewhat.  It  is  in- 
teresting to  note  that  there  is  very  little  in- 
crease in  the  total  white  blood  count  in  any 
of  the  lesions  of  the  upper  urinary  tract  with 
the  exception  of  a very  acute  fulminating  case 
of  pyelonephritis  or  perinephritic  abscess.  In 
these  latter  cases  the  total  counts  rise  between 


ten  and  thirty  thousand  cells  per  cubic  milli- 
meter, with  a relative  rise  of  polymorphonu- 
clear leuckocytes  varying  between  72  and  95 
per  cent.  The  total  red  cell  count  assists  us 
to  determine  whether  we  have  a decrease  in 
the  number  of  cells  as  is  found  in  neoplasms 
of  the  upper  urinary  tract  or  in  marked  tox- 
emias from  renal  diseases.  Total  phenol- 
sulphophthalein  tests  give  us  the  information 
as  to  whether  the  disease  is  bilateral  or  not. 
A high  phenolsulphophthalein  test  does  not 
signify  that  renal  disease  is  not  present  as  one 
kidney  can  be  undergoing  compensatory 
hypertrophy.  There  is  also  the  possibility  of 
renal  or  ureteral  diseases  without  any  great 
variation  in  the  renal  functional  or  blood  re- 
tention tests.  A low  phthalein  usually  is  asso- 
ciated with  a high  blood  chemistry,  and  vice 
versa.  Polycystic  diseases  or  any  other  bi- 
lateral renal  condition  will  give  a low  phtha- 
lein test  and  a high  blood  chemistry. 

Polycystic  diseases,  bilateral  renal  tumors, 
renal  tuberculosis,  renal  calculosis  and  marked 
bilateral  renal  infections  will  give  low  phtha- 
leins  and  high  blood  chemistries.  Cultures 
of  the  urine  will  determine  the  nature  of  the 
infection  so  that  the  original  focus  can  be 
traced.  Inoculation  of  urine  into  guinea  pigs 
will  determine  whether  or  not  urinary  tuber- 
culosis is  present. 

Cystoscopic  Examinations : This  part  of  the 
examination  is  another  link  in  the  chain  which 
tends  either  to  strengthen  or  to  weaken  the 
original  impression.  Careful  cystoscopic  ex- 
aminations should  be  made  endeavoring  to 
cause  as  little  pain  and  reaction  as  possible. 
If  necessary,  an  anesthetic  should  be  em- 
ployed so  that  the  confidence  of  the  patient 
can  be  obtained  and  a thorough  examination 
made.  We  employ  a local  injection  of  novo- 
caine  in  the  urethra,  caudal  or  intravenous  an- 
esthesia, and  sometimes  gas  and  oxygen.  The 
presence  or  absence  of  any  bulging  at  the  ves- 
ical orifice,  the  condition  of  the  ureteral  ori- 
fices, their  number  and  position  are  all  im- 
portant factors.  Bladder  tumors,  stones, 
diverticula,  trabeculations,  and  ulcerations 
are  sought  for.  The  ejection  of  urine  should 
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be  observed  before  a catheter  is  introduced. 
Number  six  or  seven  catheters,  carrying  a 
wax  bulb  are  used  to  determine  strictures  or 
stones.  Urine  is  collected  from  each  kidney 
to  determine  the  presence  of  pus  or  blood. 
Urine  collected  in  this  manner  is  injected  into 
guinea  pigs  for  determining  the  presence  of 
tuberculosis  whenever  necessary.  Some  urine 
is  also  cultured  for  organisms.  In  this  man- 
ner one  can  readily  determine  whether  there 
is  an  infection  present,  whether  the  infection 
is  unilateral  or  bilateral,  whether  tuberculo- 
sis is  present,  and  also  whether  a stone  is 
present  as  determined  by  a scratch  on  the  wax. 
The  presence  of  pus  in  the  urine  without 
organisms  as  stained  by  ordinary  methylene 
blue  dyes,  is  suggestive  of  tuberculosis  or 
gonorrhea.  The  presence  of  staphylococcus 
aureus  or  albus  as  cultured  from  the  urine  in 
the  absence  of  pus  is  suggestive  of  a peri- 
nephritic  abscess.  The  presence  of  a scratch 
on  the  wax  if  we  can  be  certain  that  it  was 
not  caused  by  the  instrument,  is  significant 
of  a stone  in  the  ureter.  An  obstruction  en- 
countered with  a small  wax  bulb  may  be 
either  an  inflammatory  or  tuberculous  strict- 
ure, or  a ureteral  calculus. 

Relative  phthaleins  at  this  time  will  deter- 
mine the  function  of  each  kidney,  giving  the 
information  as  to  whether  there  is  any  uni- 
lateral or  bilateral  diseases. 

Water  injected  into  each  kidney  will  de- 
termine the  relative  capacity  of  the  kidney 
pelvis  and  will  determine  whether  a dilated 
pelvis,  calyx,  or  ureter  is  present. 

Up  to  this  point  infections  of  the  kidneys, 
ureteral  calculi,  strictures,  hydronephrosis, 
tuberculous  lesions,  or  the  possibility  of  peri- 
nephritic  infections  can  be  determined. 

The  next  procedure  is  the  employment  of 
the  x-ray,  which  will  either  confirm  or  dis- 
prove the  above  diagnoses.  Plain  roent- 
genograms of  the  urinary  tract  taken  at  this 
time  reveal  the  outline,  size  and  position  of 
the  kidneys.  From  this,  one  may  determine 
the  possibility  of  some  of  the  anomalies  of 
the  kidneys  as  horseshoe  kidneys,  congenital 


absence  of  a kidney,  ptosed  kidneys,  and  the 
possibility  of  a diseased  kidney. 

The  visibility  of  the  psoas  muscle  is  im- 
portant as  in  perinephritis,  where  the  muscle 
becomes  obliterated.  The  curvature  of  the 
spine  should  be  observed,  as  infections  of  the 
kidney  will  cause  a concavity  of  the  spine  on 
the  side  of  the  disease.  The  presence  or  ab- 
sence of  renal  or  ureteral  shadows  which  may 
or  may  not  be  calculi  will  be  observed.  The 
condition  of  the  vertebra  and  pelvic  bones 
should  be  carefully  investigated  to  determine 
the  possibility  of  metastasis  in  either  or  the 
presence  of  Paget’s  disease.  It  is  very  diffi- 
cult at  times  to  decide,  as  both  show  peculiar 
mottling  of  the  bones,  the  Paget’s  being  more 
diffuse.  Should  a suspicious  lesion  be  present 
in  a prostate,  then  a mottling  effect  or  bone 
absorption  appearance  of  the  pelvic  or  lum- 
bar vertebra  may  present  itself  and  one  may 
conclude  that  a malignancy  is  present.  If  any 
suspicious  shadows  are  present  suggestive  of 
calculi,  then  stereoscopic  plates  will  deter- 
mine whether  the  shadows  are  in  or  out  of 
the  urinary  tract,  determining  definitely 
whether  we  are  dealing  with  calculi,  calcified 
glands,  phleboliths,  or  even  tuberculous  cal- 
cification of  the  kidneys. 

Again,  at  this  time  the  verification  of  the 
lesions  can  be  determined  by  now  injecting 
an  opaque  solution  into  the  kidneys  and 
studying  the  outline  of  the  pelves,  calyces, 
and  ureters.  This  will  be  the  final  test.  If 
an  anomaly  such  as  a double  kidney  with  in- 
complete reduplication  of  the  ureters  are 
present,  this  examination  will  demonstrate  it. 
A hydronephrosis  and  hydroureter  will  be 
outlined.  An  irregular  outline  of  the  pelves 
and  calyces  will  suggest  that  there  is  an  in- 
fection in  the  kidney.  If  the  outline  of  the 
pelvis,  calyces  and  ureter  are  irregular  and 
have  a mottling  or  moth-eaten  appearance, 
then  renal  tuberculosis  is  suspected.  If  there 
is  an  incomplete  filling  in  the  calyces  due  to 
a shadow  that  existed  in  the  region  of  the 
pelvis,  then  a stone  in  the  pelvis  of  the  kidney 
is  diagnosed.  An  incomplete  filling  of  the 
pelvis  with  a filling  in  the  calyces  is  definitely 
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suggestive  of  an  interpelvic  tumor.  An  in- 
complete filling  of  the  pelvis  or  calyces  or 
both  or  an  obliteration  or  thinning  out  of  a 
calyx  is  suggestive  of  renal  neoplasm.  The 
presence  of  a normal  sized  pelvis,  but  a 
lengthening  of  it  with  a lengthening  of  the 
calyces  occurring  on  both  sides  should  cause 
one  to  be  suspicious  of  a bilateral  polycystic 
kidney  condition,  or  bilateral  renal  tumors. 
The  distortion  of  the  ureter  medially  or  to 
the  outside  will  be  caused  by  an  extra  renal 
mass,  such  as  a perinephritic  abscess,  or  retro- 
peritoneal tumors.  The  gradual  tapering  of 
the  pelvis  to  the  ureter  is  normal.  When  there 
is  a rounding  out  of  the  pelvis  and  an  ap- 
pearance of  a sudden  exit  of  the  ureter  it  is 
always  suggestive  of  an  aberrant  renal  vessel 
crossing  the  ureter.  The  unusual  position  of 
some  of  the  dye  will  be  seen  in  injuries  to 
the  kidney. 

The  presence  of  a fine  streak  of  dye  going 
from  the  pelvis  of  the  kidney  toward  the 
vertebral  column  is  suggestive  of  pyelo- 
lymphatic  backflow  as  is  seen  when  the  solu- 
tion passes  up  the  lymphatic  ducts. 

Ureteropyelograms  should  be  made  both 
in  the  horizontal  and  erect  postures.  If  a 
kidney  is  ptosed,  it  will  be  seen  best  when 
the  patient  is  in  the  erect  posture.  A deter- 
mination of  the  amount  of  drop  should  be 
made.  From  this,  one  can  determine  whether 
there  is  sufficient  ptosis  of  the  kidney  to  ac- 
count for  the  symptoms.  This  is  an  import- 
ant part  of  the  examination,  because  if  there 
is  a congenital  ptosis,  there  is  no  kinking  of 
the  ureter,  while  in  the  acquired  there  will 
be.  A congenital  ptosed  kidney  cannot  be 
improved  upon  should  operation  be  contem- 
plated. Ten  minute  retention  plates  should 
now  be  taken  in  the  upright  position.  If  a kid- 
ney is  emptying  itself  properly  there  will  be 
no  residual  urine.  Any  question  as  to  the 
diagnosis  of  any  of  the  above  conditions 
should  be  verified  by  intravenous  uretero- 
pyelograms or  repeated  examinations  by  the 
retrograde  methods. 

As  soon  as  one  has  decided  definitely  upon 
the  diagnosis,  should  it  be  a malignancy, 


roentgenograms  of  the  chest,  pelvic  bones, 
and  vertebra  should  be  made,  as  malignan- 
cies of  the  prostate  and  kidney  metastasize  to 
the  lungs  and  bones.  This  is  important  be- 
cause surgical  procedures  should  not  be  con- 
templated in  the  presence  of  metastasis. 

The  symptoms  of  all  the  lesions  mentioned 
as  well  as  the  diagnoses,  are  the  same  in  chil- 
dren as  in  adults,  the  same  in  females  as  in 
males.  There  is  no  more  difficulty  in  exam- 
ining children  than  there  is  in  examining 
adults. 

Conclusions:  1 . An  early  urologic  investi- 
gation into  all  patients  who  have  groups  of 
symptoms  mentioned  in  this  paper  will  save 
time  and  embarrassment  to  the  physician,  as 
well  as  expense  to  the  patient. 

2.  Patients  with  unusual  types  of  pain  in 
whom  a definite  diagnosis  cannot  be  made, 
deserve  a urological  examination. 

3.  Patients  who  have  had  thorough  in- 
vestigations of  other  systems  with  no  definite 
conclusion,  should  have  a urologic  investiga- 
tion. 

4.  Patients  who  have  been  operated  upon 
without  relief  should  have  urologic  investiga- 
tions. 

5.  Cases  without  urological  symptoms  do 
not  signify  absence  of  urological  conditions. 


CALCIUM  AND  IODINE 

“Iodine  is  a valuable  food  constituent  found  in 
all  sea  food.  Iodine  is  needed  in  the  human  body, 
and  its  deficiency  is  a dominant  cause  of  endemic 
or  simple  nutritional  goiter,  although  other  factors 
may  be  involved  in  thyroid  disorders,”  writes  Doris 
McCray  for  the  March  Hygeia , in  an  article  dis- 
cussing acceptance  of  fish  as  food  by  the  American 
Medical  Association’s  Committee  on  Foods. 

Fish  is  similar  to  meat  in  composition.  It  con- 
tains protein  of  excellent  quality  and  may  complete- 
ly replace  meat  in  the  diet.  Many  fish  contain  a 
high  percentage  of  fat,  which  is  burned  in  the  body 
to  supply  heat  and  energy. 

Fish  contains  calcium,  the  same  mineral  for 
which  milk  is  particularly  valued,  but  in  a much 
smaller  quantity  than  is  found  in  milk. 
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BACKACHE* 


B\  Randolph  L.  Anderson,  M.  1).,  B.  S.,  F.  A.  C.  S. 
Charleston , I Vest  Virginia 


Or.  Chairman,  members  of  the  Kanawha 
Medical  Society,  I realize  fully  my  lim- 
itations in  presenting  to  you  a subject  so  po- 
tentially complex  and  so  full  of  ramifications. 
I fear  that  my  discourse  will  help  you  but 
little.  However,  the  subject  is  one  that  each 
of  us  must  consider  either  as  a doctor  or  as  a 
victim  himself.  As  someone  well  said,  few  if 
any  of  us  become  adults  without  having  a 
headache,  a stomach  ache  and  a backache. 

I am  confining  myself  this  evening  to  a 
consideration  of  backache  in  the  lower  back, 
chiefly  from  the  standpoint  of  an  orthopedist. 

We  have  patients  who  come  in  with  the 
chief  complaint  as  backache  of  the  low  back 
type. 

The  usual  procedure  is  to  take  the  history 
first.  The  first  question  is:  How  long  have 
you  had  the  pain:  Thus  we  find  out  whether 
this  is  an  acute  or  chronic  condition.  How 
did  the  pain  begin:  We  find  out  whether  the 
pain  came  on  as  a result  of  an  injury  or  sup- 
posed injury  and  we  attempt  to  evaluate  the 
significance  of  the  injury  as  a cause  of  the 
pain  especially  in  industrial  accident  cases. 
We  find  out  the  character  and  severity  of  the 
trauma.  The  time  interval  that  elapses  be- 
tween the  injury  and  the  pain  must  be  deter- 
mined accurately  since  most  cases  of  trauma 
give  immediate  pain.  What  is  the  type  of  pain 
and  how  severe  is  it:  We  discover  whether 
the  pain  is  aching  and  dull  in  character  or 
whether  it  is  sharp  and  severe.  The  sharp, 
severe  pain  coming  on  suddenly  is  more  apt 
to  be  due  to  an  injury,  especially  if  it  is  con- 
stant and  requires  medication  for  relief.  What 
is  the  location  of  the  pain:  We  endeavor  to 
determine  here  whether  the  pain  is  over  the 

*Read  before  the  Kanawha  Medical  Society  at  Charleston  on 
October  9.  1934. 


middle  of  the  back  or  to  the  side.  Also, 
the  question  of  the  radiation  of  the  pain  is 
important.  We  want  to  know  whether  the 
pain  is  present  only  in  the  lower  back  or 
whether  it  radiates  around  to  the  abdomen. 
If  it  radiates  down  the  leg,  does  it  radiate 
down  the  front  or  the  back  of  the  leg.  The 
question  of  previous  attacks  of  backache  must 
also  be  considered. 

The  general  health  of  the  patient  now 
comes  into  review.  First,  how  has  the  patient 
been  feeling  generally  since  the  backache  be- 
gan? If  the  pain  is  a chronic  one,  we  want 
to  know  howr  much  if  any  weight  has  been 
lost.  In  a female,  the  question  of  previous 
operations  or  disorders  of  the  breast  or  pelvis 
must  be  determined.  In  the  male,  the  ques- 
tion of  previous  stomach  or  prostate  trouble 
is  of  interest  especially. 

Of  course,  local  infections  and  their  ob- 
vious sources  must  be  asked  about.  Regard- 
less of  whether  or  not  the  relationship  is 
direct,  we  should  know  any  possible  relation- 
ship between  attacks  of  sinusitis,  tonsillitis, 
dental  caries  or  abscesses,  digestive  disturb- 
ances or  genitourinary  trouble  to  the  pain  in 
the  back.  Also,  I like  to  know  if  there  has 
been  any  foot  trouble  since  this  may  give 
rise  to  a backache. 

The  background  of  the  patient  is  obviously 
important.  If  the  person  is  presenting  him- 
self because  of  an  industrial  accident  or  be- 
cause of  some  contemplated  litigation,  his  re- 
action may  be  quite  different  from  that  of  a 
person  who  slips  in  the  bath  tub  at  home  and 
hurts  his  back. 

By  this  time,  we  have  gotten  at  least  one 
or  more  leads  to  follow  in  our  physical  ex- 
amination. I might  add  here  that  Dr.  Smith- 
Peterson  of  Boston,  has  done  more  than  any- 
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one  I know  to  show  us  the  proper  routine  in 
this  examination.  In  my  opinion,  no  adequate 
examination  can  be  made  unless  the  patient 
is  stripped  if  a male  and  wearing  an  apron 
designed  by  us  similar  to  the  present  day 
bathing  outfits  if  a female.  The  patient 
stands  with  his  back  to  the  examiner.  Is  he 
of  the  heavy  type  or  the  thin  type?  Is  there 
any  lateral  curvature  or  list  of  the  spine?  Is 
the  pelvis  level?  What  is  the  position  of  the 
feet?  Is  the  weight  bearing  normal? 

Then  we  look  at  him  from  the  side  view. 
What  is  his  posture  with  special  reference  to 
the  protuberance  or  not,  of  the  abdomen  and 
is  the  lumbar  curve  normal  or  increased? 

Then  the  motions  of  the  back  in  standing 
are  determined.  How  far  can  he  bend  for- 
ward, how  far  backward  and  how  far  side- 
ways or  laterally?  Normal  flexion  forward 
with  the  knees  straight  is  about  90  degrees, 
backward  about  45  degrees  and  sideways 
about  40  degrees.  Any  considerable  variation 
from  this  should  be  noted. 

Then  he  walks  and  we  note  the  gait  care- 
fully. Is  the  back  held  stiffly  and  protected 
or  is  it  relaxed  normally?  Are  the  lower  ex- 
tremities apparently  normal? 

Next  we  palpate  the  spine  and  pelvis  care- 
fully for  tender  points.  Tenderness  in  the 
middle  of  the  spine  is  found  with  trouble  in 
the  vertebra  themselves,  if  it  is  further  later- 
ally it  is  apt  to  be  a muscular  affair.  It  may 
be  in  one  or  the  other  of  the  sacroiliac  joints. 
Also  we  determine  the  question  of  tenderness 
along  the  sciatic  nerve  especially  high  up  in 
the  leg. 

Then  the  patient  sits  on  a chair  and  we 
note  the  ease  or  difficulty  with  which  he  sits. 
Then  we  have  him  bend  forward  and  see 
whether  he  bends  forward  more  readily  when 
sitting  at  which  time  all  hamstring  spasm  is 
eliminated. 

Next  he  lies  down.  Does  the  lumbar  curve 
flatten  out?  In  the  event  of  marked  spasm 
in  the  lumbosacral  spine,  the  curve  persists 
even  on  lying  down. 

Then  we  have  him  flex  the  thigh  keeping 
the  knee  straight,  called  straight  leg  raising. 


This  is  done  first  with  one  leg  and  then  the 
other.  Normally  the  leg  can  be  flexed  to  an 
angle  of  75  degrees  with  the  table  without 
pain.  Any  limitation  of  this  motion  is  caused 
by  spasm  of  the  hamstring  muscles.  Then 
both  knees  are  flexed  and  the  thighs  are 
flexed  on  the  abdomen.  If  carried  to  the  ex- 
treme this  results  in  flexion  of  the  lumbar 
spine  and  in  affections  here  it  is  painful.  The 
lower  extremities  are  measured  as  to  length 
and  circumference.  All  joints  of  the  lower 
extremity  are  tested  as  to  range  of  motion. 
The  general  examination  beginning  with  the 
eyes,  chest,  abdomen  is  carried  out.  Note  is 
made  of  fecal  retention  in  the  lower  bowel 
especially.  Reflexes  and  sensation  in  the 
lower  extremities  are  tested. 

The  patient  is  turned  on  the  side  and 
lateral  compression  made  over  the  iliac  crests 
eliciting  tenderness  especially  in  cases  of  sacro- 
iliac strain. 

The  patient  is  next  turned  on  his  abdomen. 
With  his  hands  clasped  behind  him  we  see 
how  much  he  can  bend  backwards,  in  other 
words  how  much  hyperextension  he  has.  We 
see  whether  any  muscle  spasm  is  present  es- 
pecially in  the  musculature  alongside  of  the 
spinal  column.  If  a lateral  curve  has  been 
present  on  standing,  we  see  whether  it  has 
now  disappeared. 

It  may  be  well  to  add  that  frequently  a 
rectal  examination  gives  us  considerable  in- 
formation as  tenderness  in  the  anterior  sacro- 
iliac ligaments  may  be  elicited,  a painful 
coccyx  may  be  palpated  and  an  enlarged 
prostate  felt. 

Let  us  say  that  after  a careful  physical  ex- 
amination we  are  not  yet  satisfied  as  to  our 
ability  to  diagnose  the  case.  If  it  is  a lumbar 
spine  case,  let  us  get  both  anteroposterior  and 
lateral  x-rays  of  the  spine.  If  it  is  lower 
down  in  the  lumbosacral  or  sacroiliac  joints, 
let  us  ask  for  stereoscopic  plates.  X-ray  pict- 
ures of  this  region  are  notoriously  difficult  to 
interpret.  A skilled  roentgenologist  must  be 
depended  upon  here. 

In  some  instances  our  case  is  still  vague. 
The  urine  examination  may  be  helpful  es- 
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pecially  in  elimination  of  a questionable  case 
of  pyelitis.  The  lumbar  puncture  may  help 
especially  if  a cord  tumor  or  syphilis  is  sus- 
pected. A blood  Wassermann  is  also  essen- 
tial in  doubtful  cases. 

We  have  taken  our  history,  made  a phy- 
sical examination,  had  our  x-ray  and  had  lab- 
oratory work  done.  What  is  the  diagnosis? 

First,  we  must  decide  whether  the  pain  in 
the  lower  back  is  a referred  one  from  some 
other  organ  or  region  and  therefore  symp- 
tomatic or  whether  it  is  a local  one  due  to 
trouble  in  or  about  the  spine  itself. 

First,  let  us  consider  so-called  symptomatic 
low  backache  and  its  causes.  The  gastro- 
intestinal tract  may  cause  pain  from  an  over- 
loaded colon  not  only  from  its  own  weight 
but  also  by  causing  referred  pain  along  the 
upper  two  lumbar  nerves.  The  urinary  sys- 
tem may  be  at  fault  occasionally  as  in  various 
renal  disturbances  such  as  pyelitis  which  gives 
pain  along  the  twelfth  dorsal  nerve.  Baker 
states  that  28  per  cent  of  cases  of  prostatitis 
and  spermatocystitis  have  low  back  pain. 

The  relationship  of  low  back  pain  to  pelvic 
disorders  in  women  has  been  much  disputed. 
This  has  special  reference  to  retroversion  of 
the  uterus.  The  concensus  of  opinion  at  pres- 
ent is  that  there  is  little  if  any  relationship  be- 
tween retroversion  and  low  back  pain.  At 
times  however,  after  a suspension  of  the 
uterus  and  repair  of  the  markedly  relaxed 
pelvic  floor,  the  patients  obtain  marked  re- 
lief. In  these  instances,  the  correction  of  the 
pelvic  ptosis,  with  automatic  correction,  in 
part  at  least,  of  the  associated  visceroptosis 
was  considered  the  most  important  factor  in 
giving  relief.  I quote  here  from  a study  of 
525  cases  of  back  strain  by  Miltner  and  Low- 
endorf.  Anatomically  of  course,  the  uterus 
receives  its  innervation  from  the  pelvic  plexus 
the  ovarian  plexus  and  a few  filaments  from 
the  sacral  nerves.  So  there  is  no  logical  reason 
to  expect  transmission  of  pain  from  it  to  the 
lower  lumbar  and  sacroiliac  region.  Natur- 
ally the  mechanical  strain  caused  by  preg- 
nancy is  a different  thing  altogether. 

The  nervous  system  must  be  eliminated. 


Cord  tumors  or  tumors  of  the  cauda  equina 
must  be  ruled  out.  Meningitis  due  to  various 
causes  must  be  considered.  A neuritis  which 
is  primary  must  be  considered.  Here  it  must 
be  said  that  a neuritis  of  the  sciatic  nerve,  for 
example,  is  considered  to  be  rarely  a primary 
lesion  of  the  nerve  itself,  but  in  an  over- 
whelming percentage  of  cases  it  is  due  to 
secondary  irritation  of  the  nerve  from  some 
adjacent  joint  involvement  such  as  sacroiliac 
or  lumbosacral  strain  or  disease.  Tabes  dor- 
salis is  at  times  a source  of  backache  also. 

A foot  strain  may  cause  backache,  especial- 
ly one  in  which  the  tendo  achillis  is  involved. 
Inequality  of  length  of  extremities  may  be  a 
cause. 

Now  we  have  come  to  a consideration  of 
the  local  causes  of  low  back  pain,  that  is, 
causes  found  in  the  spinal  column  itself. 

Let  us  consider  briefly  disease  as  a cause. 
Tuberculosis  may  be  mentioned  first  because 
it  is  relatively  frequent,  especially  in  chil- 
dren, and  may  be  diagnosed  by  the  x-ray 
plates.  In  doubtful  cases,  we  should  not  wait 
for  clinical  deformity  to  x-ray  these  cases  be- 
cause the  diagnosis  should  be  suspected  from 
the  history  and  the  presence  of  marked 
muscle  spasm  in  a child  who  has  not  had  a 
history  of  injury.  Syphilis  is  to  be  considered 
and  decided  upon  by  x-ray  and  blood  exam- 
ination. In  children,  epiphysitis  must  be  con- 
sidered. Rarely  also  we  find  a pyogenic  in- 
fection, i.e.,  a true  osteomyelitis  of  the  spine. 
Occasionally  after  typhoid  fever  there  is  a 
destructive  lesion  of  the  spine.  Tumors  of 
the  vertebra  themselves  or  of  the  interver- 
tebral disks  occur.  These  latter  unfortunates 
have  severe  pain  out  of  all  proportion  to  the 
x-ray  findings  and  are  not  relieved  by  im- 
mobilization ; also  we  find  metastases  to  the 
spine  from  the  breast  and  prostate  partic- 
ularly. 

We  come  to  arthritis.  I will  not  go  into  a 
discussion  here  as  to  the  etiology  of  arthritis. 
There  is  the  atrophic  or  infectious  type.  Fre- 
quently we  never  find  the  source  of  infection. 
At  times  arthritis  of  the  spine,  called  spondy- 
litis, is  of  gonorrheal  origin.  Often  there  is 
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associated  an  arthritis  elsewhere  in  the  body 
particularly  of  the  shoulder  and  of  the  hips. 
Extreme  pain  and  muscle  spasm  and  early 
flexion  deformity  occur.  Early  x-rays  fre- 
quently show  little  or  nothing. 

The  other  type  is  the  hypertrophic.  It 
must  be  admitted  here  that  a majority  of 
people  over  50  years  of  age  show  hyper- 
trophic changes  in  x-ray  pictures.  Garvin,  in 
a study  of  2090  patients  over  50  years  of  age 
who  without  complaint  of  symptoms  in  the 
back,  but  because  of  suspected  urinary  dis- 
orders were  x-rayed,  found  that  hypertrophic 
arthritis  was  present  in  40  per  cent  of  the 
women  and  67  per  cent  of  the  men.  X-rays 
and  clinical  findings  together  must  be  care- 
fully evaluated  in  these  cases. 

Miltner  and  Lowendorf  reviewed  the 
records  of  2050  cases  of  low  back  pain  at  the 
University  of  Iowa  Hospital  and  found  arth- 
ritis present  in  1350  cases,  sacroiliac  and 
lumbosacral  strain  in  525  cases,  muscle  strain 
in  100  cases. 

However,  at  times  it  is  exceedingly  diffi- 
cult to  differentiate  arthritis  from  strain.  It 
may  be  necessary  to  study  the  patient  over  a 
period  of  months  before  this  can  be  done  posi- 
tively. 

Lasher  analyzed  200  cases  of  back  injury 
and  found  that  almost  always  the  onset  of 
pain  was  directly  after  the  injury.  In  indust- 
rial cases  particularly,  the  severity  of  the 
trauma  must  be  considered.  Ghormley  con- 
siders that  most  cases  of  so-called  strain  orig- 
inate in  early  arthritis  of  traumatic  origin. 

Acute  strains  show  usually  four  cardinal 
signs: 

( 1 ) Localized  tenderness,  present  either 
over  the  sacroiliac  joint,  over  the  lumbo- 
sacral spine  or  at  the  muscle  attachments  to 
the  ilium ; ( 2 ) spontaneous  pain  in  the  direc- 
tions in  which  the  strain  was  produced,  in 
other  words  if  forced  flexion  caused  the  orig- 
inal injury,  then  flexion  at  the  time  of  exam- 
ination will  cause  pain;  (3)  relief  from  posi- 
tion of  rest — recumberency  often  relieves  a 
strain;  (4)  acute  strain  will  respond  to  im- 


mobilization as  with  adhesive  plaster  or  with 
plaster  of  Paris. 

I shall  not  attempt  to  differentiate  care- 
fully here  between  the  various  types  of  low 
back  strain  such  as  sacroiliac  or  lumbosacral 
joint  strains,  or  a strain  of  the  erector  spina: 
group  of  back  muscles.  The  most  important 
thing  is  to  determine  whether  or  not  a strain 
is  present.  If  further  differentiation  can  be 
made,  so  much  the  better  of  course. 

It  might  be  mentioned,  however,  that  in 
sacroiliac  strain  the  hamstring  spasm  is  always 
present  resulting  in  limitation  of  forward 
bending  while  the  patient  is  standing  and  also 
resulting  in  limitation  of  straight  leg  raising 
on  the  affected  side  when  the  patient  is  lying 
on  his  back. 

In  sacroiliac  trouble  also,  the  patient  can 
bend  forward  well  when- he  is  in  the  sitting 
position  since  the  hamstring  spasm  is  relieved 
in  this  position. 

In  lumbosacral  strain,  flexion  of  the  lum- 
bar spine  on  lying  down  is  particularly  re- 
stricted. 

The  x-ray  examination  often  does  not  help 
especially  in  differentiating  between  a strain 
and  arthritis.  In  the  case  of  infectious  or 
atrophic  arthritis  and  in  the  case  of  a strain, 
the  x-ray  is  negative. 

Also,  a patient  may  show  hypertrophic 
arthritis  changes  in  the  spine  which  have  pre- 
viously been  symptomless  and  have  an  acute 
strain  on  top  of  these  changes.  It  is  not  fair, 
of  course,  to  say  that  the  injury  caused  hyper- 
trophic changes  all  along  the  spine  on  the  one 
hand,  but  neither  is  it  fair  to  say  that  the  man 
who  shows  hypertrophic  changes  has  not  sus- 
tained an  injury.  A careful  history  of  the  on- 
set of  the  pain,  careful  search  for  the  cardinal 
signs  of  a strain  and  prolonged  observation 
often  will  tell  us  the  story. 

In  addition  to  the  acute  strains,  we  see  the 
chronic  strains  resulting  from  poor  body 
mechanics.  For  instance  we  see  the  tall,  thin 
type  of  individual  who  develops  a chronic 
back  strain  from  lifting  and  working  in  a 
stooped  position.  I le  is  doing  a type  of  work 
which  should  be  done  by  a short,  heavy  per- 
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son.  Some  industries  are  loath  to  employ 
the  tall,  thin  type  now  to  do  heavy  lifting 
and  it  is  a step  in  the  right  direction.  Also, 
it  has  been  suggested  by  Philip  Wilson  that 
workmen  to  be  engaged  in  hard  labor  have 
their  spines  x-rayed  before  they  are  em- 
ployed, in  an  attempt  to  rule  out  those  who 
already  have  arthritic  changes  in  whom  a 
strain  could  be  easily  developed. 

Again  there  is  the  heavy  woman  with  the 
protuberant  abdomen  with  an  increased  lum- 
bar lordosis  who  is  becoming  more  and  more 
flabby  and  gaining  in  weight  steadily,  who 
develops  a chronic  strain  due  to  her  poor  post- 
ure. 

Then  we  have  lateral  curvature  of  the 
spine  as  a cause  of  backache. 

What  if  an  x-ray  is  taken  of  a patient  show- 
ing congenital  anomalies  of  the  lumbar  spine 
and  pelvis?  I'he  possible  anomalies  are  nu- 
merous. O’Reilly  found  33  anomalies  in  100 
x-rays  of  this  region.  Cases  in  which  the 
transverse  process  of  the  fifth  lumbar  is  united 
to  the  ilium  or  to  the  sacrum  are  the  most 
common.  It  is  agreed  by  most  authorities 
that  a congenital  anomaly  may  predispose  to 
back  strain  and  thus  this  is  another  argument 
in  favor  of  x-rays  of  new  employees  expected 
to  do  heavy  labor.  However,  Bohart  found 
in  a study  of  1000  symptomless  spines  that 
there  was  44  per  cent  of  anatomic  variation 
in  the  x-rays.  He  states  that  he  could  not 
hnd  any  increased  tendency  to  injury  in  these 
cases. 

Often,  as  in  a slate  fall,  it  is  so  obvious  that 
the  patient  has  a severe  spinal  injury  that  the 
back  is  x-rayed  as  a matter  of  course.  The 
diagnosis  of  fracture  is  thus  made.  However, 
we  must  remember  that  a fracture  can  occur 
without  apparently  a severe  trauma  especially 
if  the  back  is  bent  forward  in  an  extreme  posi- 
tion. Also  a fall  from  a height  of  only  ten  or 
twelve  feet  with  the  man  landing  squarely  on 
his  feet  may  result  in  a compression  fracture. 
So  we  must  be  eternally  vigilant  not  to  miss  a 
fracture  of  the  spine.  Let  us  not  forget  that 
only  one-third  of  patients  who  have  a fract- 
ure of  the  spine  have  any  cord  symptoms  and 


thus  they  are  usually  not  present  nor  neces- 
sary to  make  a diagnosis  of  fracture. 

It  might  be  well  to  mention  briefly  the 
question  of  malingering  in  low  back  cases. 
We  all  know  what  was  commonly  called  the 
“railroad  spine.” 

Unquestionably  there  are  cases  in  which 
we  are  morally  certain  that  the  person  is  try- 
ing to  fake  symptoms,  especially  when  com- 
pensation or  liability  is  involved.  We  must 
make  every  effort  to  differentiate  between 
out  and  out  malingering  and  exaggeration  of 
symptoms.  At  times  it  is  almost  impossible 
to  do.  I feel  that  our  best  chance  is  through 
repeated  observations  over  a period  of  a week 
or  more  because  often  the  patients  forget  de- 
tails of  their  simulated  signs  and  may  take  on 
different  signs  from  day  to  day.  It  may  be 
interesting  to  note  that  Herndon,  in  analyz- 
ing 941  back  cases  found  a neurosis  in  one  per 
cent  and  malingering  in  four  per  cent.  Milt- 
ner  and  Lowendorf  found  in  a study  of  525 
cases,  a psychoneurosis  in  1.5  per  cent  of  them. 

How  shall  we  treat  these  patients?  The 
first  step  is  to  determine  whether  the  back- 
ache is  symptomatic  or  whether  it  is  due  to 
local  causes  in  the  spine.  If  it  is  symptomatic 
and  due  to  gastrointestinal,  genitourinary  or 
other  causes,  1 refer  the  patient  to  the  man 
who  can  best  look  after  the  condition  causing 
the  backache. 

If  the  backache  is  due  to  a local  back  con- 
dition I attempt  to  prescribe  the  treatment 
appropriate  to  the  condition.  Time  does  not 
permit  me  to  go  into  the  detailed  treatment 
for  tuberculosis  of  the  spine,  epiphysitis,  os- 
teomyelitis of  the  spine,  lateral  curvature  and 
other  such  conditions. 

What  if  we  have  made  the  diagnosis  of  an 
acute  strain,  say  a combined  lesion  of  the 
lumbosacral  and  sacroiliac  joints?  The 
patient  is  put  to  bed  and  kept  absolutely  flat 
in  bed  without  the  privilege  of  getting  up  for 
meals  or  for  the  toilet.  Boards  about  eight 
or  1 0 inches  wide  are  procured  which  are 
placed  crossways  of  the  bed  between  the 
springs  and  the  mattress.  Some  form  of  local 
heat  to  the  back,  preferably  infra-red,  is  ap- 
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plied  to  the  back  for  20  to  30  minute  periods 
at  least  four  times  a day.  Very  often  the 
patient  is  more  comfortable  with  a pillow  be- 
neath the  lumbar  spine  and  one  underneath 
the  knees.  Aspirin  and  codeine,  separately  or 
together  are  prescribed  according  to  the  pain 
present.  The  bowels  are  kept  reasonably  well 
open  and  if  in  doubt,  an  enema  is  given  every 
other  day. 

How  long  should  the  patient  be  kept  flat? 
I keep  him  in  bed  until  all  muscle  spasm  is 
gone  and  practically  all  of  the  tenderness. 
This  usually  takes  from  seven  to  10  days. 
He  is  then  allowed  to  get  up.  Usually  a back 
strapping  applied  tightly  in  several  layers 
running  from  the  trochanter  of  the  femur  be- 
low up  to  the  iliac  crests  if  a sacroiliac  strain 
and  extending  several  inches  higher  for  a 
combined  lumbrosacral  strain  suffices. 

Frequently  the  adhesive  strapping  is  re- 
placed by  a sacroiliac  belt.  Occasionally  it  is 
necessary  to  apply  a removable  plaster  jacket. 
With  either  a belt  or  a plaster  jacket,  baking 
can  be  continued  after  the  patient  is  up  and 
about. 

If  the  patient  has  bad  posture,  I give  him 
posture  exercises  after  he  is  up  and  about  in 
an  effort  to  prevent  future  strain. 

How  long  does  this  strain  persist?  It 
takes  on  the  average  of  three  to  four  weeks 
before  the  patient  is  able  to  return  to  work. 
When  he  does  return,  he  should  go  back  to 
heavy  labor  gradually  and  usually  should  not 
do  the  heaviest  kind  of  work  under  eight 
weeks.  A similar  procedure  is  adopted  in 
muscle  strains  of  the  lower  back. 

If  the  patient  with  the  back  strain  has  some 
defect  such  as  poor  teeth  or  bad  tonsils,  he  is 
informed  that  these  should  be  attended  to 
but  usually  this  is  not  advised  within  six  to 
eight  weeks  after  the  strain. 

Suppose  it  is  an  infectious  arthritis  of  the 
spine.  Then  I seek  the  services  of  an  intern- 
ist or  of  some  man  in  the  special  field  in 
which  a focus  of  infection  is  suspected.  At- 
tention must  be  paid  to  the  diet,  elimination 
and  other  general  measures. 

For  my  part,  I prescribe  rest,  heat,  mas- 


sage, graduated  exercises  for  the  back  and 
also  for  the  body  in  general  to  keep  the 
patient  from  becoming  flabby  and  I make 
every  effort  to  prevent  deformity  of  the 
spine.  How  often  we  see  people  bent  for- 
ward in  a deformed  position  and  kept  there 
for  life,  long  after  the  arthritis  has  died  out. 
I make  every  effort  particularly  to  encour- 
age deep  breathing  to  keep  the  lung  expan- 
sion from  being  decreased. 

The  treatment  of  hypertrophic  arthritis, 
which  is  usually  nothing  more  than  a chronic 
strain,  is  similar  to  that  of  treatment  of  a 
strain  although  it  is  usually  prolonged. 

A fracture  of  the  spine  with  compression 
should  be  treated  in  marked  hyperextension 
on  a hyperextension  frame  or  in  a plaster 
jacket  applied  in  that  position.  If  deformity 
is  not  corrected  considerable  permanent  dis- 
ability results. 

I realize  all  too  well  that  I have  not 
covered  all  the  ground.  Many  of  the  indiv- 
idual items  discussed  could  be  considered  by 
themselves  in  a paper. 

It  has  been  my  aim  to  show  you  the  man- 
ner in  which  an  orthopedist  attacks  these  cases 
of  backache  and  to  attempt  to  show  how  a 
systematic  routine  examination  together  with 
a careful  history  helped  by  x-ray  and  other 
data  can  lead  usually  to  a correct  diagnosis 
and  curative  treatment.  Backache  cannot  be 
considered  as  a casual  symptom.  It  takes  its 
place  with  headache  and  abdominal  pain  as  a 
common  symptom  deserving  the  most  careful 
consideration. 
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EXPERIENCES  IN  THE  SURGERY  OF  THE  LATERAL  SINUS 
AND  INTERNAL  JUGULAR  VEIN* 


By  M.  F.  McCarthy,  M.  D. 
Cincinnati,  Ohio 


rJpHE  experiences  one  has  in  handling 
thrombosis  of  the  lateral  sinus  and  the 
internal  jugular  vein  are  extremely  bizarre. 
They  differ  so  widely  from  the  experiences 
in  other  forms  of  ear,  nose  and  throat  sur- 
gery as  to  warrant  setting  them  down. 

As  one’s  experience  grows,  one  becomes  in- 
creasingly conscious  that  surgery  of  these 
parts  offers  a multiplicity  of  results  and  com- 
plications that  are  a part  of  the  complexity  of 
the  structures  themselves  with  which  one  is 
dealing.  One  no  sooner  becomes  accustomed 
to  one  group  of  experiences  when  other 
widely  different  types  of  phenomena  de- 
velop, at  times  so  swiftly  and  unexpectedly  as 
to  leave  the  surgeon  wondering  whether  after 
all  it  is  possible  to  classify  such  experiences. 
Some  of  these  are  discouraging  and  immense- 
ly distressing  j others  interesting,  illuminating 
and  satisfying.  The  commonplace  case  is 
rare. 

While  the  plan  under  which  these  cases 
are  to  be  presented  may  not  serve  any  other 
purpose,  it  will  at  least  allow  this  presenta- 
tion a semblance  of  order.  Selected  cases  are 
presented  individually,  being  used  to  bring 
out  some  of  the  general  points  under  discus- 
sion. 

Relative  Value  of  Diagnostic  Aids:  The 

*Road  before  the  Eye,  Ear.  Nose  and  Throat  Section  at  Hunt- 
ington on  May  14,  1934. 


Tobey-Queckenstedt  test,  with  one  exception 
when  positive  has  always  correctly  indicated 
sinus  thrombosis.  In  two  cases  of  the  twenty- 
four  where  it  was  used,  it  was  negative  when 
a lateral  sinus  was  thrombosed.  This  is  prob- 
ably to  be  explained  on  the  basis  of  mural 
thrombosis.  Hence,  the  Tobey-Queckenstedt 
test  must  not  be  taken  as  positively  indicative 
of  presence  or  absence  of  sinus  thrombosis. 

Blood  culture  is  an  extremely  valuable 
diagnostic  aid  but  must  not  be  relied  upon 
as  anything  other  than  an  aid.  A negative 
blood  culture  is  of  no  significance  unless  taken 
in  consideration  with  other  symptoms.  A posi- 
tive blood  culture  in  capable  hands  when 
dealing  with  suppurative  ear  disease  is  usual- 
ly significant  of  sinus  thrombosis.  Many 
organisms  do  not  show  up  culturally  for  over 
forty-eight  hours.  This  loss  of  time  is  a 
marked  handicap  to  its  usefulness  as  a diag- 
nostic aid. 

Chills  and  remittent  fever  occurred  in  all 
but  two  of  our  forty-three  cases  and  in  both 
of  the  internal  jugular  thrombosis  cases,  and 
continued  daily  with  three  exceptions.  In 
three  cases  of  lateral  sinus  thrombosis  the 
fever  and  chills  were  not  daily  after  the  first 
chill.  Two  of  them  had  chills  and  high  fever 
forty-eight  hours  after  the  establishment  of 
the  first  chill  and  the  third  seventy-two  hours 
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later.  All  then  began  a regular  series  of  daily 
remittent  temperatures  and  chills  thereafter. 

Other  symptoms  at  times  given,  such  as 
enlargement  of  glands  in  the  neck,  and  vari- 
ations in  the  retinal  circulation  upon  pressure 
are  of  trifling  significance.  Also  one  is  some- 
what late  if  relying  on  the  appearance  of 
metastatic  abscesses  or  pulmonary  infarction 
for  diagnosis  of  sinus  or  jugular  thrombosis, 
and  the  value  of  the  Schilling  count  is  as  yet 
not  established  in  this  type  of  infection. 

Serious  postoperative  hemorrhage  from 
the  opened  lateral  sinus,  other  than  that  oc- 
curring at  operation  or  when  removing  pack- 
ing, has  occurred  to  us  three  times.  One  little 
fellow  developed  an  acute  mania  following  a 
ligation  of  the  right  internal  jugular  vein. 
Special  nurses  were  assigned  to  him  but  while 
the  nurse  then  on  duty  was  in  the  hall  for  a 
few  moments,  the  child  tore  off  his  dressings 
and  removed  the  packing  from  the  lateral 
sinus  incision  and  was  found  dead  of  the  re- 
sultant hemorrhage.  This  suggests  the  ad- 
visability of  constant  observation  of  these 
cases  postoperatively.  The  other  two  cases 
were  much  less  serious  and  occurred  after  the 
first  packing  had  been  removed  from  the  sig- 
moid sinus  and  replaced  with  a much  less 
densely  placed  packing.  One  case  had  this 
occur  after  a violent  coughing  attack,  the 
other  after  sneezing  and  blowing  the  nose. 
This  suggests  the  advisability  of  restraining 
all  such  violent  respiratory  actions  during 
convalescence.  The  use  of  a tighter  pack  and 
codeine  to  quiet  any  tendency  to  violent  ex- 
piratory efforts  was  at  once  successful  and  no 
further  hemorrhage  occurred. 

Unusual  types  of  bacterial  infection  have 
been  encountered  twice.  The  most  unusual 
was  a case  of  tuberculous  sinus  thrombosis, 
the  condition  being  discovered  at  operation. 
The  patient’s  left  ear  had  discharged  for 
years  and  finally  rupture  had  occurred  in  the 
tip  area  with  marked  tenderness.  In  spite  of 
the  presence  of  pulmonary  tuberculosis  of 
moderate  extent,  and  the  presence  of  this 
tuberculous  ear,  it  was  determined  to  do  a 
radical  mastoid  operation  without  posterior 


closure,  so  that  the  temporal  bone  might  be 
exposed  to  the  sunlight.  At  operation  the 
lateral  sinus  was  found  thrombosed  and  filled 
with  pus  which  was  heavily  infected  with 
tubercle  bacilli.  There  was  a large  extradural 
abscess  extending  over  the  temporoparietal 
area  of  the  dura,  also  containing  tubercle 
bacilli  and  the  dura  was  thickly  studded  wfith 
gray-yellow  tubercles.  The  head  wounds 
were  not  closed,  but  were  exposed  frequently 
to  the  sunshine  and  the  patient  made  an  un- 
eventful recovery.  Incidentally,  at  no  time 
before  or  after  the  operation  did  the  tem- 
perature pass  a hundred.  The  other  unusual 
case  presented  a bacillary  type  of  infection 
which  could  not  be  identified  even  in  the 
laboratories  of  the  United  States  Public 
Health  Service.  The  organism  fell  into  the 
paratyphoid  group  but  was  unlike  any  organ- 
ism previously  identified. 

Central  Nervous  System  Phenomena:  In- 
ternal jugular  ligation  in  these  forty-three 
cases  was  with  one  exception,  not  attended  by 
any  unpleasant  objective  or  subjective  central 
nervous  symptoms.  This  exception  is  the 
little  boy  previously  mentioned  who  two  days 
after  ligation  became  acutely  maniacal.  This 
is  mentioned  although  the  ligation  may  have 
had  nothing  whatever  to  do  with  the  devel- 
opment of  this  condition.  Usually  for  six  or 
eight  hours  after  ligation  there  is  an  intense 
venous  congestion  of  the  temporal  bone  area, 
but  this  gradually  disappears  and  usually 
within  twelve  hours  is  imperceptible. 

Our  findings  suggest  that  the  spinal  fluid 
pressure  in  the  presence  of  lateral  sinus 
thrombosis  is  somewhat  increased.  It  is  mark- 
edly increased  in  about  15  per  cent;  almost 
sufficient  as  to  suggest  the  presence  of  a ser- 
ous meningitis.  The  cell  count  in  none  of 
these  cases  which  were  tapped  has  run  over 
10  per  c.m.m.,  usually  polymorphs,  and  have 
always  been  negative  culturally. 

Some  of  the  earlier  cases  were  not  tapped 
and  included  in  this  group  are  two  cases  of 
purulent  meningitis  which  were  present  at 
the  time  of  the  patient’s  first  operation. 

As  long  as  the  inner  and  lateral  walls  of 


-April,  1935 


The  West  Virginia  Medical  Journal 


173 


the  sinus  remain  intact,  there  seems  to  be 
small  danger  of  brain  abscess  or  leptomenin- 
gitis. This  suggests  the  advisability  of  taking 
surgical  measures  early  enough  to  guaran- 
tee the  integrity  of  these  walls  and  the  neces- 
sity of  this  should  be  held  constantly  in  mind. 
We  have  seen  meningitis  develop  in  our 
series  of  cases  only  when  these  sinus  walls 
became  involved  in  so  diffuse  and  profound 
coagulation  necrosis  as  to  involve  the  arach- 
noid and  pia.  If  there  was  left  a remnant  of 
tissue  with  circulation  in  it,  the  process  usual- 
ly was  halted.  We  have  seen  the  sinus  wall 
slough  away  down  to  an  unbelievably  thin 
layer  of  vital  blood  carrying  tissue,  which 
would  hold  out  and  finally  replace  the  lost 
tissue  substance  and  close  the  lateral  sinus 
sulcus.  This  is  seen  with  particular  ease  in 
the  superior  portion  of  the  jugular  bulb 
where  the  sulcus  in  the  occipital  bone  is  be- 
ginning to  attain  its  maximum  depth. 

Five  of  these  cases  before  death,  developed 
purulent  meningitis  and  in  every  case  there 
was  profound  and  persistent  sloughing  of  the 
lateral  sinus  walls.  Two  of  these  differed 
from  the  others  only  in  that  they  had  brain 
abscesses  which  ruptured  and  produced  the 
generalized  meningitis  from  which  they  died. 
A brief  analysis  of  these  cases  is  very  enlight- 
ening. 

Case  1:  M.  C.  Left  ear  has  had  foul  discharge 
for  years.  Chills  and  fever  have  been  present  for 
two  weeks. 

Note:  At  operation  the  jugular  bulb  and  the 
sigmoid  portion  of  the  lateral  sinus  were  found  to 
be  filled  with  foul  liquid  pus  containing  cholesteat- 
oma. 1 he  anterior,  lateral  and  internal  walls  of 
this  entire  venous  structure  were  completely  nec- 
rotic. This  lateral  sinus  could  be  made  to  bleed 
only  from  a point  quite  close  to  the  torcular. 

Death  from  ruptured  left  cerebellar  abscess  and 
cavernous  sinus  thrombosis  seven  days  after  first 
operation. 

Case  2:  M.  K.  Right  ear  has  been  discharging 
for  sixteen  years.  Two  chills  in  last  four  days. 

Note:  At  operation  cholesteatoma  was  found 
eroding  the  lateral  sinus  which  was  filled  through- 
out with  foul  green  pus.  Extensive  green  necrosis 
of  all  the  walls  of  the  jugular  bulb  and  sigmoid 
portions  of  the  sinus. 


Death  ten  days  after  first  operation  followed 
rupture  of  right  temporosphenoidal  lobe  brain  ab- 
scess which  had  been  partially  drained  by  one  of 
the  brain  surgeons. 

Case  3:  X.  Left  ear  draining  ten  weeks.  Chills 
and  fever  for  three  weeks  before  coming  to  hos- 
pital. 

Note:  At  operation  sigmoid  sinus  was  found 
completely  filled  with  foul  liquid  pus  with  com- 
plete gangrene  of  all  the  visible  lateral  sinus  struct- 
ure. 

Death  from  diffuse  leptomeningitis  two  and  one- 
half  weeks  after  operation. 

Case  4:  V.  M.  Parents  unable  to  say  how  long 
right  ear  has  been  discharging.  Four  days  ago 
without  previous  apparent  illness  began  having  pain 
in  the  right  ear.  Chill  and  high  temperature  yes- 
terday. 

Note:  Simple  mastoid  operation  reveals  exten- 
sive necrosis  and  liquid  pus  in  right  lateral  sinus. 

Death  from  purulent  meningitis  seventeen  days 
after  operation. 

Case  5:  J.  W.  B.  Left  ear  has  been  discharging 
for  twelve  years.  Chills  and  fever  for  five  days. 

Note:  Mastoid  operation  reveals  lateral  sinus 
eroded  with  mass  of  cholesteatoma  and  pus  com- 
pletely filling  the  sigmoid  and  jugular  bulb. 

Death  twenty  days  later  from  purulent  menin- 
gitis. 

Now  of  this  series  of  forty-seven  cases  of 
lateral  sinus  or  internal  jugular  thrombosis, 
forty-five  were  primarily  lateral  sinus  cases. 
In  this  group  there  were  nine  deaths.  One 
of  these  nine  was  the  previously  mentioned 
case  of  hemorrhage.  Another  died  of  empy- 
ema apparently  secondary  to  pulmonarv  in- 
farction secondary  to  sinus  thrombosis.  Of 
the  remaining  seven  deaths,  only  two  can  be 
said  to  have  been  due  to  septicemia.  The  re- 
maining five  fatal  cases  which  we  have  just 
reviewed  were  due  to  meningitis,  obviously 
the  result  of  simple  extension  of  infection 
through  the  necrotic  vein  wall  into  the  neigh- 
boring structures.  Further,  of  the  five  cases 
dying  of  meningitis,  three  were  cases  of 
chronic  ear  with  cholesteatoma.  All  five  of 
these  cases  had  extensive  sinus  wall  necrosis, 
the  blood  clot  had  disintegrated  and  the  jug- 
ular bulb  and  sigmoid  were  filled  with  liquid 
pus. 
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Analysis  of  these  fatal  cases,  and  in  partic- 
ular the  five  just  mentioned,  suggests  certain 
things.  We  are  led  to  believe  that  the  find- 
ing of  liquid  pus  in  the  lateral  sinus,  the  sig- 
moid or  the  jugular  bulb  is  peculiarly  signifi- 
cant. It  is  significant  of  a marked  delay  in 
diagnosis  with  all  that  implies  in  the  way  of 
the  possibilities  of  a thorough  seeding  of  the 
blood  stream  with  a resultant  long  and  wear- 
ing struggle  for  life.  Also,  and  more  im- 
portant, if  liquid  pus  is  present,  it  is  there 
because  it  has  displaced  by  disintegration  the 
blood  clot  which  formerly  occupied  the  sinus 
during  the  earlier  phases  of  the  thrombo- 
phlebitis. This  means  that  the  infection  has 
been  virile  enough  to  be  able  to  disintegrate 
the  blood  clot  which  was  a partial  protection 
and  that  the  attack  has  since  that  time  cen- 
tered against  the  walls  of  the  sinus  and  that 
death  is  now  threatening  from  three  separate 
aspects  of  the  situation,  each  in  itself  of  the 
gravest  consequence.  The  first  and  the  most 
deadly  threat,  is  from  the  purulent  menin- 
gitis or  brain  abscess,  or  both,  almost  sure  to 
ensue  following  beginning  disintegration  of 
the  vein  wall,  unless  it  is  stopped  by  drainage 
before  the  disintegration  has  gone  too  far. 
Second,  death  threatens  from  septicemia,  cer- 
tainly a serious  matter  when  dealt  with  alone. 
Third,  even  with  the  septicemia  manifestly 
abating,  and  the  sigmoid  sinus  drained,  death 
can  ensue  from  inability  to  keep  the  jugular 
bulb  properly  drained  or  a clean  clot  capable 
of  prompt  organization  in  the  lateral  sinus 
between  the  site  of  the  lesion  and  the  torcular. 
T his  may  be  more  briefly  expressed: 

Fatal  outcome  of  lateral  sinus  thrombosis 
is  possible  for  any  or  all  of  three  reasons: 

( 1 ) Extensive  formation  of  liquid  pus  in 
the  sinus j 

(2)  Septicemia; 

(.3)  Failure  to  drain  properly  the  jugular 
bulb  or  to  ensure  a clean  clot  between  the  site 
of  the  lesion  and  the  torcular. 

There  are  many  other  phases  of  this  prob- 
lem open  for  possible  discussion  in  this  series 
of  cases,  such  as  the  phenomena  attending 
secondary  abscess  formation  in  the  sinus  wall, 


the  question  as  to  whether  to  ligate  or  ligate 
and  section,  and  where,  methods  of  dakin- 
ization  and  its  problems,  wound  closure,  etc. 
It  is  however  impractical  to  go  further  than 
to  detail  some  and  not  all  of  the  experiences 
met  with. 

One  case  in  particular  of  the  forty-five 
lateral  sinus  thrombosis  cases,  will  serve  to 
illustrate  statements  just  made.  While  this 
case  recovered  it  serves  to  illustrate  how  pre- 
carious the  situation  is  when  liquid  pus  is  al- 
lowed to  accumulate  in  the  lateral  sinus  and 
how  difficult  it  is  to  drain  and  keep  drained 
the  jugular  bulb  and  to  keep  a clean  clot  be- 
tween the  site  of  the  lesion  and  the  torcular. 
In  addition,  at  the  same  time  to  extricate  the 
patient  from  the  jeopardy  of  septicemia 
offers  a sizeable  problem: 

C.  B.  Age  6.  Admitted  first  March  13,  1925 — 
Typhoid  fever.  March  16,  1925 — Widal  positive. 
May  9,  1925 — Discharged.  Ears  negative.  Re- 
admitted March  31,  1929,  age  10. 

Chills  and  fever.  Left  ear  has  been  discharging 
two  weeks.  Six  months  ago  left  ear  discharged  for 
a short  time  and  then  stopped.  The  day  left  ear 
began  to  discharge,  chills  and  fever  began  and  have 
persisted  daily  ever  since.  Treated  by  home  physi- 
cian for  malaria,  but  quinine  failed  to  overcome 
the  temperature,  which  on  admission  was  106,  fol- 
lowed shortly  by  chill.  X-ray  plates  of  the  mastoid 
and  chest.  Blood  culture  made.  Tobey-Quecken- 
stedt  test  positive  for  left  sinus  thrombosis. 

Operation  No.  1:  March  31,  1929.  Simple 
mastoid  operation  disclosed  bone  hard  and  acellular. 
Antrum  filled  with  foul,  green  pus  and  cholesteato- 
ma. Middle  fossa  dura  uncovered  and  found  thick- 
ened with  granulation.  Lateral  sinus  found  col- 
lapsed through  its  entire  exposure,  presenting  a 
spontaneous  fistula  at  the  knee,  from  which  was 
drained  almost  five  c.c.  of  pus  as  soon  as  the  sinus 
was  uncovered.  Lateral  sinus  opened  and  found 
thrombosed  from  the  knee  to  the  jugular  bulb. 
Ligation  of  the  left  internal  jugular  was  then  per- 
formed with  section.  Distal  end  of  the  upper  seg- 
ment marked  with  black  silk  thread.  Facial  vein 
also  tied.  A single  rubber  tube  was  used  to  drain 
the  neck  wound  from  below.  Returning  to  the 
mastoid  area  the  antrum  was  opened  widely  and 
the  middle  ear  irrigated  through  the  antrum.  A 
larsje  amount  of  cholesteatoma  was  washed  from 
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the  middle  ear.  The  lateral  sinus  was  opened 
throughout  its  entire  length,  the  edges  cut  away 
and  all  necrotic  material  which  could  be  reached 
was  removed.  Bleeding  resulted  from  gentle  cur- 
rettage  of  the  lateral  sinus  above  but  was  unable  to 
get  bleeding  from  the  jugular  bulb.  The  inner 
wall  of  the  lateral  sinus  was  necrotic  throughout, 
being  of  a gray-green  color.  Mastoid  wound  packed 
with  iodoform  gauze  and  a pressure  bandage  ap- 
plied. Patient  left  the  table  in  fair  condition. 

Culture  from  mastoid  made. 

March  31,  1929 — Transfusion  3(H)  c.c.  whole 
blood,  Soreci  method. 

April  2,  1929 — Unknown  type  of  bacillus  in 
both  mastoid  and  blood  culture. 

April  2,  1929 — 300  c.c.  blood  transfusion, 
direct. 

April  4,  1929 — Hemoglobin  60;  reds  4,170,- 
000;  whites  11,600. 

April  4,  1929 — Mean  temperature  range,  99.8- 
105,  mouth. 

Operation  .Vo.  2:  April  5,  1929.  Without  an- 
esthesia, the  neck  wound  was  opened,  the  upper 
segment  of  the  internal  jugular  vein  was  found  by 
following  the  silk  thread.  The  ligature  when  re- 
moved allowed  a small  amount  of  fluid  pus  to  es- 
cape. A rubber  tube  was  inserted  into  the  vein 
and  tied  in  place  with  black  silk  thread.  Gentle 
irrigation  was  then  used  with  physiological  salt  solu- 
tion, a large  amount  of  thin  pus  and  broken  down 
clot  flowing  out  of  the  jugular  bulb.  This  entire 
tract  was  irrigated  three  times.  Irrigation  when 
attempted  from  above  downward  was  not  success- 
ful, patient  complaining  of  severe  pain  in  his  left 
eye.  The  neck  wound  was  then  closed  over  the 
rubber  tube  which  was  left  tied  in  the  internal 
jugular  vein.  A rubber  catheter  was  inserted  into 
the  jugular  bulb  and  the  wound  was  prepared  for 
dakinization. 

April  5,  1929 — Direct  transfusion  300  c.c. 
blood. 

April  7,  1929 — Transfusion  200  c.c.  blood 
direct.  Mean  temperature — 98-104. 

April  8,  1929 — Hemoglobin  70;  reds  4,740,- 
000;  whites  17,000;  93  per  cent  polys. 

April  8,  1929 — The  rubber  tube  sloughed  out 
of  the  internal  jugular  vein  and  was  removed.  At 
this  time  a small  fistula  was  found  through  the 
internal  surface  of  the  lateral  sinus  at  a point  just 
above  the  knee.  This  fistula  apparently  was  drain- 
ing pus  from  some  area  below  the  dura. 


April  9,  1929 — A necrotic  area  appeared  just 
anterior  to  the  knee  of  the  sinus.  This  was  nec- 
rotic dura  and  when  removed  about  one  dram  of 
pus  was  drained  from  a subdural  abscess,  this  ab- 
scess apparently  involving  the  surface  of  the  left 
cerebellar  hemisphere. 

April  10,  1 929 — Direct  transfusion  whole  blood 
250  c.c. 

April  13,  1929 — Left  cerebellar  hemisphere  has 
begun  to  herniate  into  the  mastoid  wound.  Mass 
about  the  size  of  large  cherry. 

April  14,  1929 — Hemoglobin  75;  reds  4,700,- 
000;  whites  19,300;  86  per  cent  polys. 

April  16,  1929 — Mean  temperature  range — 
101-105.  Transfusion  200  c.c.  blood. 

Operation  No.  3:  April  16,  1929.  Under  local 
novacaine  anesthesia,  mastoid  incision  enlarged 
backward.  Necrotic  areas  of  lateral  sinus  uncovered 
and  cut  away  to  within  about  three  inches  of  mid- 
line. Few  drops  of  pus  evacuated  and  breaking 
down  clot  removed.  Sinus  bled  from  above  when 
clot  was  gently  curretted  out.  Packed  and  dakin- 
ization continued.  Brain  hernia  now  size  of  a large 
walnut. 

April  20,  1929 — Blood  transfusion  200  c.c. 

April  23,  1929 — Hemoglobin  75;  reds  4,200,- 
000;  whites  22,400;  polvs  90  per  cent. 

April  24,  1929 — Blood  transfusion  100  c.c. 
direct. 

April  30,  1929 — -Blood  transfusion  100  c.c. 
direct. 

Patient  now  coughing.  X-ray  plates  show  pul- 
monary infarction  of  right  lung. 

May  4,  1929 — -Mean  temperature  range — 99- 
102.  Hemoglobin  75;  reds  4,000,000;  whites 
20,000;  polys  87  per  cent. 

May  5,  1929 — Twelfth  blood  transfusion  given 
200  c.c.  direct. 

May  10,  1929 — Mean  temperature  range  to- 
day— 99.2-100. 

May  19,  1929 — Abscess  in  left  cervical  region 
opened  and  drained. 

June  8,  1929 — Chest  plates  now  clear. 

Mastoid  and  occipital  wounds  almost  closed. 
Brain  hernia  almost  size  of  small  apple.  Kept  cov- 
ered with  Dakin’s  solution.  Ear  almost  dry.  Or- 
ganism from  mastoid  and  blood  culture  falls  into 
paratyphoid  group  but  cannot  be  identified. 

July  13,  1929 — Discharged.  Brain  hernia  small. 

September  30,  1929 — Readmitted.  Dizzy,  head- 
ache and  vomiting.  Brain  herniation  quite  marked. 
Dakinization  begun  locallv. 
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October  12,  1929 — Wound  roughened  and 

pinch  grafts  placed  over  herniating  tissue. 

November  6,  1 929 — Discharged.  Hernia  com- 
pletely disappeared.  Last  seen  in  excellent  condi- 
tion on  February  19,  1930. 

The  two  verified  cases  of  internal  jugular 
thrombosis  differed  from  each  other  in  origin. 
The  first  was  secondary  to  a right  peritonsil- 
lar abscess  and  was  found  at  operation  to  be 
partially  thrombosed,  apparently  due  to  an 
advancing  thrombophlebitis  from  this  area. 
Five  days  following  ligation  of  the  internal 
jugular  another  surgeon  advocated  removal 
of  this  tonsil,  which  was  carried  out.  The 
patient  died  of  septicemia.  Blood  cultures 
were  positive  for  streptococcus  hemolvticus. 

The  second  case  is  just  about  to  be  dis- 
charged from  the  hospital  after  a prolonged 
course  of  marked  remittent  hyperpyrexia  and 
recurrent  rigor.  Multiple  transfusions,  poly- 
valent streptococcus  phage,  streptococcus 
antiserums  from  horse  and  goat  immunes  ac- 
cording to  Foshay  were  used  and  after  mul- 
tiple joint  non-purulent  inflammations  and 
one  severe  purulent  foot  infection  apparently 
of  hematogenous  origin,  finally  has  recov- 
ered. I welve  blood  transfusions  were  given 
this  case,  for  a time  daily,  using  small  in- 
direct transfusions.  This  internal  jugular 
thrombosis  was  secondary  to  a gland  infec- 
tion on  the  left  side  and  when  ligation  was 
attempted  was  so  completely  collapsed  as  to 
be  indistinguishable  from  the  substance  of 
the  carotid  sheath.  To  make  the  situation 
more  difficult  there  was  a severe  homolateral 
ear  infection  beginning  five  days  following 
the  first  chill  and  necessitating  mastoid  drain- 
age. The  Tobey-Queckenstedt  test,  however, 
was  negative  and  inspection  of  the  lateral 
sinus  was  negative,  and  in  view  of  these  find- 
ings the  lateral  sinus  was  left  intact. 

In  a later  paper  other  aspects  of  this  group 
of  internal  jugular  and  lateral  sinus  throm- 
bosis cases  will  be  presented.  At  this  point, 
however,  it  is  fitting  to  close  with  the  follow- 
ing summary: 

1 here  were  nine  deaths  in  forty-five  cases 
of  lateral  sinus  thrombosis. 
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One,  as  related,  was  accidental.  Three 
were  from  septicemia. 

Postmortem  examination  of  two  of  these 
revealed  one  to  have  died  of  pulmonary  gan- 
grene, doubtless  secondary  to  septic  infarc- 
tion, and  the  other  from  pleural  empyema, 
probably  from  the  same  cause. 

The  five  remaining  deaths  were  the  result 
of  gangrene  of  the  walls  of  the  lateral  or 
sigmoid  sinus,  or  jugular  bulb,  or  all  three, 
the  result  being  brain  abscess,  leptomenin- 
gitis, or  both  as  the  immediate  cause  of  death. 
There  was  one  postmortem  in  this  group. 

Four  of  these  had  chills  and  fever  for  at 
least  seven  days  or  over  before  presenting  for 
operation. 

Three  of  these  five  were  chronic  purulent 
ear  cases  with  cholesteatoma. 

Of  the  thirty-six  cases  of  lateral  sinus 
thrombosis  that  recovered,  one  was  tuber- 
culous; one  was  due  to  a typhoid-like  bacillus, 
and  of  the  remainder  that  were  cultured, 
streptococci  were  most  commonly  found  in 
either  the  blood  stream,  from  the  sinus  wall, 
or  both. 

Only  one  case  of  lateral  sinus  thrombosis 
complicated  with  cholesteatoma  recovered. 

The  cases  making  the  most  rapid  recovery 
were  those  where  operation  and  ligation  fol- 
lowed the  initial  chill  and  fever  rise  by  not 
more  than  48  hours. 

Only  one  case  of  lateral  sinus  thrombosis 
survived  where  the  chills  and  fever  had  been 
established  over  a week.  His  recovery  was 
prolonged,  and  in  part  due  to  what  we  had 
learned  from  the  five  previous  fatal  cases, 
most  of  which  had  to  do  with  the  proper 
handling  of  the  infection  in  the  jugular  bulb. 

Of  the  two  internal  jugular  thrombosis 
cases,  one  died  and  the  second  had  a pro- 
longed recovery.  Death  in  the  first  was  from 
septicemia. 

Conclusions : Persistent  medical  and  sur- 
gical attack  should  be  the  plan  of  action  in 
these  cases. and  yields  best  results  when  fol- 
lowing early  diagnosis. 

There  is  no  infallible  diagnostic  sign  for 
lateral  sinus  or  internal  jugular  thrombosis. 
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PROGNOSIS  IN  NASAL  SURGERY* 


By  Ivan  Faw 
Wheeling, 

'll 'he  indications  for  and  the  technique  of 
the  various  operations  in  nasal  surgery 
have  been  thoroughly  expounded  in  all  the 
clinics  of  the  world  for  the  past  thirty  years 
or  more,  during  which  time  great  advances 
have  been  made  in  this  field  and  excellent 
end  results  surgically  may  be  expected  in  the 
hands  of  any  man  who  has  the  ability  and 
takes  the  time  to  master  properly  the  tech- 
nique involved.  While  the  technique  of  the 
various  operations  differs  somewhat  in  the 
hands  of  different  operators  they  may  be 
said  in  general  to  have  become  pretty  well 
standardized.  The  one  factor  which  does  not 
seem  to  have  been  so  standardized  is  the  de- 
gree of  comfort  which  the  patient  may  ex- 
pect following  any  given  surgical  procedure 
in  the  nose. 

We  have  all  observed  the  marked  differ- 
ence in  end  results  in  different  patients. 
Given  a perfectly  straight  septum  following 
a submucous  resection  operation,  one  patient 
will  be  entirely  relieved,  free  breathing  space, 
postnasal  dropping  gone  and  entire  relief 
from  headaches  with  practical  freedom  from 
colds.  While  in  another  patient  with  an 
equally  good  surgical  result,  the  breathing 
space  remains  partly  or  completely  obstructed 
by  turgescent  turbinate  tissue,  postnasal 
dropping  and  headaches  persist  with  fre- 
quency of  head  colds  unchanged. 

At  last  year’s  meeting  of  this  section  a dis- 
cussion arose  concerning  the  end  results  to 
be  expected  following  a submucous  resection 
operation  in  which  most  of  the  men  stated 
that  the  results  were  almost  uniformly  satis- 
factory in  their  hands,  while  several  others 
stated  the  results  had  to  them  been  very  dis- 

*Read  before  the  Eye,  Ear,  Nose  and  Throat  Section  at  Hunt- 
ington on  May  14,  1934. 
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appointing.  This  same  divergence  of  experi- 
ence would  probably  be  even  more  true  fol- 
lowing other  operations  in  the  nose,  espe- 
cially the  chronic  sinus  conditions  so  that  the 
question  of  prognosis  or  what  measure  of  re- 
lief can  be  promised  to  the  patient  following 
any  given  surgical  procedure  in  the  nose  is 
one  of  the  most  important  before  the  rhin- 
ologist  today. 

It  seems  to  me  the  attitude  of  pessimism 
concerning  the  end  results  of  nasal  surgery 
on  the  part  of  the  general  practitioner  has  in- 
creased rather  than  decreased  during  the  past 
few  years.  Within  the  past  few  months  1 saw 
a patient,  a girl  of  22  years,  with  a badly 
deflected  nasal  septum,  recurrent  headaches, 
constant  postnasal  dropping,  nasal  obstruc- 
tion, frequent  head  colds,  for  which  she  has 
received  more  or  less  constant  treatment  in 
the  previous  five  years.  Her  record  showed 
that  I had  advised  submucous  resection  four 
years  ago.  When  asked  why  nothing  had 
been  done  she  told  me  she  had  seen  three 
other  rhinologists  in  various  cities,  including 
New  York  and  Philadelphia,  all  of  whom  had 
advised  this  operation;  on  the  contrary  she 
had  consulted  three  general  practitioners  all 
of  whom  had  advised  against  nasal  surgery, 
although  there  were  no  contraindications  from 
a general  standpoint,  her  health  otherwise 
being  good,  the  statement  simply  being  given 
that  the  end  results  from  nasal  surgery  were 
unsatisfactory.  Such  being  the  case  it  seems 
to  me  wre  should  spend  more  time  in  study 
of  the  various  factors  which  may  contribute 
to  an  unsatisfactory  end  result  in  nasal  sur- 
gery. 

The  most  common  complaint  is  of  persist- 
ent discharge  which  probably  outnumbers  all 
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other  complaints.  The  patient  considers  the 
operation  a failure  although  previous  pain, 
headache  and  nasal  obstruction  are  relieved. 
Persistent  discharge  to  them  is  an  evidence  of 
failure  of  the  operation  to  accomplish  desired 
results.  Crusting,  dryness,  and  perforations 
of  the  septum  are  much  less  common,  but 
even  more  distressing  when  present.  Some 
patients  have  developed  definite  allergic 
symptoms  following  operation  who  previous- 
ly had  no  trouble  of  this  kind. 

As  to  the  cause  of  these  unsatisfactory  re- 
sults, first  of  course  is  incompetent  work  at 
the  hands  of  unqualified  men.  There  is  too 
much  nasal  surgery  being  done  by  general 
men  unsatisfactorily  trained  in  this  field  as 
well  as  by  some  specialists;  a notable  example 
being  that  of  an  osteopath  in  the  northern 
panhandle  of  this  state  who  accumulates  a 
group  of  nasal  cases  by  advertising  in  the 
papers  that  there  is  to  be  an  operative  nasal 
clinic  conducted  by  an  expert  nasal  surgeon 
from  Columbus,  Ohio.  I understand  this 
clinic  is  conducted  several  times  a year.  From 
15  to  20  such  cases  are  operated  upon  in  one 
day  by  a man  who  never  sees  them  before 
or  after  operation,  both  the  preoperative  se- 
lection and  postoperative  treatment  being 
carried  out  by  -an  osteopathic  general  practi- 
tioner. It  is  to  be  hoped  that  in  the  not  too 
distant  future  the  public  will  be  protected  by 
requiring  those  who  operate  in  the  nose  to  be 
certified  by  the  American  Hoard  of  Oto- 
laryngology. 

It  is  a question  as  to  whether  the  very  fact 
of  the  surgical  advances  which  have  been 
made  and  the  rather  spectacular  results  ob- 
tained in  many  cases,  has  not  led  the  grad- 
uate schools  and  the  teaching  institutions  to 
emphasize  the  importance  of  surgery  to  the 
almost  entire  exclusion  of  other  factors.  Is 
the  competent,  well  trained  nasal  surgeon 
also  a competent  nasal  physician?  Is  the 
patient  sufficiently  studied  from  the  general 
standpoint  before  advocating  surgery?  In 
addition  to  that  of  the  local  complaint  a rea- 
sonably complete  general  history  should  be 


taken  before  the  examination  is  made,  includ- 
ing other  possible  foci  of  infection,  constipa- 
tion, digestive  disorders,  rheumatism,  dia- 
betes, syphilis,  or  other  systemic  toxic  condi- 
tions, and  in  women  pelvic  and  menstrual  dis- 
orders which  may  contribute  to  headache,  or 
other  congestive  local  symptoms.  Many  of 
these  conditions,  such  as  abscessed  teeth,  al- 
lergy and  syphilis,  require  correction  or 
treatment  before  the  patient  can  be  consid- 
ered as  properly  prepared  for  a nose  opera- 
tion. 

Without  such  a history  we  are  too  prone 
in  examining  a patient  who  gives  the  history 
of  headache,  discharge  and  nasal  blockage  to 
attribute  the  condition  solely  to  the  deflected 
septum  or  the  sinus  shadow,  and  advocate 
surgery  promising  a good  result,  while  a 
thorough  preliminary  study  would  lead  us 
frequently  to  give  a guarded  prognosis  ex- 
plaining to  the  patient  where  there  are  other 
factors  present,  that  the  condition  is  not  en- 
tirely a local  one.  A great  deal  of  emphasis 
has  been  placed  on  some  other  factors  in  the 
past  few  years,  prominent  among  which  is 
allergy  and  its  evidence  of  a disturbed  body 
chemistry.  We  have  all  seen  allergic  patients 
who  have  had  one  or  more  operations  per- 
formed in  the  nose  without  any  relief  what- 
ever and  who  merely  required  proper  study 
and  treatment  directed  toward  the  allergic 
condition  to  secure  complete  relief.  Evidence 
is  accumulating  which  indicates  that  allergy 
is  a factor  in  a much  higher  percentage  of 
cases  than  we  have  hitherto  appreciated,  and 
preoperative  study  from  this  standpoint 
should  not  be  overlooked. 

Another  condition  which  is  entitled  to 
much  more  of  our  attention  than  it  has  re- 
ceived in  the  past  is  that  of  dietetic  errors. 
1).  C.  Jarvis  who  has  made  an  extensive  study 
of  diet  in  the  diseases  of  the  upper  respiratory 
tract  for  the  past  twenty  years  with  pro- 
nounced results  from  dietetic  changes  alone, 
expresses  the  feeling  of  an  increasing  num- 
ber when  he  states,  “The  more  I observe  the 
upper  respiratory  tract  and  study  the  food 
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selection  of  individuals,  the  more  there  comes 
a suspicion  that  after  all,  microorganism 
growth  does  not  occupy  the  dominant  posi- 
tion in  the  causation  of  clinical  conditions  of 
the  upper  respiratory  tract,  that  we  have  ac- 
corded it.  Apparently  there  is  something  else 
which  changes  infestation  into  infection.  This 
something  else  may  possibly  be  an  altered 
body  chemistry  brought  about  by  a wrong 
food  selection  over  a period  of  time,  whereby 
the  tissues  of  the  body  invite  microorganism 
growth.”  He  attributes  the  persistent  muco- 
purulent discharge  and  postnasal  dropping, 
often  associated  in  the  mind  of  the  patient 
with  an  unsuccessful  operation,  to  the 
patient’s  having  crossed  his  line  of  tolerance 
for  starches,  and  cites  numerous  cases  in  which 
such  discharge  has  been  entirely  relieved  and 
the  patient  given  a dry  nose  in  less  than  a 
month  by  changes  of  diet  alone.  He  attrib- 
utes the  turgescence  of  the  turbinate  tissue 
and  the  postural  blocking  of  the  nose  and 
watery  discharge  in  many  cases  to  an  excessive 
use  of  sweets  in  diet,  and  is  able  to  cure  many 
of  these  cases  by  the  elimination  of  the  sweets. 

Recently  E.  V.  Ullman  in  his  book,  “Diet 
in  Sinus  Infections  and  Colds”  has  emphas- 
ized these  same  factors.  These  studies  tend 
to  indicate  that  in  directing  our  attention  en- 
tirely to  relief  of  infection  through  ventila- 
tion and  drainage,  in  many  cases  we  have 
been  treating  a secondary  condition  rather 
than  a primary  one  of  disturbed  body  chem- 
istry. It  would  be  interesting  if  the  humoral 
theory  of  the  ancient  physicians  which  pre- 
vailed up  until  the  middle  of  the  1 8th  cen- 
tury would  again  prove  to  deserve  some  of 
the  merit  which  it  so  long  enjoyed  after  be- 
ing eclipsed  for  nearly  a century  by  the  bac- 
teriological era  in  which  we  live. 

Another  important  consideration  is  the 
presence  or  absence  of  subjective  discomfort 
on  the  part  of  the  patient.  We  have  all  seen 
numerous  cases  of  badly  deflected  septums  in 
patients  of  middle  or  advanced  age,  which 
have  been  discovered  in  the  course  of  routine 
examination,  but  who  have  given  no  history. 


past  or  present  of  any  discomfort  referable  to 
the  condition  found.  I can  not  help  but  feel 
that  too  much  surgery  has  been  done  in  cases 
of  this  type  who  had  no  symptoms  of  which 
to  be  relieved.  Why  do  a submucous  resec- 
tion simply  because  a septum  is  deflected,  if 
the  patient  is  suffering  no  discomfort  of  any 
kind:  John  Ingersoll  goes  even  further  in 

Jackson  and  Coates  book,  when  he  states, 
“The  anomalies  in  the  septum  and  nasal 
structures  which  give  no  symptoms  are  not 
pathologic  and  do  not  need  treatment  of  any 
kind.” 

Another  factor  to  which  we  should  give 
more  serious  consideration  is  that  of  the  tem- 
perament of  the  patient.  In  the  case  of  a neu- 
rotic type  of  patient  with  a highly  sensitive 
nervous  system  the  sound  of  crunching  and 
grinding  of  bone  in  his  head  under  local 
anesthesia  constitutes  an  ordeal  in  many  cases 
out  of  all  proportion  to  the  relief  obtained, 
and  many  of  these  patients  have  told  their 
friends  that  operations  on  the  nose  were  such 
terrible  ordeals  that  others  who  should  have 
nasal  surgery  performed  have  been  deterred 
as  the  result  of  their  advice. 

The  more  or  less  universal  teaching  that 
intranasal  operations  can  only  be  performed 
satisfactorily  under  local  anesthesia  should  be 
rewritten.  Four  years  ago  in  Denver  at  the 
summer  course  in  otolaryngology,  the  fol- 
lowing hypothetical  question  was  presented 
for  discussion  at  a roundtable  luncheon: 
“Given  a patient  who  is  sensitive  to  cocaine 
anesthesia  and  who  requires  a submucous  re- 
section of  the  nose  what  would  you  do?” 
There  were  over  50  men  present,  1 0 of  whom 
discussed  this  question,  and  the  last  man  final- 
ly stated  as  a last  resort  he  would  use  general 
anesthesia.  Practically  all  operations  in  the 
nose  can  be  performed  under  general  anes- 
thesia equally  as  well  as  under  local,  if  not 
with  more  satisfaction.  For  the  past  seven- 
teen years  we  have  been  giving  patients  their 
choice  of  local  or  general  anesthesia  for  all 
nasal  operations,  recommending  it  to  young 
women  and  nervous  patients,  explaining  the 
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nature  of  the  discomfort  to  be  expected  and 
the  time  required  for  operation.  As  a result 
of  this  we  have  performed  over  half  of  our 
nasal  surgery  under  general  anesthesia,  with 
results  more  satisfactory  than  under  local. 
Some  of  the  poor  work  done  in  the  nose  may 
be  attributed  to  hurried  work  in  nervous  and 
restless  patients  under  local  anesthesia. 

During  this  time  my  associates  and  myself 
have  performed  over  1000  submucous  resec- 
tions under  nitrous  oxide  and  ether.  The  in- 
creased bleeding  which  is  given  as  the  contra- 
indication to  general  anesthesia  is  adequately 
controlled  by  operating  the  patient  in  a sitting 
position,  first  inserting  a postnasal  tampon  to 
prevent  blood  from  entering  the  pharynx.  In 
this  position  the  bleeding  under  general  an- 
esthesia is  no  more  pronounced  than  under 
local.  We  have  had  no  complications  due  to 
either  the  position  or  the  anesthetic,  and  it 
certainly  prevents  a great  deal  of  nervous  re- 
action and  shock  to  the  sensitive  patient. 

Another  factor  to  be  considered  is  that  of 
the  long  time  required  for  the  clearing  up  of 
the  nasal  discharge  following  operations  for 
chronic  sinusitis,  frequently  from  six  months 
up  to  two  years.  Many  patients  should  be  pre- 
pared for  this  long  wait  before  satisfactory 
results  are  obtained,  and  understand  that  it 
does  not  mean  that  surgery  has  been  incom- 
plete or  that  further  operation  should  be 
undertaken.  We  are  frequently  ourselves  too 
impatient  in  these  cases  and  prone  to  recom- 
mend operation  where  time  alone  would 
have  solved  the  problem.  Professor  Hagek, 
of  Vienna,  for  many  years  advocated  radical 
sinus  surgery  in  the  effort  to  clear  up  every 
diseased  cell,  but  a few  years  ago,  in  speak- 
ing of  the  time  element  in  these  cases  he  told 
us  of  a young  woman  with  chronic  frontal 
sinus  suppuration  in  whom  he  had  removed 
the  anterior  third  of  the  middle  turbinate, 
and  failing  to  gain  relief  at  the  end  of  six 
weeks  advised  radical  external  operation.  1 le 
did  not  see  the  patient  again  for  two  years 
when  she  reported  for  another  condition.  1 le 
examined  her  nose  and  found  it  entirely  dry. 


Upon  inquiring  as  to  who  had  operated  upon 
her  and  what  had  been  done  she  stated, 
“Why,  doctor,  your  operation  cured  me  and 
I have  had  no  trouble  since.”  She  was  free 
from  headache  and  the  x-ray  shadow  of  the 
sinus  was  gone.  Sufficient  weight  given  to  this 
time  element  would  prevent  many  unneces- 
sary secondary,  more  radical  operations. 

Perry  G.  Goldsmith  in  discussing  the  treat- 
ment of  paranasal  suppuration  persisting  after 
operation,  states  that  the  regulating  of  such 
patient’s  manner  of  living,  habits,  diet  and 
exercise  is  of  more  importance  than  local 
medication  to  his  nasal  or  sinus  mucosa.  Nu- 
merous authors  have  directed  attention  to  the 
importance  of  the  chronic  dryness  of  the 
mucous  membrane  on  the  part  of  the  people 
of  sedentary  habits  who  live  and  work  in  over 
heated  rooms  with  an  insufficient  degree  of 
humidity,  as  rendering  them  susceptible  to 
recurrent  infections.  This  factor  will  prob- 
ably be  eliminated  by  air  conditioned  homes 
and  offices. 

The  question  of  reinfection,  while  a com- 
mon problem  of  the  medical  profession  is  of 
especial  importance  to  us  as  rhinologists,  be- 
cause the  majority  of  patients  make  no  dis- 
tinction between  reinfection  and  chronic  in- 
fection and  ours  is  the  only  field  in  surgery 
constantly  exposed  to  reinfection  and  re- 
quires for  a permanent  cure,  not  only  the 
correction  of  the  existing  pathology  but  pro- 
tection from  relapses  due  to  reinfection.  This 
we  can  not  do  satisfactorily  until  the  prob- 
lem of  the  etiology  and  prevention  of  the 
common  cold  has  been  solved. 

One  more  factor  is  that  of  the  systematic 
follow-up  of  postoperative  patients  after 
their  nose  has  healed,  asking  them  to  report 
for  observation  at  the  end  of  three  months, 
six  months  and  one  year,  permitting  us  not 
only  to  observe  our  surgical  results,  but  to 
make  suggestions  concerning  their  dietetic 
and  their  hygienic  conditions  if  necessary. 
Given  thorough  preliminary  study  and  prep- 
aration, surgery  when  indicated,  by  compet- 
ent men,  sufficient  time  after  operation  for 
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resolution  to  take  place  under  supervision,  it 
is  to  be  expected  that  better  and  more  nearly 
uniform  results  could  be  obtained  and  the 
prognosis  improved  accordingly. 


'Discussion 

Dr.  T.  IV.  Moore,  Huntington,  W.  V a. : Dr. 

Fawcett  has  called  our  attention  to  a very  timely 
subject.  Its  importance  lies  in  making  us  pause  and 
consider  just  how  the  men  doing  surgery  in  other 
fields  regard  us  and  our  work — whether  our  re- 
sults justify  our  procedures — whether  our  patients 
are  given  the  proper  study  prior  to  operating,  and 
whether  our  technique  is  abreast  of  that  of  other 
surgeons. 

Today  I believe  that  all  three  of  these  questions 
may  be  answered  in  the  affirmative.  Just  think 
what  the  man  who  is  properly  trained,  as  he  must 
be,  to  meet  the  requirements  essential  to  taking  up 
ear,  nose  and  throat  surgery  undergoes.  You  know 
that  first  he  must  meet  all  the  rigid  tests  that  our 
medical  colleges  and  state  boards  demand  in  order 
to  practice  medicine,  in  addition  to  which  if  he  is 
accepted  by  the  Board  of  Otolaryngology  he  must 
have  at  least  two  years  of  training  in  some  institu- 
tion where  these  specialties  are  dominant  or  exclu- 
sive, or  five  years  in  a well  qualified  man’s  office. 

Undoubtedly  we  suffer  criticism  from  the  days 
when  no  special  training  was  required.  To  those 
of  us  who  have  watched  our  work  for  a number 
of  years  there  is  much  to  make  us  blush.  How- 
ever, is  this  not  true  also  in  other  branches  of  sur- 
gery: It  is  not  so  many  years  ago  since  the  re- 

moval of  ovaries  was  practiced  for  a varied  and  re- 
mote symptomatology  that  would  not  be  tolerated 
by  any  reputable  surgeon  today.  Most  of  us  re- 
member when  a noted  surgeon — an  ex-president 
of  the  A.  M.  A.,  spread  the  front  pages  of  our 
daily  papers  with  the  proclamation  that  epilepsy 
could  be  cured  by  removing  a section  of  the  in- 
testines. Few  of  our  blunders  have  been  equally 
glaring. 

Dr.  Fawcett  referred  to  the  work- of  Dr.  Jarvis 
and  asked  that  I tell  something  about  it. 

It  is  hard  for  us  to  appreciate  some  of  the  results 
reported  when  we  remember  that  the  smallest 
amount  of  sodium  citrate  that  will  make  the  slight- 
est shift  in  the  blood  reaction  is  thirty  gm. — four 
hundred  and  fifty  grains — almost  one  ounce,  and 
that  the  amount  of  alkaline  ash  obtained  from  a 
full  pint  of  orange  juice  is  equivalent  to  less  than 


two  gm. — thirty  grains  of  sodium  bicarbonate; 
that  the  acid  ash  obtained  from  beef  or  oysters  is 
correspondingly  small.  We  cannot  see  how  the 
amount  of  food  consumed,  can  be  much  of  a factor 
in  switching  from  an  acid  to  an  alkaline  condition 
or  vice  versa. 

We  have  a long  way  to  go  before  the  ails  of  oto- 
laryngology can  be  cured  by  diet  alone.  I ad- 
mire very  much  the  energy  and  enthusiasm  of  Dr. 
Jarvis,  but  I am  not  able  to  see  things  just  as  he 
does. 

To  the  voung  man  who  today  wishes  to  enter 
the  field  of  otolaryngology  there  are  opportunities 
for  special  training  unexcelled  in  any  field  whether 
it  be  medical  or  that  of  any  of  the  other  sciences. 
God  knows  we  have  done  little  about  which  we 
should  be  patted  upon  the  back  but  on  the  other 
hand  I cannot  see  where  we  are  called  to  go  alone 
into  a corner  and  wear  the  cloak  of  humility. 


HOUSE  FLIES 

The  old  theory  that  the  housefly  lives  through 
t-he  winter  in  remote  corners  of  the  house  and  then 
comes  to  life  in  the  spring  has  been  dismissed  as  a 
myth.  According  to  Dr.  Claude  Lillingston,  who 
devotes  a chapter  to  the  housefly  in  the  March 
Hxgeia , a fly  born  in  October  or  November  can 
survive  only  to  the  middle  of  January  at  the  latest. 
The  survival  of  the  species  is  insured  from  year  to 
year  by  the  intermediate  links  of  the  larval  and 
pupal  stages. 

The  life  cycle  of  the  house  fly  includes  the  larva 
or  maggot,  the  pupa  or  chrysalis,  and  the  adult 
which  is  already  full  grown  as  soon  as  it  emerges 
from  its  chrysalis  casing.  This  means  that  little 
flies  are  not  the  young  of  bigger  flies;  a little  fly 
simply  never  grow’S  into  a big  fly. 

A single  fly  lays  between  2,000  and  3,000  eggs, 
and  there  may  be  from  ten  to  twelve  generations 
born  from  this  one  fly  in  one  season.  It  is  not  the 
potential  reproductive  power  of  the  fly  that  deter- 
mines its  numbers,  but  such  considerations  as  the 
available  food  supply,  climatic  conditions  and  natu- 
ral enemies. 

The  house  fly  conveys  germs  of  diseases  not  only 
on  its  legs,  but  also  in  its  digestive  system  through 
which  many  germs  pass  without  being  killed.  The 
diseases  conveyed  by  this  parasite  are  dysentery, 
cholera,  typhoid,  infantile  or  summer  diarrhea  and 
a certain  form  of  ophthalmia. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the.  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Pneumothorax  treatment,  somewhat  slow- 
ly adopted  by  the  American  medical  profes- 
sion, has  now  established  itself  as  one  of  the 
most  important  weapons  in  the  fight  against 
tuberculosis.  For  some  years  there  has  been 
felt  a need  for  more  precise  data  so  that  pneu- 
mothorax therapy  might  be  fairly  evaluated. 
A Committee  on  Artificial  Pneumothorax  of 
the  American  Sanatorium  Association,  after 
four  years  work,  completed  a survey  of  pneu- 
mothorax in  representative  American  tuber- 
culosis sanatoria  covering  the  period  1915- 
1930.  Such  subjects  as  the  methods  of  col- 
lapse, the  termination  of  pneumothorax 
therapy,  the  results  derived  from  it  and 
others  were  investigated  through  the  ques- 
tionnaire method  and  statistical  analysis.  The 
committee  published  its  report  recently  in  the 
American  Review  of  Tuberculosis.  It  is  pos- 
sible here  to  offer  only  brief  extracts  of  the 
study  and  the  more  important  conclusions. 

Results  of  Pneumothorax : Of  fifty  sanatoria 

which  volunteered  to  collaborate,  twenty-four  fur- 
nished data  on  pneumothorax  sufficiently  complete 
and  suitable  for  study  and  tabulation.  The  study 
divided  itself  into  two  parts;  the  first  was  designed 
to  ascertain  in  what  proportion  of  patients  pneumo- 
thorax therapy  had  been  attempted,  the  proportion 
of  “operative  failures”  and  other  related  informa- 
tion, while  the  second  part  consisted  of  detailed  case 
records,  the  total  number  of  which  submitted  was 
not  so  large,  probably  because  of  the  exacting  crit- 
eria required. 

Perms  Defined:  To  obtain  comparable  data  it 

was  necessary  to  define  a number  of  terms.  In- 
tentional termination  of  pneumothorax  was  assumed 
when  refills  had  been  allowed  to  relapse.  Ter- 
mination was  considered  unintentional  when  oblit- 
erative adhesions  had  encroached  on  the  pleural 
cavity.  The  term  pneumothorax  treatment  re- 
quired that  there  must  be  a demonstrable  pleural  sac 
and  the  patient  must  have  received  at  least  100  c.c. 
of  air  or  gas  at  regular  intervals  over  a period  of  at 
least  three  months. 

Very  important,  not  only  for  this  study  but  for 
consideration  of  pneumothorax  in  general,  was  the 


effort  of  the  committee  to  define  precisely  what 
is  meant  by  effective  collapse.  Keeping  in  mind 
clinical,  roentgenographic  and  laboratory  criteria, 
the  committee  decided  that  the  following  three  con- 
ditions should  be  met,  or  at  least  two  of  them,  when 
the  third  was  doubtful  or  not  stated: 

1 . Disappearance  of  symptoms. 

2.  Disappearance  of  bacillary  sputum. 

3.  Demonstrable  closure  of  cavities,  especially 
rbentgenographicallv. 

Statistical  Data:  The  incidence  of  pneumo- 

thorax reported  by  the  sanatoria  varied  from  1 per 
cent  to  34  per  cent  with  an  average  of  approxi- 
mately 10  per  cent..  Twice  as  many  females  as 
males  received  pneumothorax  treatment  and  by 
far  the  largest  number  was  between  the  ages  of  20 
and  35 — an  age  distribution  corresponding  to  the 
age-period  of  greatest  frequency  of  pulmonary  tu- 
berculosis. 

Approximately  40  per  cent  of  the  cases  which 
received  pneumothorax  treatment,  showed  consid- 
erable cavitation,  that  is,  destruction  involving  the 
collapsed  or  “treated”  lung,  and  25  per  cent  mod- 
erate cavitation,  making  a total  of  about  two-thirds 
having  more  or  less  marked  pulmonary  destruction 
prior  to  beginning  pneumothorax  therapy. 

The  contralateral  lung  appears  to  have  been  es- 
sentially uninvolved  in  about  one-third  of  the  cases 
studied;  slight  lesions  were  recorded  in  a little  over 
one-third;  and  moderate  ones  in  a smaller  group. 
Very  few  cases  with  contralateral  cavitation  were 
recorded. 

Effective  collapse  was  obtained  or  maintained 
in  38  per  cent  of  the  cases.  In  nearly  two-thirds 
of  the  series  it  was  necessary  to  discontinue  treat- 
ment prematurely,  most  frequently  because  of  the 
development  of  pleural  complications.  Two  factors, 
small  proportion  of  cases  susceptible  to  effective  col- 
lapse, and  forced  and  premature  discontinuance  of 
collapse,  appear  to  limit  most  seriously  the  success 
of  pneumothorax  therapy. 

General  Conclusions:  Effectiveness  of  collapse 

of  the  diseased  areas  is  the  greatest  single  factor  in 
obtaining  successful  results,  whether  immediate  or 
more  remote.  It  seems  obvious  that  valuable  time 
is  often  lost  in  continuing  over  a long  period  a poor 
pneumothorax  when  other  and  more  promising 
measures  are  available,  or  when  the  patient  is  ob- 
viously deriving  no  benefit  from  the  procedure. 

The  data  furnished  no  substantial  support  for 
tlie  common  impression  that  patients  under  twenty 
years  of  age  respond  poorly  to  collapse  therapy.  In 
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fact,  measured  by  immediate  results  and  effective- 
ness of  collapse  those  under  thirty-five  fare  better 
than  those  over  that  age.  Wider  use  of  pneumo- 
thorax in  the  group  under  twenty  seems  indicated. 

The  later  results,  in  general,  assessed  one  to  fif- 
teen years  after  termination  of  pneumothorax  treat- 
ment, appear  distinctly  gratifying.  Although  a con- 
siderable number  of  patients  could  not  be  traced, 
over  70  per  cent  of  those  followed  were  still  living 
and  of  these  three-quarters  were  able  to  work. 
Thus,  with  due  consideration  of  its  very  consider- 
able limitations,  artificial  pneumothorax  appears  to 
be  undeniably  one  of  our  most  valuable  therapeutic 
measures  in  the  treatment  of  pulmonary  tuberculo- 
sis. We  may  further  add  that  from  this  study  its 
discontinuance  seems  warranted  in  many  cases  after 
a reasonably  adequate  period  of  effective  treatment, 
which  cannot  be  too  dogmatically  predicted. 

A Survey  of  Artificial  Pneumothorax  in  Rep- 
resentative American  Tuberculosis  Sanatoria , 1915 
-1930,  Peters,  Pope,  Morriss,  Packard  and  Miller , 
Am.  Rev.  of  Tuber.,  Jan.  1935. 


HOSPITAL  NEEDS 

Thirty-one  million  persons  in  the  United  States 
live  in  areas  which  are  seriously  deficient  in  hos- 
pital and  health  services  according  to  a nation-wide 
study  made  by  Alden  B.  Mills,  managing  editor  of 
The  Modern  Hospital  and  formerly  executive 
secretary  of  the  Committee  on  the  Costs  of  Medical 
Care.  The  results  of  the  study  were  published  in 
the  March  issue  of  The  Modern  Hospital. 

The  Mills  study  continues  one  made  last  year  by 
Michael  M.  Davis  of  the  Rosenwald  Fund,  which 
revealed  that  about  1,300  of  the  3,073  counties  in 
the  United  States  have  no  general  hospitals  at  all. 

The  new  survey  points  out  that  some  counties 
do  not  need  general  hospitals  since  they  are  or  can 
be  served  by  hospitals  in  adjacent  counties  if  the 
distance  is  not  greater  than  fifty  miles.  Conse- 
quently in  this  study  the  United  States  is  divided 
into  areas  with  approximately  fifty-mile  radiuses. 

After  careful  study  of  all  factors  involved  it  was 
decided  that  rural  populations  require  a minimum 
of  two  hospital  beds  per  thousand  population,  al- 
though the  study  does  not  recommend  or  consider 
practical  the  building  of  general  hospitals  of  less 
than  twenty-five  beds.  For  areas  not  requiring  at 
least  twenty-five-bed  general  hospitals,  it  is  sug- 
gested that  “cottage  hospitals”  or  central  medical 


service  offices  be  established.  This  study  also  covers 
the  distribution  of  physicians  in  the  United  States. 

The  study  shows  that  there  are  31,000,000 
people  and  29,000  physicians  in  areas  that  contain 
less  than  two  hospital  beds  per  thousand  popula- 
tion and  are  more  than  fifty  miles  from  a hospital 
center;  there  are  1,117,915  persons  and  896  phy- 
sicians in  areas  that  have  less  than  one-fourth  of 
this  ratio  (0.5  hospital  beds  per  thousand  popula- 
tion); that  there  are  147  such  100-mile  areas  in 
the  United  States  which  have  fewer  than  two  hos- 
pital beds  per  thousand  population;  and  that  there 
is  an  actual  need  of  22,000  additional  hospital  beds 
if  these  147  areas  of  minimum  standards  are  to  be 
met. 

Individual  states  which  have  largest  needs  for 
additional  beds  are  Texas,  Alabama,  Tennessee, 
Georgia,  Mississippi,  Kentucky,  Missouri,  Louis- 
iana, Arkansas,  Oklahoma,  and  North  Carolina. 
Also  there  is  revealed  a serious  deficiency  of  hos- 
pital facilities  in  some  areas  in  western  Kansas, 
parts  of  Virginia,  South  Carolina,  Illinois,  Ohio, 
Indiana  and  Florida. 

No  large  area  deficient  in  hospital  service  exists 
in  the  New  England  states  according  to  this  survey. 

Dr.  W.  S.  Rankin  of  the  Duke  Endowment,  in 
an  article  in  the  same  issue  of  the  magazine,  says 
that  the  community  without  hospital  facilities  has 
ceased  to  attract  the  young,  well-prepared  physi- 
cian, or  that,  if  he  is  forced  to  locate  in  such  a 
rural  area,  he  stays  no  longer  than  necessary  to  en- 
able him  to  move  to  a community  providing  hos- 
pital facilities  and  congenial  professional  surround- 
ings. Herein  lies  the  principal  cause  of  the  relative 
scarcity  of  physicians  in  rural  communities,  in 
Doctor  Rankin’s  judgment. 

Both  writers  suggest  that  two  or  more  counties 
could  frequently  join,  officially  or  unofficially,  in 
furnishing  hospital  facilities  where  needed. 

It  is  pointed  out  by  Dr.  F.  C.  Middleton,  Sas- 
katchewan health  officer,  writing  in  the  same  issue, 
that  this  idea  has  been  used  successfully  in  the 
prairie  provinces  of  Canada.  There  counties  fre- 
quently join  in  building  and  equipping  “union  hos- 
pitals”, much  as  we  in  the  United  States  do  in 
building  union  high  schools.  The  counties  in 
Canada  either  assist  in  meeting  the  current  op- 
erating costs  of  the  hospitals  or  occasionally  meet 
them  in  full  and  make  no  charge  to  patients.  The 
province  also  pays  fifty  cents  per  patient  day  to 
hospitals  of  acceptable  standards. 
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INDUSTRIAL  INJURIES 

House  Bill  No.  160,  known  as  the  Workman’s  Compensation  Bill,  was  passed 
by  the  West  Virginia  legislature  on  March  10,  1935  and  will  become  effective  90 
days  from  passage.  This  bill  eliminates  the  old  provision  in  the  compensation  act 
which  legalized  the  inclusion  of  industrial  injuries  in  hospital  list  contracts.  In  the 
place  of  this  old  provision  was  included  the  following: 

“When  an  employee  is  entitled,  under  contract  connected  with 
his  employment  or  by  reason  of  a hospital  subscription  list,  to  medical, 
surgical,  dental  or  hospital  treatment,  all  injuries  sustained  in  the 
course  of,  resulting  from,  or  arising  out  of  his  employment  compensable 
under  the  provisions  of  this  charter,  shall  be  paid  for  from  the  com- 
pensation fund,  as  therein  provided.” 

We  have  already  heard  the  rumor  that  various  hospitals  have  been  approached 
by  coal  companies  of  southern  West  Virginia  and  have  been  requested  to  ignore  the 
above  provision  of  House  Bill  No.  160.  We  have  also  heard  it  said  that  the  above 
provision  is  ambiguous  and  subject  to  different  interpretations.  We  urge  our  doctors 
and  our  hospitals  not  to  be  misled  by  rumors  or  insinuations.  These  things  invariably 
turn  up  in  the  postmortems  of  the  losing  side.  The  medical  profession  won  this 
victory  after  a long,  hard  fight,  we  have  what  we  want  and  we  are  going  to  keep  it. 

It  is  natural  to  assume  that  a few  of  the  less  reliable  coal  companies  of  southern 
West  Virginia  will  endeavor  to  conspire  with  both  doctors  and  hospitals  in  an  attempt 
to  “beat”  the  new  law.  We  have  no  fear,  however,  that  either  our  doctors  or  our 
hospitals  will  enter  into  such  conspiracies.  If  they  do,  we  feel  perfectly  secure  in 
saying  that  the  association  will  take  speedy  court  action  without  fear  or  favor. 

As  to  the  ambiguity  of  the  above  provision,  we  have  heard  the  same  old  cry 
following  every  major  legislative  change.  We  heard  it  when  the  eighteenth  amend- 
ment was  adopted,  we  heard  it  when  the  county  unit  school  plan  was  adopted,  we  heard 
it  in  regard  to  the  income  tax,  we  heard  it  when  the  state  beer  law  was  adopted,  we 
hear  it  again  now.  We  can  assure  the  members  of  the  association  that  the  coal  people 
of  southern  West  Virginia  do  not  consider  the  above  language  ambiguous.  Their 
most  bitter  fight  against  the  compensation  bill  was  directed  at  this  particular  provision, 
which  they  proclaimed  would  exclude  industrial  injuries  from  hospital  list  contracts. 
And  that  is  exactly  what  it  does. 

So  far  as  we  are  concerned,  we  take  it  for  granted  that  our  members  without 
question  will  abide  by  the  new  law.  Hence  we  have  successfully  concluded  a long 
and  bitter  fight  that  has  been  waged  honestly  and  courageously  for  more  than  20 
years.  It  is  our  hope  that  the  scars  of  this  fight  will  soon  heal  and  that  our  meritorious 
victory  will  give  zest  and  strength  to  organized  medicine  in  this  state.  To  those 
who  worked  so  hard  to  bring  about  this  victory  we  extend  our  congratulations  and 
our  very  deep  appreciation. 


President 
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THE  WHEELING  MEETING 

Plans  for  the  sixty-eighth  annual  meeting 

of  the  association  at  Wheeling  next  May  6, 

7 and  8,  1935,  are  practically  completed  and 
a record  attendance  is  expected.  l)r.  Robert 
J.  Reed,  Jr.,  Wheeling,  chairman  of  the  local 
arrangements  committee,  has  reported  that 
everything  is  now  in  readiness  to  house  the 
various  sectional  and  general  meetings,  ses- 
sions of  the  Council  and  House  of  Delegates, 
and  for  the  clinical  sessions  to  be  held  in  the 
specialty  sections. 

All  four  sectional  meetings  will  be  held  on 
the  opening  day  of  the  convention  with 
clinics  at  the  Ohio  Valley  General  and 
Wheeling  hospitals.  The  West  Virginia 
Heart  Association  also  plans  to  meet  on  the 
first  morning  of  the  convention.  The  Council 
meets  on  the  morning  of  May  6 and  the 
House  of  Delegates  will  convene  on  the 
same  evening.  The  final  meeting  of  the 
House  of  Delegates  and  the  election  of  offi- 
cers will  be  held  on  the  evening  of  May  7, 
following  the  president’s  address. 

The  first  general  meeting  will  start  on  the 
morning  of  May  7,  and  the  general  sessions 
will  continue  each  morning  and  afternoon 
until  Wednesday  evening,  May  8,  when  the 
convention  will  close  with  the  annual  ban- 
quet and  dance.  Dr.  Morris  Fishbein,  editor 
of  the  Journal  of  the  American  Medical 
Association , will  be  the  banquet  speaker  and 
Dr.  Robert  J.  Reed,  Jr.,  will  be  toastmaster. 

Social  features  of  the  convention  include 
the  annual  golf  tournament,  an  informal  get- 


together  and  dance  at  the  Wheeling  Country 
Club  on  the  evening  of  May  6,  open  house 
at  the  homes  of  the  Wheeling  doctors  on  the 
evening  of  May  7,  and  the  convention  ban- 
quet and  dance  on  the  evening  of  May  8. 
It  is  understood  that  a number  of  luncheons 
and  dinners  are  being  planned  by  different 
alumni  associations  and  by  groups  affiliated 
with  various  national  honorary  societies. 

The  complete  scientific  program  for  the 
general  and  sectional  meetings  will  be  pub- 
lished in  the  May  Journal,  together  with 
all  information  relative  to  the  convention. 
Convention  headquarters  will  be  established 
at  the  Mcl.ure  Hotel  where  all  general 
meetings  will  be  held.  Members  who  expect 
to  attend  the  W heeling  meeting  are  urged  to 
secure  hotel  reservations  at  once. 


DO  YE  LIKEWISE 

At  its  regular  March  meeting  the  Cabell 
County  Medical  Society  without  a dissenting 
voice  passed  a resolution  condemning  health 
insurance  conducted  by  government,  national, 
state  or  local,  and  authorized  the  Committee 
on  Public  Policy  and  Legislation  to  com- 
municate this  decision  to  the  senators  and  rep- 
resentatives in  the  federal  Congress,  writh  the 
request  that  they  oppose  any  effort  to  enact 
such  legislation. 

We  commend  this  action  of  the  Cabell 
county  society  to  all  our  local  societies  and 
urge  each  of  them  to  pass  similar  resolutions 
and  communicate  with  senators  and  congress- 
men urging  their  opposition  to  compulsory 
governmental  health  insurance.  The  men  in 
Washington  always  pay  attention  to  voices 
from  back  home,  especially  if  the  voices  are 
numerous.  State  medicine,  lurking  under  the 
euphemism  of  health  insurance,  is  no  idle 
threat,  but  is  only  a stone’s  throw  in  the 
future  unless  we  stand  together.  We  must 
fight  and  fight  hard.  WTe  can  win,  but  the 
fight  will  be  fierce  and  probably  protracted. 
Not  only  do  we  urge  action  by  organizations, 
but  action  by  individual  doctors.  Every  phy- 
sician in  W* * * 7est  Virginia,  yea,  in  every  state, 
should  sit  down  and  write  a personal  letter  to 
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his  representative  and  to  both  his  senators  de- 
nouncing governmental  health  insurance  and 
giving  reasons  why  it  will  be  detrimental  to 
both  the  body  politic  and  the  medical  pro- 
fession. 

Again  we  say  amen  to  the  resolution  of 
our  brethren  of  Cabell.  And  to  all  our 
brethren  throughout  the  state  we  say — Go 
Ye  and  Do  Likewise! 


DIAGNOSIS  CAMPAIGN 

Under  the  slogan  “Fight  Tuberculosis 
With  Modern  Weapons”  the  West  Virginia 
Tuberculosis  and  Health  Association  and  its 
affiliated  county  organizations  will  concen- 
trate their  educational  efforts  during  1935  on 
informing  the  public  of  the  newer  methods 
of  treating  tuberculosis.  The  campaign  is 
planned  by  the  National  Tuberculosis  Asso- 
ciation and  will  be  promoted  by  the  state  and 
local  tuberculosis  associations  throughout  the 
United  States.  The  program  starts  April 
1st  with  radio  announcements,  magazine 
articles,  newspaper  publicity  and  addresses 
before  all  kinds  of  organized  groups. 

Such  great  advances  have  been  made  in 
methods  of  diagnosis,  sanatorium  treatment 
and  rehabilitation  that  the  sponsors  of  the 
campaign  believe  the  public  should  know 
more  definitely  about  these  gains  in  the 
organized  fight  against  tuberculosis,  which 
still  causes  more  deaths  between  the  ages  of 
1 5 and  45  years  than  any  other  disease.  The 
sponsors  feel  that  such  knowledge  will  do 
much  to  inspire  hope  and  to  remove  the  un- 
necessary fear  that  keeps  many  from  seeking- 
medical  aid  while  the  disease  is  still  in  an 
early  and  more  easily  curable  stage. 

One  of  the  functions  claimed  for  the  organ- 
ized anti-tuberculosis  campaign  is  an  obliga- 
tion to  present  to  the  public  clearly  the  true 
and  modern  facts  regarding  prevention  and 
methods  of  treatment.  The  organization 
recognizes  that  an  appreciation  of  scientific 
medicine  is  one  of  the  major  objectives  of 
health  education  and  believes  that  the  modern 
treatment  of  tuberculosis  inspires  a respect 


for  scientific  medicine  and  prompts  a person 
who  may  be  worrying  about  his  health  to  go 
to  a responsible  physician  for  advice  rather 
than  to  some  cult  or  to  a drug  store. 

The  slogan,  the  posters  and  the  literature 
this  year  provide  an  opportunity  for  every 
county  tuberculosis  association  and  committee 
to  participate  in  building  their  program 
around  a variety  of  projects  to  fit  local  needs. 
The  literature  is  planned  so  that  each  pamph- 
let can  be  made  the  project  of  a separate  cam- 
paign. That  permits  the  health  education 
effort  to  be  spread  out  over  the  spring  and 
summer  months.  Publicity  and  supplemen- 
tary material  for  addresses  on  each  theme 
will  be  supplied  each  month  by  the  national 
and  state  associations. 

It  is  reported  by  the  state  association  that 
over  75  per  cent  of  its  affiliated  county  organ- 
izations have  already  agreed  to  participate  in 
this  campaign  and  to  help  finance  it.  It  is 
expected  that  special  activities  w'ill  be  carried 
on  in  the  counties  to  be  visited  by  the  field 
clinic  service  administered  by  the  state  asso- 
ciation. 

The  county  medical  societies  and  their 
women’s  auxiliaries  are  invited  to  cooperate 
with  the  state  and  local  tuberculosis  associa- 
tions who  will  arrange  for  speakers  and 
literature  on  request. 


A DESERVING  MAGAZINE 

The  Annals  of  Medical  History  is,  by  the 
admission  of  its  editor,  in  financial  straits  and 
is  faced  with  the  possibility  of  having  to  sus- 
pend publication.  From  a literary  standpoint 
this  periodical  is  both  unique  and  outstand- 
ing, and  its  format  is  most  attractive.  Since 
the  Annals  carries  no  advertising  matter,  it 
is  dependent  entirely  upon  its  subscription 
list  for  financial  support.  A magazine  of  such 
worth  and  beauty  deserves  sufficient  sup- 
port from  the  profession  to  enable  it  to  carry 
on.  In  these  days  of  depression  when  “med- 
ical economics”  usurps  almost  as  much  space 
and  printers’  ink  as  does  medical  science,  a 
publication  devoted  entirely  to  the  historical, 
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literary  and  aesthetic  aspects  of  medicine  is 
truly  the  soul-restful  “shadow  of  a great  rock 
in  a weary  land”  of  medical  journalism.  The 
Annals , which  might  well  be  described  as  the 
cultural  magazine  of  our  profession,  is  a 
journal  of  which  not  only  American  physi- 
cians should  be  justly  proud,  but,  for  that 
matter,  those  of  the  entire  English  speaking 
world. 

We  would  suggest  to  those  of  our  readers 
who  can  afford  it  that  they  subscribe  for  the 
Annals.  While  obviously  many  physicians 
cannot  do  so,  it  is  certainly  possible  for  county 
societies  to  subscribe  as  a society.  We  dare 
say  that  one  subscription  from  each  county 
society  in  the  United  States  would  solve  all 
Dr.  Packard’s  financial  difficulties. 


OPTICAL  RETAIL  CODE 

A letter  addressed  “To  Oculists  and  Phy- 
sicians Dispensing  Ophthalmic  Products”  has 
recently  been  sent  out  by  the  Optical  Retail 
Trade  Code  Authority,  7 East  Forty-fourth 
Street,  New  York,  N.  Y.  The  letter  alleges 
that  “physicians  selling  glasses  or  servicing 
prescriptions”  come  fully  within  the  scope  of 
the  optical  retail  code.  The  letter  has  been 
accompanied  or  followed  by  a demand  by  the 
Optical  Retail  Trade  Code  Authority  that 
the  physician  to  whom  it  is  addressed  fill  out 
a questionnaire  relative  to  the  nature  and  ex- 
tent of  the  physician’s  optical  business  and  pay 
assessments  amounting  to  $3.00  for  each  em- 
ployee in  his  service.  The  assessment  is  for 
the  support  of  the  Optical  Retail  Trade  Code 
Authority,  a trade  organization. 

The  Optical  Retail  Trade  Code  Authority, 
by  which  these  demands  have  been  made,  is 
organized  under  the  National  Industrial  Re- 
covery Act.  The  National  Industrial  Re- 
covery Act  does  not  purport  in  any  way  to 
regulate  or  control  the  practice  of  medicine. 
It  specifically  relates  to  “industry”  and 
“trade”  and  to  industrial  and  trade  associa- 
tions or  groups.  It  relates  only  to  transac- 
tions in  or  affecting  interstate  or  foreign  com- 


merce. Under  no  provision  of  the  act  can  a 
physician  who  confines  his  work  to  rendering 
professional  medical  services  be  subjected  to 
any  provision  of  the  code  or  to  any  assessment 
under  the  code. 

A person  who  on  his  own  account  com- 
mercially buys  and  sells  eye  glasses  and 
spectacles  and  makes  a commercial  profit  on 
the  transaction  is  presumably  within  the  pur- 
view of  the  optical  retail  trade  code,  even 
though  he  happens  to  be  a physician.  It  is 
believed,  however,  that  a physician  who  buys 
and  sells  eye  glasses  and  spectacles  only  as 
the  agent  of  patients  for  whom  he  prescribes 
them  and  without  making  any  commercial 
profit  on  the  transaction  is  not  within  the 
terms  of  that  code.  The  fact  that  a physician 
charges  for  his  professional  services  in  pre- 
scribing and  fitting  glasses  and  spectacles  does 
not  alter  the  situation. 

The  American  Medical  Association  has 
protested  against  the  attempt  of  the  Optical 
Retail  Trade  Code  Authority  to  bring  physi- 
cians as  such  within  the  scope  of  the  code  that 
it  administers.  Pending  the  adjustment  of 
those  protests,  physicians  who  are  engaged  in 
strictly  professional  work  are  advised  to  re- 
frain from  answering  the  questionnaire  that 
the  Optical  Retail  Trade  Code  Authority  has 
sent  to  them  and  to  refrain  from  paying  the 
attempted  assessment  for  the  support  of  that 
code  authority.  The  outcome  of  the  protest 
will  be  promptly  reported  in  their  Journal. 


DUES  ARE  DELINQUENT 

On  and  after  April  1,  1935,  all  members 
whose  dues  are  not  paid  for  the  current  year 
will  be  placed  on  the  association’s  delinquent 
list  and  their  names  removed  from  the 
Journal  and  association  mailing  list.  In 
view  of  this,  all  unpaid  members  should  send 
in  their  checks  to  their  county  secretaries  at 
once.  Also  all  county  secretaries  who  have 
not  yet  reported  the  1935  dues  of  their  mem- 
bers to  the  association  should  send  in  such  re- 
ports immediately. 
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COUNTY  SOCIETY  NEWS 


OHIO  COUNTY 

Dr.  J.  W.  Lindsay  of  Washington,  D.  C.,  was 
the  guest  speaker  at  the  meeting  of  the  Ohio  County 
Medical  Society,  which  was  held  on  March  15  at 
the  Ohio  Valley  General  Hospital,  Wheeling.  His 
subject  was  “The  Clinical  Equation  in  the  Study  of 
Tumors,”  which  was  presented  in  a most  inter- 
esting and  instructive  way  and  discussion  was 
opened  by  Dr.  H.  G.  Little,  Dr.  W.  T.  McClure 
and  Dr.  W.  M.  Sheppe. 

Russell  C.  Bond,  Secretary. 


MARSHALL  COUNTY 
The  scientific  program  of  the  Marshall  County 
Medical  Society  at  its  February  meeting  was  pre- 
sented by  Dr.  Howard  G.  Weiler  of  Wheeling. 
Dr.  Weller’s  subject  was  “The  Prevention  of  De- 
formity Following  Infantile  Paralysis.”  In  devel- 
oping his  subject,  Dr.  Weiler  discussed  infantile 
paralysis  in  its  acute  and  chronic  stages  and  the 
treatment  required  during  these  stages  of  the  dis- 
ease. This  paper  was  very  interesting  and  instruc- 
tive and  was  followed  by  a general  discussion. 

J.  A.  Striebich,  Secretary. 


PARKERSBURG  ACADEMY 

A meeting  of  the  Parkersburg  Academy  of 
Medicine  was  held  on  March  7 at  the  Chancellor 
Hotel.  Physicians  from  surrounding  county  med- 
ical societies  were  invited  to  be  present  and  the 
total  attendance  was  in  excess  of  175  physicians. 

Dr.  John  A.  Kolmer,  former  Professor  of  Medi- 
cine at  Temple  University,  former  Professor  of 
Pathology,  University  of  Pennsylvania  and  present 
head  of  the  Dermatological  Research  Laboratory  of 
Philadelphia  presented  the  scientific  program.  The 
subject  of  his  address  was  “The  Role  of  Vaccines 
in  the  Treatment  of  Diseases.”  This  address  was 
exceedingly  interesting  both  to  physicians  and  lay- 
men who  were  present.  Dr.  Kolmer  discussed  in 
detail  the  new  serum  treatment  of  acute  anterior 
poliomyelitis  which  he  has  recently  perfected. 

The  discussion  which  followed  was  opened  by 
Dr.  Oscar  Biern  of  Huntington  and  Dr.  A.  L. 
( Jsterman  of  Wheeling. 

Following  the  meeting  a bullet  supper  was 
served. 

Welch  England,  Secretary. 


KANAWHA  COUNTY 
The  March  19th  meeting  of  the  Kanawha  Med- 
ical Society  was  held  at  the  Daniel  Boone  Hotel 
in  Charleston.  The  scientific  program  was  pre- 
sented by  Dr.  J.  M.  Hutcheson  of  Richmond,  Vir- 
ginia, who  addressed  the  group  on  “Atypical  Fea- 
tures of  Coronary  Occlusion.”  The  discussion 
which  followed  was  opened  by  Dr.  Paul  Rever- 
comb  and  Dr.  R.  D.  Roller.  Dr.  Hutcheson’s  paper 
was  well  presented  and  was  of  great  interest  to  the 
society.  The  Fayette  County  Medical  Society, 
many  of  whose  members  were  in  attendance,  was 
invited  to  hear  Dr.  Hutcheson  who  is  a member  of 
the  faculty  of  the  Medical  College  of  Virginia  and 
is  rated  as  a splendid  speaker. 

P.  A.  Tuckwiller,  Secretary. 


FAYETTE  COUNTY 
The  regular  monthly  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  the  Physical 
Education  Building  of  New  River  State  College  on 
March  12.  An  address  of  welcome  was  given  by 
E.  S.  Maclin,  president  of  New  River  State  College, 
after  which  Dr.  George  Fordham,  president,  intro- 
duced the  speaker  of  the  evening,  Dr.  R.  R.  Sayers, 
medical  officer  in  charge,  Industrial  Hygiene  and 
Sanitation,  United  States  Department  of  Public 
Health,  Washington,  I).  C.  Dr.  Sayers’  subject 
was  “Carbon  Monoxide  Poisoning.”  Dr.  R.  S. 
Peck  of  Cannelton  led  the  discussion  which  was 
participated  in  by  most  of  the  members  present. 

Ralph  Hogshead,  Secretary. 


CABELL  COUNTY 

At  the  meeting  of  the  Cabell  County  Medical 
Society  held  on  March  14,  the  Committee  on 
Public  Policy  and  Legislation  presented  a full  re- 
port on  their  recent  investigation  of  health  insur- 
ance. Two  detailed  plans  were  outlined  to  the 
society,  both  designed  to  be  operated  through  the 
society. 

The  scientific  program  was  presented  by  Dr. 
Karl  G.  /.wick  and  Dr.  Samuel  L.  Bauer,  both  of 
Cincinnati,  Ohio.  The  former  addressed  the  group 
on  “Past  and  Present  Concepts  of  Eczema  and  its 
Treatment.”  The  latter  followed  with  a discourse 
on  “Eczema  in  Children.”  Both  subjects  were  of 
much  interest  to  the  society  and  were  followed  by 
lively  discussions. 

Edwin  Matthews,  Secretary. 


- f prily  1 935 


The  West  Virginia  Medical  Journal 


189 


HARRISON  COUNTY 

The  regular  meeting  of  the  Harrison  County 
Medical  Society  was  held  on  March  7,  at  the  Stone- 
wall Jackson  Hotel,  Clarksburg,  Dr.  \I.  L.  Bonar, 
Charleston,  presented  the  scientific  program.  His 
subject  was  the  “The  Treatment  of  Syphilis.”  I his 
was  an  interesting  and  instructive  paper  and  was 
followed  by  a general  discussion. 

During  the  business  session  Dr.  C.  N.  Slater, 
Dr.  C.  C.  Jarvis  and  Dr.  F.  V.  Langfitt  were 
appointed  members  of  an  advisory  board  to  the 
Woman’s  Auxiliary. 

The  following  committee  report  was  adopted  by 
the  society: 

“To  the  resolutions,  pertaining  to  the  inclusion 
of  industrial  injuries  in  hospital  contracts,  adopted 
by  the  Council  of  the  W.  Va.  State  Medical  Asso- 
ciation, January  17  last,  the  Harrison  County  Med- 
ical Society  wishes  to  register  the  following  reac- 
tions: Hearty  approval  of  the  stand  the  Council 

took  on  the  ethics  of  such  contracts  and  the  demand 
that  the  Workmen’s  Compensation  Department  be 
responsible  for  industrial  injuries.  Regret  that  the 
Council  has  not  seen  fit  to  deal  more  comprehen- 
sively with  the  entire  subject  of  contract  practice. 

“Respectful,  but  vigorous  disapproval  of  the 
Council’s  effort  to  coerce  the  county  societies  in  a 
manner,  i.  e.,  the  qualifications  of  their  members, 
which  has  been  and  should  continue  to  be  entirely 
under  the  control  of  each  county  society.”  Signed 
(Committee)  H.  E.  Sloan,  A.  T.  Kemper,  B.  S. 
Brake. 

There  being  no  further  business  the  meeting  ad- 
journed. 

Creed  C.  Greer,  Secretary. 


MONONGALIA  COUNTY 

The  Monongalia  County  Medical  Society  held 
its  regular  monthly  meeting  on  March  5,  at  the 
Hotel  Morgan  where  dinner  was  served  at  six 
o’clock. 

The  scientific  program  was  presented  by  Dr. 
Edwin  J.  Stedem  of  Columbus,  Ohio.  Dr.  Stedem’s 
subject  was  “The  Hormonal  Side  of  Uterine  Bleed- 
ing.” This  address  was  very  interesting  and  en- 
lightening and  was  well  illustrated  by  lantern 
slides.  A general  discussion  followed  the  talk. 

Ralph  Maxwell,  Secretary. 


McDowell  county 

The  regular  meeting  of  the  McDowell  County 
Medical  Society  was  held  in  the  Community  Room 
of  the  Appalachian  Electric  Power  Company  on 
March  13,  at  8:00  p.  m.  In  the  absence  of  the 
president,  the  meeting  was  called  to  order  by  Dr. 
E.  E.  Vermillion,  vice  president. 

The  scientific  program  was  presented  by  Dr.  J. 
K.  Cooper  of  Premier  and  Dr.  H.  A.  Swart  of 
Welch.  The  former  read  a paper  on  “The  Newer 
Treatment  of  Measles”  which  was  followed  by  Dr. 
Swart’s  paper  entitled  “Osteochrondritis  Desicans 
and  Related  Disorders.”  Both  papers  were  well 
presented  and  discussed  freely  by  members  present. 

A resolution  was  made  by  Dr.  Wetherby  that 
the  McDowell  County  Medical  Society  go  on 
record  as  favoring  the  action  of  the  McDowell 
county  court  in  securing  a full  time  county  health 
officer.  ’Ellis  was  seconded  by  Dr.  J.  C.  Killey 
and  unanimously  carried. 

Dr.  Dent  made  a motion  that  the  McDowell 
County  Medical  Society  go  on  record  as  being  op- 
posed to  corporation  practice  of  medicine,  and,  fur- 
ther that  the  president  appoint  a committee  of  three 
to  see  that  offending  companies  be  informed  of 
the  will  of  the  society. 


DR.  L.  W.  TALBOTT 

Dr.  L.  W.  Talbott,  aged  78  years,  died  on 
March  1 7,  at  his  home  in  Elkins.  Although  in  ill 
health  for  the  past  few  years  his  condition  did  not 
become  serious  until  a month  ago  since  which  time 
he  had  been  gradually  growing  weaker. 

Probably  no  other  physician  in  Randolph  county 
is  better  known  than  Dr.  Talbott.  His  records 
show'  that  he  had  presided  at  the  birth  of  more 
than  5,000  babies. 

Dr.  Talbott  w-as  born  in  Barbour  county  on 
November  5,  1855.  He  w'as  educated  in  the 
public  schools  and  West  Virginia  College  at  Flem- 
ington,  and  Jefferson  Medical  College.  He  grad- 
uated in  medicine  at  the  University  of  Maryland 
in  1883  and  took  postgraduate  w'ork  in  New  York 
City. 

Dr.  Talbott  w'as  an  honorary  member  of  the 
West  Virginia  State  Medical  Association,  a member 
of  the  Tri-County  Medical  Society  and  the  Amer- 
ican Medical  Association. 

Funeral  services  were  held  on  March  19. 
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WOMAN’S  AUXILIARY 


KANAWHA  COUNTY 

The  Kanawha  Medical  Society  Auxiliary  met 
on  March  12  at  the  Charleston  Woman’s  Club. 
The  meeting  which  was  in  the  form  of  a luncheon 
was  presided  over  by  Mrs.  O.  H.  Bobbitt,  president. 

Mrs.  Hugh  Thompson  reviewed  the  book  “The 
Mansion”  by  Henry  Van  Dvke.  This  was  followed 
by  a review  of  the  magazine  “ Hygeia ” by  Mrs. 
Walton  S.  Shepherd. 

A report  of  the  executive  committee  was  heard 
after  which  the  following  were  appointed  as  a 
nominating  committee: 

Mrs.  B.  S.  Preston,  chairman;  Mrs.  Randolph 
L.  Anderson,  Mrs.  J.  U.  Rohr,  Mrs.  Ray  Kessel, 
Mrs.  T.  E.  Rucker. 

A report  of  the  chairman  of  the  Disaster  Com- 
mittee was  heard  and  the  meeting  was  adjourned 
until  April  9th. 

Mrs.  J.  E.  Rucker, 
Corresponding  Secretary. 


HARRISON  COUNTY 

The  Harrison  County  Medical  Society  Auxil- 
iary met  at  the  Stonewall  Jackson  Hotel  for  their 
March  meeting.  Mrs.  R.  S.  Coffindaffer,  presi- 
dent, presided  over  the  meeting. 

Mrs.  Hattie  Hill,  Kappa  Sigma  Pi,  addressed  the 
group  on  “The  Building  of  Better  Boyhood.”  This 
subject  was  received  with  much  interest  and  appre- 
ciation on  the  part  of  the  Auxiliary. 

Mrs.  H.  H.  Esker,  News  Reporter. 


PARKERSBURG  ACADEMY 

The  Auxiliary  to  the  Parkersburg  Academy  of 
Medicine  met  on  March  12  at  the  home  of  Mrs. 
W.  B.  Richardson  for  luncheon.  Mrs.  E.  C.  Hart- 
man, president,  presided  over  the  meeting. 

Mrs.  A.  I).  Knott  was  appointed  chairman  of 
the  nominating  committee  and  it  was  decided  to 
hold  election  of  officers  at  the  April  meeting.  Mrs. 
E.  W.  Crooks  was  appointed  to  make  a poster  of 
articles  made  by  the  Auxiliary  for  the  hospitals  in 
Parkersburg  to  he  exhibited  at  the  state  meeting. 

Mary  Nicholson, 

Corresponding  Secretary. 


MARION  COUNTY 

The  Auxiliary  to  the  Marion  County  Medical 
Society  met  on  February  26,  at  the  Fairfax  Tea 
Room.  Mrs.  Amos  H.  Stevens,  president,  pre- 
sided over  the  sixteen  members  present. 

Mrs.  Phillip  Johnson  spoke  to  those  present  on 
“The  First  Twelve  Years  of  the  Auxiliary.”  This 
address  was  of  much  interest  to  the  members  and 
was  followed  by  “Life  in  Sumatra”,  a travel  talk 
presented  by  the  guest  speaker,  Mrs.  Tohn  Paul 
Jones. 

During  the  business  session  the  Hxgeia  chairman 
reported  several  new  subscriptions  and  the  presi- 
dent, Mrs.  Stevens,  reported  that  telegrams  had 
been  sent  to  state  representatives  during  the  recent 
legislative  session. 

Beatrice  G.  Thomas,  Secretary. 


McDowell  county 

The  Auxiliary  to  the  McDowell  County  Med- 
ical Society  met  on  March  13  at  the  Appalachian 
Community  Room  with  Mrs.  G.  L.  Straub,  presi- 
dent, presiding. 

After  transacting  the  regular  business  of  the 
Auxiliary,  the  following  officers  were  elected  to 
serve  for  one  year  commencing  May  1,  1935: 

President,  Mrs.  W.  E.  Dickerson,  Welch; 
president-elect,  Mrs.  j.  H.  Anderson,  Hemphill; 
first  vice-president,  Mrs.  C.  W.  Vick,  Tenkinjones; 
second  vice-president,  Mrs.  W.  P.  Beane,  Kev- 
stone;  third  vice-president,  Mrs.  W.  L.  Peck,  Coal- 
wood;  treasurer,  Mrs.  J.  E.  Davis,  Welch;  secre- 
tary, Mrs.  N.  F.  Coulon,  Gary. 

Mrs.  N F.  Coulon,  Secretary. 


international  congress 

The  Seventh  International  Congress  on  Indus- 
trial Accidents  and  Diseases  will  be  held  at  Brus- 
sels, Belgium,  from  July  22  to  27,  1935.  The 
American  Committee  of  the  Congress  is  under  the 
chairmanship  of  Dr.  Fred  H.  Albce,  New  York, 
for  the  Section  on  Accidents  and  that  of  Dr.  Emery 
R.  Hayhurst,  Columbus,  O.,  for  industrial  diseases. 

Ehc  American  delegation  to  the  Congress  will 
sail  from  New  York  and  visit  London,  Amsterdam, 
The  Hague  and  Paris  and,  optionally  Budapest. 
Physicians  interested  in  the  Congress  or  in  the  med- 
ical tour  in  conjunction  with  it  may  address  the 
secretary,  Dr.  Richard  Kovacs,  1100  Park  Ave., 
New  York. 
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NEW  LEGISLATION  OF  INTEREST  TO  THE 
HOSPITALS  AND  DOCTORS 


By  James  W.  Harris,  Jr. 

Executive  Secretary,  Hospital  Association  of  West  Virginia 


Whether  or  not  the  legislature,  in  the  regular 
session  of  1935,  enacted  laws  which  meet  with  the 
general  approval  of  the  medical  profession  and  the 
hospital  executives  of  the  state,  the  fact  remains 
that  numerous  new  acts  are  now  on  the  statute 
books  and  others  will  become  effective  between  the 
date  of  this  issue  and  July  1. 

An  attempt  is  herein  made  to  provide  a brief 
digest  of  the  new  enactments  of  major  import  to 
both  the  medical  profession  and  the  hospital  ex- 
ecutives in  order  that  all  who  read  this  summary 
may  have  at  least  a general  working  knowledge  of 
the  new  conditions  to  which  the  people  of  West 
Virginia  are  now  or  soon  will  be  subjected. 

Much  can  and  will  be  said  pro  and  con  as  to 
the  merits  of  the  new  laws  and  amendments  to 
those  previously  placed  an  the  statute  books,  but, 
by  and  large,  much  can  be  found  in  the  new  en- 
actments which  should  make  for  better  conditions 
generallv — and  the  medical  profession  and  the  hos- 
pitals can  claim  their  share  of  the  benefits. 

Let  us  begin  with  taxation — a subject  of  interest 
to  every  citizen  of  the  state.  We  find,  in  the  first 
place,  that  a net  tax  on  personal  income  now  re- 
places the  gross  income  tax.  While  this  may  prove 
more  costlv  to  those  in  the  higher  brackets,  ob- 
viously it  will  be  more  equitable.  Hospitals  and 
others  classed  in  the  general  revenue  bill  as  “service 
businesses”  received  no  relief  in  the  amendments  to 
the  statute  relating  to  business,  occupation  and  priv- 
ilege taxes.  On  the  other  hand,  despite  a threat  at 
one  time  that  such  might  be  the  case,  the  hospitals 
were  not  included  in  the  surtaxes  or  the  consumer’s 
sales  tax  imposed  in  the  general  revenue  bill.  In 
other  words,  while  hospitals  get  no  substantial  relief 
from  state  taxes,  they  have  not  been  subjected  to 
increases  as  have  some  other  tax-paying  groups. 

As  to  appropriations  of  public  monies  for  health 
service,  hospitalization  and  general  medical  atten- 
tion for  the  wards  of  the  state  and  the  indigent,  it 


is  difficult  at  this  time  to  ascertain  the  definite  status 
of  these  items  as  compared  with  previous  appropria- 
tions and  expenditures  for  such  service.  Much  will 
depend  upon  the  relationship  of  and  cooperation  as 
between  state  and  federal  agencies.  By  and  large, 
however,  increases  have  been  provided  in  the  state 
budget  for  such  items  as  care  of  crippled  children, 
attention  for  those  on  relief  rolls,  and  one  or  two 
other  items.  Until  the  extent  to  which  such  ap- 
propriations are  applied  in  conjunction  with  ex- 
pected similar  appropriations  by  the  federal  govern- 
ment, little  can  be  revealed  as  to  the  actual  reve- 
nues available  for  such  services. 

A problem  that  has  been  vexing  to  both  the  hos- 
pitals and  the  medical  profession  has  been  that  pro- 
vided by  many  financially  incompetent  people  who 
venture  upon  the  public  highways  or  drive  vehicles 
of  uncertain  mechanism  and  either  become  injured 
themselves  or  cause  serious  injury  and  frequently 
death  to  others,  and  then  become  the  private  charge 
of  either  the  hospital  or  the  physician,  or  both.  The 
legislature  has  taken  cognizance  of  this  situation  and 
has  enacted  measures  which  may  tend  to  alleviate 
the  difficult  condition  which  faces  both  the  hos- 
pitals and  the  doctors  in  numerous  contingencies. 
Heavy  penalties  are  provided  for  drunk  and  reck- 
less driving,  and  in  addition  a financial  responsibility 
law  has  been  enacted.  Together  with  these  two 
new  measures,  the  legislature  increased  the  appro- 
priation for  the  Department  of  Public  Safety  to  such 
an  extent  that  the  state  constabulary  may  have  a 
larger  and  more  permanent  road  patrol. 

Amendments  to  the  workmen’s  compensation 
law  were  made  to  provide  that  silicosis  shall  be  a 
compensable  sickness  and  provides  a special  fund 
for  silicosis  compensation  cases,  and  the  general 
compensation  law  was  liberalized  thereby.  The 
principal  change  in  the  compensation  law,  and  of 
special  interest  to  the  hospitals  and  members  of  the 
medical  profession  in  southern  West  Virginia,  was 
the  substitution  of  the  clause  that  medical,  surgical, 
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dental  or  hospital  treatment,  or  all  four  as  the  case 
may  be,  shall  be  paid  for  from  the  compensation 
fund  in  cases  where  an  employee  sustains  injury  in 
the  course  of  employment,  for  the  present  provi- 
sion that  “notwithstanding  anything  hereinbefore 
contained,  no  payment  shall  be  made  out  of  the 
workmen’s  compensation  fund  for  medical,  dental 
or  hospital  treatment  for  an  injured  employee,  if 
said  employee  be  entitled  under  contract  connected 
with  his  employment  or  by  reason  of  a subscription 
list  to  medical,  surgical,  dental  or  hospital  treat- 
ment without  further  charge  to  him.” 

Another  important  piece  of  legislation,  now  the 
law  of  the  state  is  the  “Uniform  Narcotics  Act,” 
which  brings  the  state  regulations  governing  the 
narcotics  and  drug  traffic  into  conformity  with  fed- 
eral regulations  and  those  of  states  which  have 
adopted  the  uniform  legislation. 


Workmen’s  C ompensation  Low:  Two  bills 

amending  and  liberalizing  the  Workmen’s  Com- 
pensation Law  were  passed  during  the  regular  ses- 
sion of  the  legislature. 

House  Bill  No.  160,  passed  March  9,  and  made 
effective  ninety  days  from  date  of  passage,  makes 
several  important  changes  in  the  law.  Of  major 
importance  to  hospitals  and  members  of  the  med- 
ical profession  are  the  following  new  provisions: 

In  subsection  (a)  of  Section  3,  Article  IV,  the 
compensation  commissioner  is  required  to  disburse 
and  pay  from  the  compensation  fund  such  sums  for 
medicine,  medical,  surgical,  dental,  hospital  treat- 
ment, crutches,  artificial  limbs  and  such  other  and 
additional  approved  mechanical  appliances  as  may 
be  reasonably  required,  not  however,  in  any  case 
to  exceed  the  sum  of  $800.  The  only  changes 
from  the  present  law  in  this  subsection  are  the  man- 
datory requirements  that*  crutches,  artificial  limbs 
and  such  other  and  additional  approved  mechanical 
appliances  as  may  reasonably  be  required  shall  be 
provided  for  the  injured  employee,  and  paid  for 
from  the  compensation  fund. 

Section  9,  Article  IV,  relating  to  rehabilitation 
of  the  injured  employee,  has  been  liberalized  by  the 
addition  of  provision  for  vocational  rehabilitation, 
as  well  as  physical  rehabilitation,  and  the  limit  to 
expenditures  from  the  compensation  fund  for  these 
purposes  has  been  set  at  $800,  whereas  the  present 


law  fixed  the  limit  (for  phvsical  rehabilitation  only) 
at  $600. 

Subsection  (c),  Article  IV,  has  been  amended 
to  require  that  “when  an  employee  is  entitled,  under 
contract  connected  with  his  employment  or  by  rea- 
son of  a hospital  subscription  list,  to  medical,  sur- 
gical, dental,  or  hospital  treatment,  for  injuries  sus- 
tained in  the  course  of  his  emplovment  compensable 
under  the  provisions  of  this  chapter,  (such  medical, 
surgical,  dental,  or  hospital  treatment)  shall  be  paid 
for  from  the  compensation  fund,  as  therein  pro- 
vided.” This  amendment  makes  it  mandatory 
that  the  employer,  through  his  payments  into  the 
compensation  fund,  bear  the  cost  of  medical,  sur- 
gical, dental  and  hospital  treatment  provided  for  an 
injured  employee,  rather  than  permit  the  hospital 
maintaining  a subscription  list  practice  to  absorb  the 
costs  of  medical,  surgical  and  hospital  treatment 
provided  for  compensable  injuries,  when  the  em- 
ployee is  a subscriber  to  the  list.  It  means,  pri- 
marily, that  the  list  does  not  include  hospitalization 
and  medical  and  surgical  treatment  for  compen- 
sable injuries.  When  the  new  law  goes  into  effect 
on  June  7th,  next,  the  hospital  receiving  and  caring 
for  an  employee  injured  in  the  course  of,  resulting 
from,  or  arising  out  of  his  employment,  shall  file 
with  the  compensation  commissioner  its  bill  for  hos- 
pitalization at  rates  prescribed  by  the  commissioner, 
and  the  physician  or  surgeon  attending  such  em- 
ployee shall  do  likewise. 

I'he  bill,  among  other  new  provisions,  sets  up  an 
appeal  board  of  three  persons  to  which  the  pro- 
tested decisions  of  the  compensation  commissioner 
may  be  appealed. 

House  Bill  No.  535,  passed  March  9,  and  made 
effective  ninety  days  from  date  of  passage,  is  a com- 
panion bill  to  House  Bill  No.  160,  and  provides  the 
necessary  appropriations  for  carrying  out  the  provi- 
sions of  the  latter. 

House  Bill  No.  331,  passed  March  8,  and  made 
effective  from  date  of  passage,  adds  a new  article 
to  the  amended  compensation  law,  and  provides 
that  silicosis  shall  be  made  a compensable  disease. 
This  act  sets  up  a “workmen’s  compensation  sili- 
cosis fund”  and  provides  for  its  administration.  Sub- 
section (d),  Section  2 of  the  new  article  provides 
that  the  disbursements  (for  medical  and  hospital 
treatment)  to  be  made  from  the  “workmen’s  com- 
pensation silicosis  fund”  shall  be  subject  to  the  same 
provisions  as  apply  to  the  administration  of  the  gen- 


Jpnl,  1935 


The  West  Virginia  Medical  Journal 


xix 


eral  workmen’s  compensation  fund.  In  other 
words,  the  new  provisions  of  House  Bill  No.  160, 
as  previously  outlined,  will  apply  in  the  hospitaliza- 
tion of,  or  medical  aid  provided  for  employees 
deemed  compensable  under  the  provisions  of  the 
article  dealing  with  silicosis — with  the  two  $800 
limits  remaining  applicable. 

Section  12  of  the  act  provides  that  there  shall 
be  a medical  board,  known  as  the  “silicosis  medical 
board,”  which  shall  consist  of  three  licensed  physi- 
cians, who  shall  be  appointed  by  the  commissioner, 
each  of  whom  must,  by  special  study  or  experience, 
have  acquired  special  knowledge  of  pulmonary  dis- 
eases. The  function  of  the  board  shall  be  to  deter- 
mine all  medical  questions  to  cases  of  compensation 
for  silicosis  under  the  direction  and  supervision  of 
the  commissioner. 


Reckless  Driving:  B\  enacting  Senate  Bill  No. 

216  and  House  Bill  No.  423,  the  legislature  took 
cognizance  of  the  increasing  number  of  hazards  on 
the  public  highways  and  provided  severe  penalties 
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A booklet  summarizing  the  impor- 
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describing  its  various  uses  will  be 
.ent  to  physicians  on  request. 

Hynson,  Westcott  & Dunning,  Inc. 
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for  those  who  create  the  major  portion  of  these 
hazards. 

Senate  Bill  No.  216,  passed  March  5,  and  made 
effective  from  passage,  is  popularly  known  as  the 
Financial  Responsibility  Law.  After  enumerating 
the  conditions  which  make  for  offenses  punishable 
under  the  law,  and  defining  such  offenses  as  reck- 
less driving,  the  act  provides  that  not  only  the 
learner’s  permit,  operator’s  license  or  chauffeur’s 
license  shall  be  suspended,  but  the  certificate  and 
registration  plates,  and  stipulates  that  such  sus- 
pensions shall  remain  in  force  and  effect,  and  no 
renewal  shall  be  effected  by  such  person  convicted 
of  any  of  the  offenses  enumerated  until  he  shall 
have  given  proof  of  his  ability  to  respond  in  dam- 
ages for  any  liability  thereafter  incurred.  In  other 
words,  after  an  individual  has  been  convicted  of 
reckless  driving  and  has  had  his  operator’s  priv- 
ileges suspended  and  his  license  tags  impounded  for 
a first  offense,  he  cannot  be  reinstated  as  an  oper- 
ator and  have  his  registration  plates  restored  to  him 
until  he  has,  by  the  several  methods  provided  in  the 
bill,  proved  to  the  satisfaction  of  the  road  commis- 
sioner that  he  is  financially  able  to  meet  any  con- 
tingency that  may  result  from  a second  similar  acci- 
dent, whether  it  be  caused  by  reckless  driving  or 
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otherwise.  The  principal  methods  of  proving  fi- 
nancial responsibility,  as  stipulated  in  the  bill,  are: 
(1)  liability  insurance;  (2)  surety  or  collateral 
bond.  In  either  event  the  proof  must  be  evident 
that  the  insurance  or  bond  is  sufficient  to  respond 
in  damages  for  any  liability  resulting  from  the  own- 
ership, maintenance,  use  or  operation  thereafter 
(after  the  first  offense)  of  a motor  vehicle,  for  (1) 
bodily  injury  to  or  death  of  any  one  person  in  the 
amount  of  at  least  $5,000;  (2)  at  least  $10,000 
for  bodily  injury  to  or  death  of  two  or  more  per- 
sons in  any  one  accident;  and  (3)  for  damages  to 
property  in  the  amount  of  at  least  $1,000  resulting 
from  any  one  accident. 

House  Bill  No.  423,  passed  March  8,  and  made 
effective  from  passage,  amended  the  then  prevail- 
ing statute  relating  to  driving  while  intoxicated,  by 
making  provision  for  the  impounding  of  the  vehicle 
driven  by  the  person  convicted  of  driving  while  in- 
toxicated or  under  the  influence  of  drugs  or  nar- 
cotics. The  act  not  only  provides  that  driving 
while  intoxicated  is  a punishable  crime,  but  stip- 
ulates that  the  owner  of  a vehicle  shall  not  know- 
ingly permit  the  same  to  he  operated  by  one  in- 


toxicated, or  under  the  influence  of  intoxicating 
liquors,  drugs  or  narcotics.  For  a first  offense, 
the  court  shall  order  the  vehicle  impounded  by  the 
state  and  placed  under  lock  and  key  for  a period 
of  six  months,  the  person  convicted  shall  pay  the 
costs  of  the  trial  and  the  costs  incurred  by  the  state 
in  carrying  out  the  provisions  necessary  before  the 
vehicle  shall  be  released ; the  operator’s  or  chauf- 
feur’s license  of  the  convicted  shall  be  cancelled  for 
a period  of  six  months;  and  he  shall  be  liable  to  a 
fine  of  not  less  than  $25  or  more  than  $100,  or  by 
confinement  in  jail  of  not  less  than  five  days  or 
more  than  six  months,  or  both  fine  and  imprison- 
ment. If  neither  the  court  costs,  fine  or  costs  in- 
curred by  the  state  in  impounding  the  vehicle  are 
paid  in  30  days,  then,  after  10  days’  notice,  posted 
publicly,  the  vehicle  shall  be  sold  at  public  auction, 
unless  repossessed,  as  provided  in  the  act. 

Of  interest  to  hospitals  and  members  of  the  med- 
ical profession  is  the  provision  that  a bona  fide  lien 
holder  may  appear  by  petition  in  the  court  having 
jurisdiction  of  the  vehicle  and  have  his  claim  there- 
in adjudicated.  In  other  words,  it  appears  that 
the  hospital  or  physician  caring  for  or  treating  a 
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Orthopedic  Surgery: 
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Westbrook  Sanatorium 

RICHMOND,  VIRGINIA 

Jas.  K.  Hall,  M.  D.  P.  V.  Anderson,  M.  D. 

O.  B.  Darden,  M.  D, 

J.  H.  Royster,  M.  D. 

E.  H.  Alderman,  M.  D. 

E.  H,  Williams,  M.  D. 

A ssociates 

The  sanatorium  is  a private  institution  with  150  beds,  located  in  the  Ginter 
Park  Suburb  on  the  Richmond-Washington  National  Automobile  highway.  Midway 
between  the  North  and  the  distant  South,  the  climate  of  this  portion  of  Virginia 
is  almost  ideal.  Nearby  are  many  reminders  of  the  Civil  War,  and  many  places  of 
historic  interest  are  within  easy  walking  distance. 

The  plant  consists  of  fourteen  separate  buildings,  most  of  which  are  new,  located 
in  the  midst  of  a beautifully  shaded  lawn,  surrounded  by  a 125-acre  tract  of  land. 
Remoteness  from  any  neighbor  assures  absolute  quietness. 

The  large  number  of  detached  buildings  makes  easy,  satisfactory  and  congenial 
groupings  of  patients.  Separate  buildings  are  provided  for  men  and  women.  Rooms 
may  be  had  single  or  en  suite  with  or  without  private  bath.  A few  cottages  are 
designed  for  individual  patients. 

The  buildings  are  lighted  by  electricity,  heated  by  hot  water,  and  are  well  equipped 
with  baths. 

The  scope  of  the  work  of  the  sanatorium  is  limited  to  the  diagnosis  and  treatment 
of  nervous  and  mental  disorders,  alcoholic  and  drug  habituation.  Every  helpful  facility 
is  provided  for  these  purposes,  and  the  institution  is  well  equipped  to  care  for  such 
patients.  It  affords  an  ideal  place  for  rest  and  upbuilding  under  medical  supervision. 
Six  physicians  reside  at  the  sanatorium  and  devote  their  entire  attention  to  the  patients. 
A chartered  training  school  for  nurses  is  an  important  part  of  the  institution  in  provid- 
ing especially  equipped  nurses — both  men  and  women — for  the  care  of  the  patients. 

Systematized  out-of-door  employment  constitutes  an  important  feature  of  the 
treatment.  Wonderful  work  in  the  arts  and  crafts  is  carried  on  under  a trained 
teacher.  There  are  bowling,  tennis,  croquet,  billiards  and  pool. 

The  Sanatorium  maintains  its  own  truck  farm,  dairy,  and  poultry  yards. 

Illustrated  Booklet  on  Request 
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drunk  driver  may  file  a lien  against  the  vehicle  for 
costs  or  fees,  and,  if  the  lien  be  allowed,  and  sale 
of  the  vehicle  be  made  by  the  impounding  officer, 
the  proceeds  of  such  sale,  after  paying  the  cost  and 
expenses  of  impounding  and  sale,  shall  be  applied 
as  a credit  or  in  satisfaction  of  such  lien,  and  the 
excess,  if  any,  shall  be  paid  to  the  defendant  in  the 
action  or  to  the  actual  owner  of  the  vehicle  as  the 
case  may  be. 

These  two  measures  may  serve  to  reduce  the 
abuses  to  which  both  hospitals  and  members  of  the 
medical  profession  have  been  subjected  by  irrespon- 
sible persons  who  venture  upon  the  highways,  get 
injured  themselves,  or  injure  or  kill  others  and  be- 
come charges  upon  either  the  hospital  or  the  physi- 
cian or  both. 


Net  Income  Tax:  Senate  Bill  No.  211,  passed 

March  9,  and  effective  from  July  1,  1935  until 
June  30,  1937,  continues  the  emergency  surtaxes 
on  business,  but  makes  few  changes  in  the  basic 
gross  sales  rates  now  in  effect  under  the  operation 
of  Chapter  33  of  the  Acts  of  the  Legislature,  First 


Extraordinary  Session  of  1933.  In  other  words, 
hospitals  not  exempted  from  the  payment  of  priv- 
ilege or  gross  sales  taxes  under  Section  3 of  that 
article,  will  pay  the  same  tax  of  one  per  cent  of 
the  gross  income  of  their  business  as  provided  in  sub- 
section (h)  of  Section  2,  Chapter  33,  Acts  of  the 
Legislature,  First  Extraordinary  Session  of  1933. 
It  will  be  recalled  that  no  surtax  in  addition  to  the 
gross  sales  tax  of  one  per  cent  was  imposed  upon 
service  businesses,  in  which  category  hospitals  are 
placed.  Senate  Bill  No.  211,  in  addition  to  con- 
tinuing the  emergency  surtaxes  as  described  above, 
continues  the  two  per  cent  consumers’  sales  tax. 
No  change  is  noted  in  the  new  act  affecting  the 
status  of  the  hospitals,  physicians  or  nurses  under 
the  operation  of  the  present  law.  In  other  words, 
hospitals,  nurses  or  physicians  will  not  have  to  levy 
and  collect  the  consumers’  sales  tax.  Exemptions 
accruing  to  hospitals  in  the  payment  of  the  con- 
sumers’ sales  tax  under  the  present  law  will  con- 
tinue to  be  applicable  when  the  new  law  goes  into 
effect  July  1. 

Senate  Bill  No.  283,  passed  March  9,  and  made 
retroactive  and  effective  as  of  January  1,  1935, 
amends  the  rates  on  gross  sales  or  privilege  taxes 
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imposed  by  Section  2,  Article  XIII,  Chapter  33, 
Acts  of  the  Legislature,  First  Extraordinary  Ses- 
sion of  1933,  but  makes  no  change  in  the  rate  of 
one  per  cent  of  the  gross  business  done  by  hospitals, 
subject  to  the  provisions  of  subsection  (h)  of  that 
section.  Exemptions  provided  in  Section  3,  Article 
XIII,  Chapter  33,  Acts  of  the  First  Extraordinary 
Session  of  1933,  will  continue  to  be  applicable — 
in  other  words,  twenty-five  dollars  in  the  amount 
of  taxes  computed. 

Senate  Bill  No.  233,  passed  March  8,  and  in 
effect  from  passage,  provides  that  any  corporation, 
delinquent  in  the  payment  of  its  annual  license 
(charter)  tax,  and  which  has  been  dissolved  or  its 
charter  rights  forfeited  in  any  suit  or  proceeding 
brought  under  the  provisions  of  Section  77,  Article 
XII,  Chapter  11,  of  the  Code  of  1931,  may  be 
reinstated  and  restored  to  all  of  its  charter  rights 
and  franchises  by  payment  to  the  auditor  of  the 
license  taxes  so  levied  and  assessed,  together  with 
all  license  taxes  which  would  have  been  levied  and 
assessed  against  such  corporation  had  there  been  no 
such  dissolution  or  forfeiture,  without  interest, 


penalties,  and  costs,  if  the  same  shall  be  paid  prior 
to  December  31,  1935.  This  enactment  prob- 
ably is  of  little  interest,  and  probably  not  applicable 
to  any  hospital  or  member  of  the  medical  profes- 
sion, but  is  passed  along  for  the  information  of  both 
in  the  event  either  may  have  an  interest  in  any 
such  delinquent  corporation. 

House  Bill  No.  44 1 , passed  March  9,  and  in 
effect  ninety  days  from  the  date  of  passage,  is 
known  as  the  Personal  Net  Income  Tax  Act.  It 
will  replace  the  gross  income  tax  law,  and  provides 
that  every  resident  of  West  Virginia  annually  shall 
pay,  upon  his  entire  net  income,  after  deducting  the 
exemptions  provided  for,  a tax  computed  on  the 
following  rates: 

On  the  first  one  thousand  dollars  of  net  income 
or  any  part  thereof,  one  per  cent;  on  the  second 
one  thousand  dollars  of  net  income  or  any  part 
thereof,  one  and  one-fourth  per  cent;  oil  the  third 
one  thousand  dollars  of  net  income  or  any  part 
thereof,  one  and  one-half  per  cent;  on  the  fourth 
one  thousand  dollars  of  net  income  or  any  part 
thereof,  one  and  three-fourths  per  cent;  on  the 
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fifth  one  thousand  dollars  of  net  income  or  any 
part  thereof,  two  per  cent;  on  all  net  income  in 
excess  of  the  sixth  thousand,  three  per  cent. 

Net  income  shall  be  computed  upon  the  basis  of 
the  taxpayer’s  annual  accounting  period  and  shall 
be  made:  (1)  in  accordance  with  the  method  of 
accounting  regularly  employed  by  the  taxpayer  in 
keeping  his  books;  unless  no  method  of  accounting 
has  been  employed  or  if  the  method  employed  does 
not  clearly  reflect  the  income,  then  (2)  upon  such 
basis  and  in  such  manner  as  in  the  opinion  of  the 
tax  commissioner  clearly  and  fairly  reflects  the  tax- 
payer’s income. 

Numerous  items  are  enumerated  which  shall  not 
be  included  in  gross  income  and  shall  be  exempt 
from  taxation  under  the  provisions  of  this  act.  Like- 
wise, after  these  items  have  been  exempted  and 
the  net  income  has  been  computed,  the  following 
deductions  are  allowed:  (1)  in  the  case  of  a single 
individual,  a personal  exemption  of  $600;  (2)  in 
the  case  of  the  head  of  a family  or  a married  person 
living  with  husband  or  wife,  a personal  exemption 
of  $1,300.  A husband  and  wife  living  together 
shall  receive  but  one  personal  exemption.  If  such 
husband  and  wife  make  separate  returns,  the  per- 


sonal exemption  may  be  taken  by  either  or  divided 
between  them;  (3)  two  thousand  dollars  for  each 
individual  (other  than  husband  or  wife)  dependent 
upon  and  receiving  his  chief  support  from  the  tax- 
payer, if  such  dependent  individual  is  under  eighteen 
years  of  age  or  is  incapable  of  self-support  because 
mentally  or  physically  defective;  (4)  if  the  status 
of  the  taxpayer,  insofar  as  it  affects  the  exemptions 
allowed  by  this  section,  changes  during  the  tax  year, 
and  exemptions  shall  be  apportioned,  under  rules 
and  regulations  prescribed  by  the  tax  commissioner. 

Although  the  act  was  not  made  effective  from 
passage,  Section  61  provides  that  it  shall  take  effect 
as  of  January  1,  1935,  and  the  first  tax  to  be  as- 
sessed under  its  provisions  shall  be  computed  upon 
income  received  during  the  calendar  year  of  1935. 

The  provisions  of  this  act  are  too  numerous  and 
intricate  to  permit  further  explanation  here,  and 
all  individuals  or  partnerships  interested  in  know- 
ing more  about  the  law  may  procure  copies  by  mak- 
ing such  request  of  either  the  clerk  of  the  House  of 
Delegates,  or  the  clerk  of  the  Senate,  Capitol  Build- 
ing, Charleston,  West  Virginia. 

(Continued  in  Ma\  issue  of  The  Journal) 
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ECZEMA  OF  CHILDREN* 


'By  Samuel  Louis  Bauer,  M.  D. 
Cincinnati , Ohio 


J^Tumerous  classifications  of  eczema  have 

^ been  made  depending  on  the  character- 
istics of  the  lesions,  their  situation,  their  dura- 
tion and  the  like.  None  of  these  classifica- 
tions can  be  well  applied  to  early  life,  since 
lesions  of  different  types  may  occur  in  the 
same  patient. 

In  general,  the  situation  in  infants  is  most 
often  the  face  or  head,  which  may  be  com- 
pletely or  partially  covered.  The  favorite 
regions  next  to  the  head  are  the  genitals, 
folds  of  the  joints,  breast,  abdomen  and  back. 
Much  less  often  the  eczema  is  universal  in 
distribution.  In  older  children  there  is  much 
less  tendency  to  involve  the  face,  the  flexures 
of  the  joints  being  the  favorite  seats. 

The  disease  usually  makes  its  appearance 
between  the  tenth  week  and  sixth  month  of 
life,  though  it  may  come  on  shortly  after 
birth  or  not  show  itself  until  after  the  first 
year. 

Eczema  is  fairly  common  in  infancy,  the 
figures  showing  that  from  three  to  seven  per 
cent  of  infants  in  the  United  States  suffer 

*Read  before  the  Cabell  County  Medical  Society,  Huntington,  W. 
Ya.,  March  14,  1935. 


from  the  ailment  in  mild  or  severe  form. 
Bivings,  in  a group  of  989  infants  under  one 
year  of  age,  found  sixty  cases  of  eczema  in 
varying  severity  showing  about  six  per  cent 
of  individuals  in  the  group  suffering  from 
this  disease. 

The  etiology  of  the  disease  has  long  been 
a perplexing  problem  to  the  medical  profes- 
sion. The  classification  of  infantile  eczema 
as  a manifestation  of  allergy  has  done  much 
to  simplify  this  difficult  problem.  While 
many  of  the  cases  are  still  baffling,  especially 
those  which  have  become  chronic,  knowledge 
of  the  more  common  etiological  factors  make 
the  study  less  complicated  and  has  placed 
treatment  on  a more  rational  basis. 

Hill"  believes  that  approximately  two- 
thirds  of  all  infantile  eczema  are  allergic  in 
origin.  Balyeat,  in  a group  of  1 8 1 eczema- 
tous infants,  was  able  to  find  a positive  family 
history  of  allergy  in  76.6  per  cent  of  the 
cases.  O’Keefe  and  Packman  find  only  a 28 
per  cent  allergic  family  history  in  212  cases, 
but  Bivings'1  in  157  cases  was  able  to  discover 
a 69  per  cent  positive  allergic  family  history. 
Our  own  experience  in  a relatively  small 
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group,  40  cases  in  the  allergy  clinic  at  The 
Children’s  Hospital,  32  cases,  or  approxi- 
mately 80  per  cent  give  a positive  allergic 
family  history ; likewise  in  78  cases  of  bron- 
chial asthma  we  were  able  to  obtain  a history 
of  eczema  in  infancy,  in  approximately  62 
per  cent,  or  48  cases. 

The  clinical  diagnosis  of  infantile  eczema 
is  often  very  difficult  to  make  and  confusion 
of  this  condition  with  seborrheic  dermatitis, 
impetigo,  scabies,  and  ichythosis,  is  often  the 
cause  of  disappointing  results  in  treatment. 

The  eczematous  infant  usually  exhibits  an 
eosinophilia  in  its  blood  picture.  Levi  and 
Dumas  believed  they  found  a hypoproten- 
emia  in  these  children.  Faber  and  Roberts’ 
report  a high  albumin  and  low  globulin  with 
a consequent  high  albumin  globulin  ratio  in 
the  blood.  They  likewise  report  an  instabil- 
ity in  the  cholesterol  metabolism,  over  half 
of  their  cases  showing  200  mgs.  per  100  c.c. 
of  blood  and  others  being  very  low.  A basal 
metabolic  rate  of  minus  three  to  minus  seven 
is  usually  found  in  these  infants. 

Kammer'  calls  attention  to  the  seasonal 
occurrence  of  infantile  eczema  stating  that 
most  children  over  three  years  of  age  exhibit 
the  eczema  mostly  during  the  months  from 
December  to  April,  while  younger  children 
show  the  disease  throughout  the  entire  year. 

The  treatment  of  infantile  eczema  must 
be  divided  into  two  parts — first,  the  local 
treatment,  and  secondly,  the  determination 
of  the  underlying  cause. 

In  the  local  treatment,  the  use  of  some 
type  of  ointment  or  lotion  to  allay  itching  is 
of  great  value.  Many  different  types  have 
been  used.  Some  of  the  more  common  are: 
tar  ointments  in  varying  strengths,  resorcinol 
in  combination  with  zinc  oxide,  lanolin  and 
calamine  either  as  an  ointment  or  a lotion. 
Preventing  the  young  infant  from  scratching 
by  means  of  some  type  of  mechanical  re- 
straint, is  of  importance  and  reduces  the 
danger  of  secondary  infection. 

I lie  treatment  of  any  secondary  infection 
present  is  likewise  of  importance.  In  this 
connection,  1 hi  I warns  against  secondary  in- 


fection with  monilia  albicans  and  related 
fungi,  having  found  a positive  skin  test  to 
monilia  albicans  in  eight  per  cent  of  eczema- 
tous children  and  in  only  two  per  cent  of 
normal  children. 

Schwartz  feels  that  no  matter  how  severe 
the  eczematous  eruption  is,  the  eczematous 
child  should  not  be  hospitalized  because  of 
his  lowered  resistance,  and  the  frequency 
with  which  he  contracts  some  type  of  infec- 
tion present  in  the  institution  to  which  he  is 
sent,  no  matter  what  isolation  precautions  are 
taken.  While  it  is  probably  true  that  the 
lowered  resistance  of  the  eczematous  child 
makes  him  more  prone  to  contract  an  infec- 
tion with  which  he  has  been  brought  in  con- 
tact, the  impracticability  of  home  treatment 
will  often  show  itself  after  one  has  under- 
taken treatment  of  a severe  eczematous  erup- 
tion. 

In  the  search  for  the  underlying  cause  of 
eczema  in  the  infant  and  young  child,  the 
protein  skin  tests  are  of  great  value.  These 
are  done  on  the  young  child  by  the  scratch 
or  cutaneous  method,  as  the  skin  of  a patient 
of  this  age  reacts  more  readily  than  does  that 
of  the  adult.  In  the  infant  the  positive  re- 
action does  not  as  a rule  form  a wheal,  but 
merely  an  area  of  erythema  following  the 
application  of  the  antigen.  It  is  inadvisable 
to  use  the  intracutaneous  method  of  testing 
in  the  infant  and  the  young  child  because 
false  positives  are  frequently  obtained  in  this 
age  of  patient  and  because  of  the  ever  present 
danger  of  a severe  local  and  even  focal  re- 
action. 

In  the  young  infant,  the  number  of  skin 
tests  necessary  to  cover  the  diet  are  few.  In 
the  older  child  this  becomes  more  of  a prob- 
lem. As  it  is  totally  impractical  to  try  to 
test  the  older  child  to  his  complete  diet  at 
one  time,  we  have  made  an  arbitrary  list  of 
foods,  thirty  in  number,  which  will  form  the 
basis  of  a good  diet.  The  child  is  skin  tested 
to  these  foods  at  the  first  visit  and  usually  to 
cotton,  linen,  wool,  and  silk.  As  the  need 
arises,  the  child  is  tested  to  other  foods  and 
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to  other  proteins  as  thought  indicated,  at  later 
visits. 

The  patient  may  have  any  food  to  which 
he  has  been  skin  tested  and  found  negative, 
but  must  not  take  any  food  to  which  he  has 
not  been  skin  tested  or  to  which  he  has  re- 
acted. 

Some  of  the  more  common  offenders  in 
the  foods  are  milk,  eggs,  cereals,  oranges  and 
tomatoes.  Milk  and  eggs  are  the  chief  of- 
fenders in  this,  but  should  not  be  dropped 
from  the  diet  arbitrarily  until  they  have  been 
proven  by  skin  test  to  be  the  cause  of  the 
trouble.  In  a series  of  cases,  109  in  number, 
milk  accounted  for  75  per  cent  of  the  positive 
reactions  obtained. 

Vaughn  and  Ellis  have  found  an  interest- 
ing point  which  they  term  “group  sensitiv- 
ity.” It  is  namely  that  if  a child  is  sensitive 
to  cows’  milk  and  gives  a positive  skin  reac- 
tion to  it,  he  will  probably  be  sensitive  to 
goats’  milk,  or  milk  from  any  other  source, 
even  though  his  skin  reaction  is  negative. 

In  cases  where  a patient  is  sensitive  to  a 
food,  elimination  of  that  food  from  the  diet 
is  the  solution  to  the  problem.  Attempts  at 
desensitization  by  the  means  of  propeptones 
and  the  like,  have  not  been  particularly  suc- 
cessful. 

Milk  substitutes,  such  as  soy  bean  flour, 
or  the  milk,  egg,  and  cereal  free  diet,  sug- 
gested by  Cohen  and  associates,  may  be  used 
in  the  diet  of  an  infant  where  it  is  necessary 
to  eliminate  milk. 

It  must  be  borne  in  mind  that  a patient 
may  be  sensitive  to  more  than  one  food,  or 
may  be  sensitive  to  a food  only  in  combina- 
tion with  another  food.  Thus  a child  may 
not  be  sensitive  to  milk  or  wheat  alone,  but 
when  given  a combination  of  a wheat  cereal 
and  milk,  may  show  a definite  reaction. 

In  some  cases  even  after  a careful  study  of 
the  diet  and  other  likely  offenders  in  the 
patient’s  environment,  the  eczema  will  con- 
tinue unchanged.  It  is  of  value  then  to  study 
the  bacterial  flora  of  the  intestinal  tract,  the 
nose,  throat  and  skin.  These  may  be  cul- 
tured and  the  patient’s  skin  tested  to  the  in- 


dividual organism,  and  if  found  postive, 
given  an  autogenous  vaccine  composed  of 
those  organisms  to  which  he  reacts.  I sug- 
gest this  type  of  treatment  only  after  all 
other  factors  have  been  carefully  ruled  out, 
and  I know  that  much  has  been  said  and 
written  both  for  and  against  it.  My  own  ex- 
perience has  been  with  a series  of  cases,  only 
ten  in  number,  which  we  have  followed  in 
the  allergy  clinic  at  The  Children’s  Hospital 
for  the  past  year  and  a half.  These  children 
were  all  above  two  years  of  age,  which  is  the 
age  where  eczemas  will  often  clear  up  spon- 
taneously. 1’hey  did  not  react  to  any  food, 
clothing,  or  protein  in  their  environment. 
They  did  react,  however,  to  certain  bacterial 
cultures  obtained  from  the  nose,  throat,  and 
stool.  They  were  given  an  autogenous  vac- 
cine for  a period  of  three  months.  At  the 
present,  six  of  these  children  are  entirely  free 
of  eczema  and  have  been  so  for  the  past  fif- 
teen months.  One  is  improved  and  three  en- 
tirely unaffected. 

While  in  many  respects  our  knowledge  of 
the  basic  nature  of  this  common  and  distress- 
ing disorder  remains  defective,  that  a state 
of  allergy  exists  in  most  cases  seems  fairly 
well  established  and  we  seem  to  have  made 
some  progress  in  the  right  direction. 
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PIONEER  SCIENTIST 

Antony  Van  Leeuwenhoek,  who  lived  from 
1632  to  1723,  discovered  the  minute  capillary  cir- 
culation of  the  blood  in  various  animals,  according 
to  Adolph  Beilin,  who  has  written  for  the  April 
Hxgcia  a short  biography  of  this  pioneer  scientist 
who  contributed  to  the  advancement  of  medicine. 
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ACUTE  SEPTIC  THROAT— TREATMENT  WITH 
ROENTGEN  RAYS* 

(Preliminary  Report  of  32  Consecutive  Cases) 


‘By  A.  R.  MacKenzie,  M.  D. 
Huntington , TV.  V a. 


the  cases  considered  in  this  report, 
thirty  recovered  completely  without  com- 
plications, apparently  free  from  heart,  kid- 
ney, and  bone  damage.  All  these  thirty  re- 
coveries were  given  treatment  promptly  with- 
in the  first  day  or  two  of  the  disease.  In 
the  two  deaths  that  occurred  it  was  generally 
agreed  that  blood  stream  infection  had  taken 
place,  one  showing  streptococci  by  blood  cul- 
ture, but  the  other  one  was  negative  cultural- 
ly* 

I was  attracted  to  this  field  of  study  partly 
due  to  the  appealing  attitude  on  the  part  of 
some  of  my  colleagues  in  nose  and  throat 
work  after  all  routine  measures  had  failed, 
including  the  streptococcic  serum,  and  partly 
due  to  the  unusually  large  number  of  cases 
of  this  condition  seen  since  last  fall  in  Hunt- 
ington and  vicinity. 

The  type  of  cases  that  I have  included  in 
this  series  is  not  the  ordinary  sore,  scarlet 
throat  with  a moderate  increase  in  pulse  rate 
or  in  temperature — that  is  around  101  or 
102  . I have  included  only  the  severe  type 
of  infection  with  temperature  ranging  from 
104  to  106  } with  a pulse  rate  of  130  to 
160,  and  in  some  instances  so  high  it  could 
not  be  counted;  and  with  suffusion  and 
edema  of  the  face,  eyelids,  tongue,  and  neck. 
Part  of  them  were  able  to  open  their  mouths 
just  sufficiently  to  see  the  back  part  of  the 
throat,  which  was  found  to  be  scarlet  and 
ulcerated  in  appearance.  In  a few  cases  the 
tongue  was  so  swollen  that  it  protruded  from 
the  mouth  and  could  not  be  replaced,  accom- 
panied by  dyspnea  and  choking. 

♦Read  before  the  Clinical  Conference  of  the  Surgeons  of  the 
Chetuipeake  ami  Ohio  Railway,  Huntington,  West  Virginia,  March 
21,  1035. 


The  skin  was  either  scarlet  in  appearance, 
making  it  difficult  and  at  times  almost  im- 
possible to  differentiate  between  the  so-called 
streptococcic  throat  and  scarlet  fever  (and 
we  felt  that  one  clinician’s  opinion  was  as 
good  as  another’s) ; or  it  was  associated  with 
the  scarlet  skin  of  the  face  and  neck,  resemb- 
ling an  erysipelas;  or  there  were  scarlet 
patches  scattered  here  and  there  over  the 
body;  or  the  skin  of  the  face,  neck,  and  chest 
was  swollen,  and  had  a bluish,  mottled  ap- 
pearance. In  one  or  two  of  the  cases  we  felt 
that  we  were  dealing  with  a true  scarlet  of  a 
severe  type  which  responded  little  if  at  all  to 
the  streptococcic  serum. 

Practically  all  of  these  cases  had  white 
counts  from  18,000  to  36,000,  and  the 
patients  were  either  delirious  or  semi- 
delirious  almost  from  the  onset.  The  type  of 
case  to  which  I refer  is  that  which  has  a sore 
throat  today  and  promptly  shuffles  off  to  a 
better  world  tomorrow  or  the  next  day.  It  is 
the  type  of  case  that  makes  any  good  clinician 
desperate,  and  it  is  the  same  type  of  case  in 
which  the  nose  and  throat  specialist  has  been 
so  unjustly  and  unfairly  criticized  by  the 
laity  who  do  not  understand  the  patient’s 
true  condition. 

The  two  deaths  which  we  had,  were  re- 
ceived late  in  the  course  of  the  disease.  I 
am  not  using  this  as  any  excuse  for  our  fail- 
ures, however,  as  it  was  perfectly  evident  in 
both  cases  that  we  were  dealing  with  blood 
stream  infections,  but  we  felt  that  they  should 
receive  the  benefit  of  the  doubt  and  that  we 
could  probably  cut  down  the  local  infection. 

The  remaining  30  cases  to  date  have  not 
had  any  of  the  usual  complications  such  as 
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heart,  kidney,  or  bone  damage.  In  the  major- 
ity of  cases  that  recovered  there  was  a prompt 
lowering  of  temperatures  to  normal  in  seven 
to  12  hours.  In  one  or  two,  however,  the 
temperature  did  not  return  to  normal  until 
nearly  1 8 hours.  After  the  temperature  re- 
turned to  normal  there  was  a quick  subsid- 
ence of  all  symptoms  manifested.  The  re- 
sults in  each  and  every  case  have  been  so 
striking  that  my  associates  and  colleagues  in 
Huntington  have  been  quick  to  accept  this  as 
the  method  of  choice  almost  to  the  exclusion 
of  other  routine  methods  in  the  treatment  of 
the  so-called  acute  streptococcic  sore  throat. 
In  at  least  80  per  cent  of  the  cases,  throat 
cultures  were  made  and  streptococci  were 
found  to  be  in  predominance  in  exceedingly 
large  numbers j 20  per  cent  were  unable  to 
open  the  mouth  so  that  throat  cultures  could 
be  obtained. 

1 feel  safe  in  contending  that  we  have  here 
as  useful,  valuable,  and  specific  an  agent  in 
the  treatment  of  the  septic  throat  by  a 
physical-chemical  agent,  the  roentgen  ray,  as 
in  the  treatment  of  diphtheria  with  anti- 
toxin. And  while  this  contention  is  based,  I 
grant  you,  on  a small  series  of  cases,  I feel 
confident  that  should  I be  fortunate  enough 
to  get  a sufficient  number  to  bring  my  series 
up  to  100  or  150,  my  original  opinion  will 
be  even  more  strongly  supported  by  proof. 

The  method  of  dosage  used  was  a moder- 
ate sized,  subintensive  dose,  and  I feel  satis- 
fied it  has  been  safely  and  evenly  balanced. 
The  dose  given  is  not  the  same  each  time,  but 
is  regulated  to  suit  the  needs  of  the  individ- 
ual case,  and  is  given  only  after  each  case 
has  been  carefully  studied  and  all  laboratory 
and  clinical  evidence  considered.  The  dosage 
must  be  accurately  balanced  because  if  too 
large  a dose  is  given,  there  is  too  great  a fall 
in  the  leukocytes,  especially  the  lymphocytes, 
which  in  turn  lowers  the  resistance  of  the 
patient.  Should  too  small  a dose  be  given 
there  are  not  sufficient  lymphocytes  broken 
down  to  bring  about  a cure.  This  opinion  is 
based  on  the  theory  that  in  ordinary  infec- 
tions the  protection  obtained  through  natural 


defense  on  the  part  of  the  leukocytes,  espe- 
cially the  lymphocytes  which  are  mobilized 
to  the  site  of  the  infection,  is  nearly  always 
adequate  to  control  and  neutralize  the  infec- 
tion. This  I believe  is  generally  accepted  to 
be  true  by  everyone. 

In  the  severe  types  of  infections  there  is 
not  enough  mass  destruction  of  the  lymph- 
ocytes by  the  body’s  mechanism  to  produce 
a large  enough  neutralizing  agent  to  cope 
with  the  infection.  While  it  is  only  hypo- 
thetical to  believe  that  this  is  what  takes  place 
after  irradiation  with  the  roentgen  ray,  never- 
theless this  seems  to  be  the  only  plausible  ex- 
planation of  what  takes  place  within  the 
tissues. 

It  is  not  my  intention  to  burden  you  with 
theoretical  consideration  of  past  experimen- 
tation, since  there  has  been  a multitude  of 
opinions  in  regard  to  what  takes  place.  How- 
ever, I would  like  to  recite  in  closing  the 
work  of  Heineke  in  1904.  To  him  credit  is 
due  as  one  of  the  first  to  make  a breach  in 
the  veil  of  obscurity  which  until  that  time 
had  surrounded  the  action  of  irradiation  on 
living  cells.  The  most  important  result  of 
his  experiments  on  a large  number  of  white 
mice,  rats,  guinea  pigs,  rabbits,  and  dogs  was 
to  bring  to  light  the  exceptional  sensitiveness 
of  lymphocytes  to  small  doses  of  roentgen 
ray  and  radium. 

He  found  that  when  the  entire  body  of 
animals  of  different  species  was  exposed  to 
large  doses  of  either  form  of  radiant  energy 
the  animals  invariably  died  after  an  interval 
which  varied  according  to  the  dose  of  rays 
and  the  size  and  age  of  the  animals.  But  re- 
gardless of  the  ability  of  the  animals  to  tol- 
erate irradiation,  he  observed  at  necropsy 
that  although  most  of  the  organs  were  free 
from  perceptible  abnormality,  the  spleen, 
mesenteric  nodes,  and  other  lymph  nodes, 
and  the  intestinal  lymph  follicles  showed  a 
marked  destruction  of  lymphocytes,  and  that 
the  degree  of  cellular  disintegration  varied 
according  to  the  dose  of  the  rays  and  the  in- 
terval of  time  between  irradiation  and  micro- 
scopic examination. 
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Warthin’s  description  in  1906  of  the  effect 
of  the  roentgen  ray  on  the  lymphoid  struct- 
ures corroborated  the  observations  of  Hein- 
eke,  except  that  he  examined  the  tissues  soon 
after  irradiation.  Warthin  found  unmistak- 
able evidence  of  the  disintegration  of  lymph- 
ocytes within  fifteen  minutes  after  exposure 
of  the  animals  to  x-ray,  and  found  that 
cellular  degeneration  continued  for  several 
days.  Vaughn  at  Michigan  in  1906  also 
made  numerous  throat  cultures  before  and 
after  irradiation  with  x-rays  and  definitely 
showed  that  streptococci  and  the  diphtheria 
bacilli  disappeared  within  a few  hours  after 
treatment  of  the  throat  with  the  roentgen 
ray. 

Regardless  of  what  the  theoretical  concep- 
tion may  be,  our  good  results  clinically  are 
far  more  important.  Our  results  in  this 


field  so  far  have  been  sufficiently  encouraging 
to  warrant  extending  it  to  the  treatment  of, 
and  possibly  to  aborting  scarlet  fever.  Why 
should  we  at  times  temporize  in  attempting 
to  differentiate  between  our  septic  sore 
throats  and  scarlet  fever  when  we  have  so 
valuable  an  agent  now  at  our  command? 
Why  not  attempt  to  neutralize  as  soon  as 
possible  a destructive  toxin  and  save  our 
patients  unnecessary  kidney,  heart,  or  bone 
destruction? 

In  closing,  I feel  very  grateful  to  my  asso- 
ciates at  the  Chesapeake  and  Ohio  Hospital 
for  their  cooperation  with  me  in  this  study, 
and  especially  to  the  resident  house  officers, 
Drs.  Barker,  Neal,  and  Plymale,  who  have 
made  this  study  possible. 

955  Fourth  Avenue. 


EPIDEMIC  JAUNDICE  IN  CHILDREN* 


'By  M.  A.  Moore,  M.  D. 
Kingston,  W.  V a. 


VJ^eii.’s  Disease:  In  1866,  Weil,  a German 

T physician,  first  described  a disease  which 
he  called  epidemic  jaundice  and  which  since 
has  borne  his  name.  It  was  not  until  1915 
and  1916  when  three  Japanese  doctors  Inada, 
Hoki  and  Ito  first  isolated  the  organism 
which  causes  the  disease,  the  leptospira  ictero- 
hemorrhagica.  The  disease  occurs  in  epi- 
demics in  the  low  rice  fields  of  Japan  and 
also  in  Elanders.  It  is  transmitted  principally 
by  rats.  It  occurs  mostly  in  grown  people. 
The  mortality  varies  from  six  to  thirty -two 
per  cent. 

I mention  Weil’s  disease  only  to  say  that 
it  is  not  the  same  epidemic  jaundice  disease 
entity  as  that  which  I am  trying  to  describe 
in  this  paper.  At  least  that  is  the  opinion  of 
the  literature  I have  been  able  to  get  on  the 
subject,  and  that  is  my  opinion  from  obser- 

•Head  Before  the  Fayette  County  Medical  Society  on  Feb.  12, 
1036. 


vation  of  the  small  series  of  cases  I am  re- 
porting now. 

Classification:  A brief  classification  of 

jaundice  may  be  apropos  at  this  point.  I am 
giving  that  of  Dr.  Chas.  A.  Elliott,"  Professor 
of  Medicine  at  Northwestern  University  in 
an  article  on  the  subject  in  Tice’s  Practice  of 
Medicine. 

1.  Hepatogenous,  obstructive  or  choluric. 

(a)  Obstruction  of  common  bile  duct:  Gall- 
stones, parasites,  cicatrization  or  congenital  oblitera- 
tion, tumors,  compression  of  common  duct. 

(b)  Obstruction  of  bile  ducts  and  capillaries  in 
liver:  Cirrhosis,  malignancy,  abscess,  syphilis,  toxic 
infections  or  catarrhal  changes  in  ducts. 

(c)  Passive  congestion. 

2.  Hematogenous  or  acholuric: 

(a)  Blood  alterations:  Icterus  neonatorum, 

paroxysmal  hemoglobinuria,  chronic  hemolitic  jaun- 
dice, pernicious  anemia,  leukemia. 

(b)  Splenic  alterations:  Band’s  disease,  Hanot’s 
biliary  cirrhosis. 


Ofay,  1935 


i he  West  Virginia  Medical  Journal 


199 


(c)  General  infections:  Septicemia,  pneumonia, 
scarlet  fever,  typhoid,  typhus,  relapsing  fever. 

(d)  Parasitic  infections:  Malaria,  ankylostomia- 
sis. 

(e)  Intoxications:  Snake  venom. 

3.  Suppression  or  toxic  jaundice. 

Acute  yellow  atrophy,  eclampsia,  drug  poison- 
ing, yellow  fever,  epidemic  jaundice. 

Historical : Just  a few  words  on  the  litera- 
ture of  epidemic  jaundice.  l)r.  Huntingdon 
Williams*  in  1921-1922  reported  a series  of 
26  cases  in  New  York  state,  all  of  which 
were  fairly  mild.  The  leucocyte  count  in 
those  cases  hospitalized  varied  between  7000 
and  16,000.  I mention  this  because  it  oc- 
curred to  me  that  the  blood  count  may  not 
be  a great  help  in  differentiating  between  epi- 
demic jaundice  and  appendicitis. 

Dr.  William’s  cases  occurred  in  the  fall. 
He  checked  the  school,  the  water,  the  food 
from  the  store,  the  prevalence  of  rats,  to  try 
to  find  a common  source  of  infection  and  he 
found  nothing  except  contact  among  the  dif- 
ferent children.  A rat  was  caught  and  tested 
in  the  state  laboratory  for  the  leptospira 
icterohemorrhagica,  but  none  could  be  found. 
Blood,  feces,  urine  and  throat  cultures  were 
examined.  These  examinations  failed  to 
show  the  presence  of  the  leptospira  ictero- 
hemorrhagica or  any  other  organism  of  etio- 
logical significance.  His  conclusion  was  that 
the  infection  spread  from  person  to  person, 
by  some  unrecognized  organism  or  virus  of 
the  nasopharyngeal  secretions. 

Dr.  H.  B.  Wilcox'  reports  an  epidemic  of 
jaundice  in  six  children  in  one  family  in 
Journal  of  Obstetrics  in  1918.  Their  ages 
were  found  to  be  from  two  to  twelve  years. 
The  oldest  children,  aged  sixteen  and  eigh- 
teen, did  not  take  the  disease.  Neither  did 
an  infant  six  months  old,  although  this  child 
did  have  a cold  with  a rise  in  temperature. 
He  says  epidemic  jaundice  is  prevalent  in 
New  York  City  every  two  years.  He  be- 
lieves dietary  indiscretions  play  no  part  in 
the  disease,  but  that  the  frequent  presence  in 
the  upper  respiratory  tract  ©f  catarrhal  symp- 
toms would  point  to  the  nasopharynx  as  the 


possible  portal  of  entry  of  the  infectious 
material.  In  addition  to  these  six  cases  Dr. 
Wilcox  saw  15  others  prevalent  at  that  time 
and  they  were  similar  in  all  respects. 

Dr.  Henry  Koplik  in  discussing  Dr.  Wil- 
cox’s paper,  remarks  that  two  of  the  cases 
were  in  an  Italian  family  who  had  eaten  fish 
and  suggests  this  as  a probable  cause. 

Dr.  C.  G.  Kerley,  in  discussing  the  same 
paper  suggests  a previous  infection  of  malaria 
as  the  probable  cause. 

Dr.  John  H.  Musser  and  Dr.  Charles  J. 
M iangolarra'  of  New  Orleans,  I.a.,  report  an 
epidemic  of  fourteen  cases  of  infectious  jaun- 
dice in  Louisiana  in  1925.  They  believe  that 
Weil’s  disease  is  a different  disease  entity; 
that  it  is  more  dangerous,  occurs  in  people  of 
any  age  and  the  leptospira  icterohemorrhagica 
can  be  isloated  from  the  blood  and  urine. 

They  found  the  Van  den  Bergh  test  showed 
a delayed  reaction  which  was  indicative  of 
blood  change  rather  than  simple  obstruction. 
Their  cases  occurred  in  October  and  Novem- 
ber of  1925.  Direct  contact  apparently  played 
the  most  important  part  in  the  transmission 
of  the  disease.  One  case  was  operated  upon 
and  nothing  was  found  which  called  for  sur- 
gery. This  same  case  had  to  be  opened  up 
later  and  a cholecystectomy  done  because  of 
adhesions. 

Dr.  Geo.  Blumer  in  a report  on  infectious 
jaundice,  in  1923  says  it  has  occurred  in  every 
state  in  the  United  States  except  six.  He  says 
that  72  per  cent  of  cases  occurred  in  the  fall, 
and  that  70  per  cent  of  all  cases  occur  in  chil- 
dren. He  said  it  is  spread  by  direct  contact 
and  that  rats  probably  do  not  have  any  part 
in  the  transmission. 

Dr.  Henry  F.  Hunt,  Danville  Pa.,  Dr. 
Charles  L.  Johnston,  Catawissa,  Pa.,  and  Dr. 
George  P.  Moser,"  Ringtown,  Pa.,  report  28 
cases  in  that  state.  There  were  no  deaths  and 
the  cases  were  rather  mild.  All  were  children 
except  two.  The  method  of  contagion  ap- 
peared to  be  by  direct  contact.  Examinations 
of  the  blood  and  urine  of  these  cases  for 
leptospira  icterohemorrhagica  were  negative. 
Guinea  pigs  were  injected  with  negative  re- 
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suits.  Blood  was  also  cultured  and  nothing 
was  found.  As  the  patients  usually  showed 
some  upper  respiratory  trouble,  throat  cul- 
tures were  obtained  which  showed  in  most 
instances  almost  a pure  culture  of  a long 
chain  of  hemolytic  streptococci.  In  all  cases 
the  Van  den  Bergh  test  on  the  blood  gave  a 
direct  reaction.  From  these  findings  it  was 
concluded  that  there  was  an  intrahepatic  ob- 
struction with  resultant  absorption  of  bile 
into  the  circulation.  The  test  also  eliminated 
the  possibility  that  the  jaundice  might  be  of 
hemolytic  origin.  In  other  words  it  was  con- 
cluded that  there  was  present  in  the  liver  an 
acute  inflammatory  reaction  which  probably 
blocked  the  smaller  intralobular  bile  canal- 
iculi. 

Two  Small  Epidemics  in  West  Virginia: 
In  the  literature  which  I have  been  able  to 
review,  I have  not  found  any  reports  of  epi- 
demics in  West  Virginia.  In  my  own  practice 
I have  had  two  small  epidemics.  The  first 
was  in  1922,  when  I had  fifteen  cases,  eight 
boys  and  seven  girls,  whose  ages  ranged  from 
six  to  nine  years.  The  second  series  was  in 
1934,  when  I had  seven  cases,  two  girls  and 
five  boys.  The  oldest  in  this  series  was  seven- 
teen. The  first  series  began  in  September  and 
lasted  through  October.  The  second  series 
began  in  October  and  lasted  through  Novem- 
ber. At  both  times  there  were  prevalent 
quite  a few  cases  of  colds,  bronchitis,  ton- 
sillitis and  like  infections. 

The  worst  case  was  in  a boy  nine  years  old. 
His  trouble  began  with  bronchitis  and  otitis 
media.  When  1 examined  his  urine  I found 
it  colored  with  bile.  The  next  day  his  sclera; 
showed  a yellow  tinge.  His  family  had 
moved  from  Pulaski,  Virginia,  about  one 
month  previously.  As  far  as  I knew  Pulaski 
was  not  a malarial  region,  nor  could  I get  a 
history  of  any  previous  attacks  of  malaria  in 
the  boy.  There  were  no  rats  about  this  house. 
Phis  boy  lived  two  doors  from  a family  in 
which  there  were  two  cases  of  jaundice,  two 
and  four  weeks,  respectively  previous,  al- 
though they  had  played  together  very  little 
except  in  the  road  in  front  of  the  house. 


In  many  of  these  cases  the  question  of  ap- 
pendicitis is  certainly  a pertinent  one  before 
the  jaundice  appears,  because  you  have  ab- 
dominal pain,  vomiting,  rise  in  temperature, 
and  in  two  of  these  cases  especially,  I noted 
spasticity  of  the  right  rectus.  This  was  a little 
more  marked  high  up  than  over  McBurney’s 
point.  This  question  was  so  vivid  in  my  mind 
that  I was  on  the  verge  of  getting  a surgeon’s’ 
opinion  of  the  case  when  the  jaundice  showed 
up  either  in  the  scleras  or  in  the  urine. 

I have  not  hospitalized  any  of  my  cases 
because  I was  afraid  of  spreading  the  disease, 
but  if  it  occurs  again  I will  consider  isolating 
a case  or  two  in  the  hospital  so  that  a more 
complete  check  can  be  made  in  the  laboratory. 

The  question  arises  as  to  why  the  disease 
is  predominantly  in  children.  The  oldest  in 
my  series  was  seventeen ; the  youngest,  five. 
The  only  explanation  I can  make  as  to  this 
is  the  fact  that  colds  were  prevalent  in  chil- 
dren at  the  time. 

As  to  sex,  fifty-eight  per  cent  were  boys 
and  forty-two  per  cent  were  girls.  As  to 
the  time  of  year,  100  per  cent  of  cases  oc- 
curred in  the  fall.  There  were  no  serious 
complications,  no  sequela;,  and  no  deaths.  It 
is  significant  that  the  time  of  year  most  epi- 
demics are  reported  is  when  the  curve  for 
colds  reaches  its  peak,  namely  in  the  fall, 
usually  in  September  and  October,  when 
children  are  first  associated  together  in  school, 
the  weather  begins  to  get  cool,  and  the  fires 
are  first  started  in  the  homes. 

The  symptoms  of  this  disease  usually  be- 
gin with  lassitude  and  a temperature  which 
for  the  first  day  or  two  makes  a doctor  look 
for  anything.  There  is  also  headache  and 
vomiting,  with  pain  in  the  epigastrium.  The 
majority  of  my  cases  were  ushered  in  with  a 
red  throat,  some  with  hoarseness,  croupy 
cough  and  some  had  a discharge  from  the 
nose.  Several  had  bronchitis  and  one  otitis 
media.  About  the  third  day  the  urine  shows 
a tinge  of  bile  and  about  the  same  time  the 
sclera;  of  the  eyes  are  tinged  yellow.  The 
next  day  or  two  the  whole  body  becomes 
jaundiced.  About  this  time  the  patient  feels 
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better,  the  temperature  goes  to  subnormal 
and  the  pulse  becomes  slow.  The  vomiting 
stops  and  the  patient  begins  to  eat.  The  stools 
about  the  third  or  fourth  day  are  clav- 
colored  and  continue  so  for  a week  or  two. 

The  treatment  is  mostly  symptomatic. 
They  should  be  put  to  bed  and  kept  there. 
Heat  over  the  epigastrium  in  the  form  of  a 
hot  water  bottle  or  electric  pad  helps.  The 
diet  is  very  important.  Fats  should  be  ex- 
cluded and  also  an  excess  of  carbohydrates. 
To  begin  with  clear  broths,  like  chicken  broth 
free  of  fat,  beef  broth,  bouillon  and  con- 
somme are  usually  well  taken.  Tea  is  en- 
joyed by  most  patients  with  this  trouble,  and 
also  milk  toast  by  most  of  them,  but  do  not 
give  milk  while  they  are  vomiting.  Hot 
foods  are  taken  better  than  those  which  are 
cold.  Later  oatmeal  gruel,  malted  milk  and 
poached  eggs  are  suitable.  Milk  is  best  given 
skimmed  at  first.  Later  on  custards,  baked 
potatoes  and  rice  are  proper. 

It  is  rather  ironical  that  the  disease  entity 
known  as  catarrhal  jaundice  should  have  that 
name  and  this  disease  I am  trying  to  describe 
probably  begins  from  a catarrah  of  the  naso- 
respiratory  passages,  and  up  to  now  it  is  for 
want  of  a better  name  called  epidemic  jaun- 
dice. It  certainly  seems  that  a renaming  of 
catarrhal  jaundice,  Weil’s  disease  and  epi- 
demic jaundice  would  certainly  be  in  order. 

Notwithstanding  the  fact  that  this  type  of 
epidemic  jaundice  is  described  as  mild  and 
the  mortality  very  low,  I feel  that  this  fact 
should  not  make  us  regard  the  trouble  too 
lightly  because  a microorganism  that  causes 
pathology  in  an  organ  as  important  as  the 
liver  with  its  various  functions  over  body 
metabolism  is  not  to  be  regarded  lightly. 

I was  very  much  interested  in  the  paper 
by  the  three  doctors  from  Pennsylvania, 
where  they  found  from  throat  cultures  that 
practically  all  the  cases  showed  a pure  cul- 
ture of  a rather  long  chain  of  streptococcus 
hemolyticus.  Although  the  rest  of  their  tests 
in  this  particular  line  of  work  were  negative 
it  seems  to  me  that  this  finding  leaves  very 
much  food  fqr  thought. 


Conclusions:  In  that  form  of  epidemic 

jaundice  which  has-  been  described  in  this 
paper  the  big  majority  of  cases  occur  in  the 
fall  of  the  year. 

The  probable  etiological  factor  is  a naso- 
respiratory  borne  organism  or  virus  of  the 
catarrhal  family. 

It  is  probably  not  the  disease  entity  known 
as  Weil’s  disease  which  is  caused  by  the  lepto- 
spira  icterohemorrhagica. 

It  usually  occurs  in  an  epidemic  of  colds. 

The  mortality  is  low. 

This  disease  should  not  be  confused  with 
yellow  fever  or  malaria. 

The  majority  of  cases  occur  in  children. 

Weil’s  disease,  catarrhal  jaundice  and  the 
disease  entity  I am  describing  in  this  paper 
are  terms  which  are  confusing  and  it  would 
be  better  if  they  all  were  renamed. 
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DISEASES  OF  THE  EYES 

Important  steps  to  be  taken  in  the  prevention  of 
trachoma  or  granular  lids  include  the  reporting  of 
cases  to  health  authorities  and  personal  care  not  to 
spread  the  disease  if  one  is  infected,  states  Dr.  Hy- 
man Cohen  in  his  tenth  chapter  of  “The  Eye 
Book,”  which  appears  in  the  April  Hygeia.  Other 
precautions  include  the  examination  of  immigrants 
and  those  who  come  in  contact  with  the  disease, 
the  spread  of  information  regarding  the  disease  and 
its  mode  of  propagation  and  early  symptoms,  the 
elimination  of  over-crowding  and  the  lessening  of 
the  evils  of  poverty. 

All  eye  infections  should  receive  immediate  med- 
ical attention,  and  foreign  bodies  should  be  removed 
promptly. 
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RESECTION  IN  PROSTATIC  CARCINOMA* 


By  Ray  M.  Bobbitt,  M.  D.,  F.  A.  C.  S. 
Huntington , West  Virginia 


"pHE  problem  of  the  management  of  can- 
cer of  the  prostate  is  ever  with  us  and 
there  seems  to  be  increasing  pessimism  among 
the  urologists  doing  the  most  work  as  to  satis- 
factory results  by  the  use  of  surgery  and  ir- 
radiation. According  to  Young’s  figures,  as 
pointed  out  by  Ferguson,  only  about  seven 
per  cent  of  prostatic  cancers  presenting  them- 
selves for  treatment,  could  be  selected  for 
his  radical  operation.  In  our  own  exper- 
ience, because  of  the  isolated  localities  from 
which  a goodly  number  of  our  cases  come, 
and  the  time  lost  before  first  seeing  them, 
this  percentage  is  much  smaller.  Therefore, 
it  becomes  apparent  that  in  the  great  major- 
ity of  cases,  the  problem  is  one  of  palliative 
relief.  The  relief  required  is  from  two  main 
groups  of  symptoms: 

1 . Pelvic  pain,  etc.,  due  to  metastases  and 
extension;  and 

2.  Symptoms  produced  by  urinary  ob- 
struction, such  as  frequency,  dysuria,  noc- 
turia, retention,  etc. 

The  first  can  only  be  handled  by  drugs  and 
possibly  by  radiation,  while  we  believe  the 
obstructive  symptoms  can  best  be  handled  by 
transurethral  resection  of  the  obstructive  por- 
tion of  the  growth. 

While  our  series  is  quite  small  and  insuffi- 
cient time  has  elapsed  for  permanent  con- 
clusions, our  deductions  have  been  definite 
and  worth  reporting  for  discussion. 

Of  the  cases  presented  in  the  past  three 
years,  twenty-nine  have  required  relief  from 
obstructive  symptoms,  seven  having  complete 
retention  and  the  remainder  with  residual 
urine  of  100  cc  or  more,  with  varied  painful 
symptoms.  The  resections  were  done  with 
the  McCarthy  electrotome,  the  Bovie  spark 

*Ki*u<l  before  the  Miri-At  hint  ie  branch  of  the  American  Uro- 
lexical  AffNociution,  Jan.  IK,  198G. 


gap  current  being  used  in  the  first  fifteen 
cases,  and  the  “Burdick”  combination  tube 
and  spark  gap  in  the  remainder.  The  routine 
preparation  required  in  any  vesical  neck  ob- 
struction was  carried  out.  Tissue  removed 
varied  from  eight  and  one-half  to  19  gms. 
Two  cases  have  had  the  second  resection. 
There  have  been  no  operative  deaths  in  this 
series,  which  we  believe  to  be  good  fortune, 
in  view  of  the  fact  that  our  mortality  rate 
with  resection  in  benign  hypertrophy  is  be- 
tween four  and  five  per  cent.  The  symptom- 
atic results  have  been  generally  good.  The 
residual  urine  has  been  reduced  to  nothing  or 
only  a few  cubic  centimeters  except  in  those 
cases  with  trigonal  involvement.  The  patient 
is  much  more  comfortable,  burning,  dysuria, 
and  frequency  being  relieved  to  a large  ex- 
tent, while  a few  still  showed  some  burning 
and  frequency  at  times.  Four  cases  in  Group 
I showed  complete  relief  of  all  symptoms.  In 
one  case  after  two  resections  with  temporary 
relief,  the  patient  again  developed  retention 
and  when  a suprapubic  cystotomy  was  done, 
marked  involvement  of  the  entire  bladder 
base  was  found. 

From  the  pathological  standpoint,  we  have 
grouped  these  cases  after  the  fashion  of  Fer- 
guson and  our  experience  in  the  different 
groups  has  been  quite  similar  to  the  reports 
of  the  men  treating  their  cases  with  x-ray 
and  radium. 

Croup  I : Adenocarcinoma,  adult  cell  type, 
more  or  Jess  perfect  alveolar  arrangement, 
most  benign.  In  this  group,  they  have  done 
well.  No  accessory  radiation  was  used.  Two 
of  them  are  quite  comfortable  after  three 
years. 

Croup  II:  Adenocarcinoma  of  the  infil- 
trating type;  invasive,  anaplastic  and  rapidly 
losing  its  adenoid  character.  In  this  group, 
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the  course  was  more  rapid,  metastases  oc- 
curring rather  early,  death  occurring  in  two 
cases  in  fifteen  months  and  we  have  none 
living  after  two  years. 

Group  III:  The  solid  cell  carcinoma  of 
small  celled  variety,  highly  anaplastic,  sim- 
ilar to  round  cell  carcinoma  and  very  highly 
invasive;  no  tendency  to  gland  formation  and 
frequently  metastasizing  before  original  focus 
is  recognized.  The  course  in  this  group  was 
very  rapid.  Some  of  them  died  in  less  than 
six  months.  Six  of  the  cases  in  Group  11  and 
Group  111  were  given  x-ray  therapy,  varying 
from  two  and  one-half  to  three  S.  E.  1). 
or  2000  to  2500  R.  units.  It  is  our  im- 
pression that  the  radiation  received  did  not 


DIPHTb 


By  A.  B.  Sp 
New  hall , 

TNiphtheria,  defined  as  an  acute,  specific 
infectious  and  contagious  disease,  caused 
by  the  bacillus  diphtheriae  and  characterized 
by  the  formation  of  fibrinous  exudates  upon 
the  mucous  membranes  of  the  throat  and  res- 
pirator}- passages  and  by  constitutional  symp- 
toms due  to  absorption  of  toxins  from  the  in- 
itial lesion,  is  a disease  that  we  continue  to 
have  with  us,  and  one,  which  in  spite  of  our 
prophylactic  resources,  continues  to  make  its 
ravages.  It  is  a disease  primarily  of  child- 
hood, to  which,  based  on  the  Schick  test, 
from  85  to  90  per  cent  of  children  one  year 
old  are  susceptible.  Over  64  per  cent  of  cases 
occur  in  children  under  five  years  of  age  and 
over  80  per  cent  in  children  under  ten  years 
of  age. 

It  may  be  divided  into  three  types,  based 
on  the  site  of  the  initial  lecion,  and  the  vari- 
ance of  the  symptoms. 

(1)  Nasal; 

*Read  before  the  McDowell  CV.rnty  Medical  Society  at  Welch 
on  Feb.  13,  1933. 


prolong  life  and  in  two  cases  we  felt  that  the 
activity  of  the  disease  was  increased.  No 
radium  was  used  on  these  resection  cases. 

Summary:  1.  Transurethral  resection 

offers  definite  palliative  relief  to  obstructive 
prostatic  cancer,  with  low  operative  mortal- 
ity. 

2.  This  method  probably  has  no  influ- 
ence on  the  course  of  the  disease  but  we  feel 
satisfied  that  it  does  not  stimulate  it. 

3.  It  probably  prolongs  life  by  decreas- 
ing the  incidence  of  pyelonephritis  and  kidney- 
damage. 

4.  It  should  not  take  the  place  of  radia- 
tion or  surgery  where  there  is  any  hope  for 
more  permanent  benefits. 


1ERIA* 


AHR,  M.  I). 

IV.  Va. 

(2)  Tonsillar  or  pharyngeal; 

(a)  Mild, 

(b)  Severe, 

(3)  Laryngeal. 

Nasal  diphtheria  may  occur  as  a primary 
infection.  In  most  cases  it  occurs  as  an  ex- 
tension from  the  fauces  or  larynx.  Its  chief 
danger  lies  in  its  extension  to  the  pharynx 
and  larynx,  and  the  mortality  from  exten- 
sive diphtheria  from  the  nares  forms  an  index 
of  its  gravity.  It  may  begin  as  what  would 
appear,  to  the  parents,  to  be  a cold,  with  the 
usual  “running  nose”  as  they  term  it.  Almost 
without  exception,  they  will  state  that  the 
child  has  an  awful  odor  to  the  discharge  from 
the  nose,  a most  valuable  point  to  bear  in 
mind,  which  the  physician  may  not  be  able 
to  detect  in  the  course  of  his  examination. 
There  may  be  a more  or  less  complete  ob- 
struction of  the  nares,  a thin  mucopurulent 
discharge,  often  bloody  and  a more  or  less 
marked  toxemia.  A membrane  may  be  vis- 
ible through  the  anterior  nares.  The  dis- 
charge is  usually  very  irritating  and  the  nares 
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become  excoriated.  There  is  usually  enlarge- 
ment of  the  submaxillary  lymph  glands. 

The  degree  of  toxemia  varies  markedly, 
but  is  usually  moderate.  The  temperature 
is  not  high,  usually  100  to  101.  The  pulse 
rate  may  vary  from  80  to  130  per  minute 
and  forms  more  of  an  index  to  the  degree  of 
toxemia  than  an  aid  in  diagnosis.  The  affec- 
tion is  often  protracted  and  the  obstruction 
and  discharge  from  the  nose  may  persist  for 
weeks.  Nasal  diphtheria  in  infants  is  usually 
fatal,  and  aside  from  the  danger  of  exten- 
sion, it  may  become  a source  of  infection  to 
others. 

The  mild  cases  of  tonsillar  or  pharyngeal 
diphtheria  are  usually  seen  in  institutional 
outbreaks  or  in  epidemics  and  are  character- 
ized by  reddening  and  swelling  of  the  tonsils 
and  pharynx.  The  children  usually  complain 
of  soreness  of  the  throat  and  have  a rise  in 
temperature  but  do  not  appear  to  be  acutely 
ill.  There  is  no  membrane  present,  yet  cul- 
tures taken  from  the  throat  may  show  the 
presence  of  true  diphtheria  bacilli  virulent  in 
type.  The  mildness  of  the  affection  is  at- 
tributed to: 

1.  The  small  number  of  bacilli  present ; 

2.  To  a diminution  in  virulence; 

3.  To  an  increased  resistance  on  the  part 
of  the  host. 

These  cases  may  be  the  means  of  com- 
municating.a virulent  type  of  the  disease  to 
others.  There  is  usually  a catarrhal  involve- 
ment of  the  nares,  and  there  may  be,  by  ex- 
tension, a diphtheritic  laryngitis  either  catar- 
rhal or  pseudo-membranous  in  type  which 
may  be  followed  by  stenosis  or  other  grave 
symptoms. 

The  severe  cases  may  have  a sudden  on- 
set with  chill,  vomiting,  fever  and  severe 
sorethroat,  the  temperature  rising  to  103  or 
1 04,  with  marked  prostration,  or  the  affec- 
tion may  begin  as  a mild  case  and  gradually 
develop  the  severe  symptoms.  The  pulse 
rate  is  variable  and  as  in  nasal  diphtheria 
may  vary  from  80  to  140  per  minute.  Some 
observers  regard  a pulse  rate  of  130  in  sore- 
throat  as  a most  valuable  point  in  the  diag- 


nosis of  tonsillar  or  pharyngeal  diphtheria. 
Cases  have  been  observed  in  which  the  pulse 
rate  was  not  above  80  at  the  onset  of  the 
affection. 

There  may  be  little  membrane  visible  at 
the  beginning;  the  throat,  however,  will  be 
reddened,  the  swelling  more  marked  and  the 
surrounding  tissues  have  the  appearance  of 
being  devitalized.  The  involved  area  is  beefy 
red  in  color,  is  almost  black  with  numerous 
pin  point  hemorrhagic  spots  and  appears  as 
though  ready  to  slough.  The  submaxillary 
and  cervical  lymph  nodes  are  enlarged  and 
tender. 

The  child  looks  and  acts  sick.  The  parents 
often  state  that  it  is  restless.  If  observed  for 
a few  minutes  it  will  be  seen  to  turn  on  one 
side,  lie  quietly  for  a short  time  and  then 
turn  on  the  opposite  side.  This  is  regarded  as 
a valuable  point  to  remember  in  attempting 
to  make  a diagnosis  in  the  case  of  a child  with 
sore-throat.  The  elevation  in  temperature 
may  not  be  above  101  and  may  not  be  in 
keeping  with  the  degree  of  constitutional  de- 
pression. 

As  the  disease  progresses,  the  membrane 
rapidly  extends  until  the  tonsils,  pharynx, 
uvula  and  fauces  are  covered  with  a thick 
gray,  green  or  even  black  layer  of  necrotic 
materia],  which  if  removed,  leaves  a bleed- 
ing point  in  the  underlying  tissue.  The  af- 
fection may  extend  to  the  nares  and  larynx. 
With  increase  in  the  local  process,  the  con- 
stitutional symptoms  become  more  and  more 
marked,  the  pulse  rate  becoming  more  rapid 
and  feeble.  The  temperature  may  vary  be- 
tween 101  and  105.  The  urine  becomes 
scanty  and  high  colored,  and  contains  albu- 
min. An  acute  exudative  nephritis  may  de- 
velop with  all  its  symptoms.  With  deepen- 
ing of  the  toxemia,  the  patient  becomes  dull 
and  listless.  Stupor  and  delirium  may  be  de- 
veloped. Convulsions  from  toxemia  may 
occur  either  early  or  late  in  the  disease.  The 
fatal  cases  may  die  from  toxemia  alone,  but  in 
most  cases  one  of  the  complications,  chief  of 
which  is  pneumonia,  is  the  cause  of  a fatal 
outcome. 
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Laryngeal  diphtheria  does  not  present  such 
a varied  clinical  picture  as  is  seen  in  diph- 
theria of  the  pharynx  and  tonsils.  The  local 
effects,  due  to  the  anatomical  form  of  struct- 
ure of  the  larynx  and  its  physiological  func- 
tion, predominate  over  the  constitutional 
symptoms.  The  mucous  membranes  of  the 
larynx,  possesses  but  little  absorptive  power, 
and  as  long  as  the  diphtheritic  process  is  con- 
fined to  the  larynx,  the  toxemia  is  light.  It 
may  occur  as: 

1.  A primary  infection ; 

2.  As  an  extension  of  a process  beginning 
. either  in  the  nose  or  throat ; 

3.  As  a complication  of  other  diseases,  es- 
pecially measles  or  scarlet  fever. 

It  begins  gradually  with  a hoarse  cough 
and  voice,  and  perhaps  with  slight  stridor  on 
inspiration.  Temperature  is  usually  low,  99 
to  101.  In  its  early  stage  it  may  be  difficult 
to  distinguish  it  from  catarrhal  laryngitis 
which  is  usually  abrupt  in  its  onset  with  tem- 
perature from  102  to  103  and  improving 
when  daylight  comes,  if  the  onset  is  at  night 
and  usually  it  is.  Laryngeal  diphtheria  may 
have  its  onset  at  any  time.  If  it  develops  dur- 
ing the  night,  there  is  no  improvement  when 
daylight  comes.  The  child  grows  progress- 
ively worse,  is  restless  and  tosses  about  in 
bed,  turning  first  from  one  side  to  the  other. 
It  has  the  characteristic  symptoms  of  croupy 
cough,  croupy  inspiration,  aphonia,  stridulous 
expiration,  suprasternal  and  infrasternal  re- 
cessions, restlessness  and  cyanosis.  With  in- 
crease in  the  local  symptoms,  the  cough  be- 
comes more  and  more  hoarse  and  there  is 
complete  aphonia.  The  temperature  may  re- 
main low  or  rise  to  1 04.  Symptoms  of  laryn- 
geal stenosis  may  develop  within  twelve 
hours,  usually  at  the  end  of  the  first  or  second 
day.  As  the  affection  progresses,  respiration 
becomes  more  and  more  labored.  The  face  is 
pale,  the  forehead  and  perhaps  the  whole 
body  bathed  in  perspiration.  The  mind  usual- 
ly remains  clear  in  contrast  to  severe  diph- 
theria of  the  nose  and  throat.  The  child  may 
sit  up  in  bed,  supporting  the  shoulders  on 
the  arms  to  give  free  play  to  all  the  accessory 


muscles  of  respiration,  or  wild  with  fear,  may 
toss  about  from  side  to  side  in  bed  and  up 
and  down,  in  an  effort  to  shake  off  the  spasm 
of  the  larynx,  due  to  spasm  of  the  laryngeal 
muscles  and  not  often  due  to  obstruction  by 
membrane.  In  fatal  cases  the  cyanosis 
deepens,  the  respiration  becomes  more  and 
more  labored,  the  struggle  for  air  ceases,  the 
patients  sink  into  stupor,  convulsions  develop 
and  death  soon  follows. 

The  complications  of  diphtheria  are: 

1.  Otitis  media ; 

2.  Bronchopneumonia,  particularly  in 
laryngeal  diphtheria ; 

3.  Nephritis; 

4.  Paralysis  of  the  palate,  pharynx,  ex- 
trinsic and  intrinsic  muscles  of  the  eye,  re- 
sulting in  ptosis,  strabismus  and  loss  of  power 
of  accommodation,  and  paralysis  of  the 
muscles  of  respiration; 

5.  Involvement  of  the  heart,  said  to  be 
due  to  myocarditis  and  to  degeneration  of 
the  vagus  nerve. 

The  manner  of  the  action  of  the  toxin  of 
diphtheria  is  said  to  be  due  to  a toxic  neuritis 
and  to  the  action  of  the  toxin  on  the  myelin 
sheath  and  the  axis  cylinder. 

Treatment  depends  upon  the  administra- 
tion of  antitoxin.  When  should  we  give  it? 
How  much  should  we  give?  Give  as  early  as 
the  diagnosis  can  be  made;  give  when  in 
doubt,  and  give  enough  antitoxin  the  first 
dose  to  take  care  of  the  affection;  in  other 
words  give  more  than  is  needed.  It  is  far 
better  to  give  more  than  may  be  needed  than 
not  to  give  enough.  Some  observers  report 
a mortality  of  1.5  per  cent  in  a series  above 
three  hundred  cases  when  the  antitoxin  was 
given  on  the  first  day  and  a mortality  of  14.9 
per  cent  in  a series  of  cases  above  nine  hun- 
dred when  the  antitoxin  was  given  on  the 
fifth  day. 

Many  observers  regard  antitoxin  given  on 
the  fifth  day  after  onset  as  of  no  value.  The 
New  York  City  Department  of  Health  has 
compiled  a table  for  the  amount  of  antitoxin 
to  be  given,  based  on  the  weight  of  the  child, 
and  classifies  diphtheria  as  mild,  moderate, 
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severe  and  malignant,  with  a different  dose 
for  each  of  the  four  different  forms.  While 
this  table  may  have  its  merits,  it  is  not  prac- 
tical with  us  in  the  coal  fields,  and  it  is  far 
better  for  us  to  regard  any  form  of  diph- 
theria, as  one  which  may  at  any  time  become 
severe  or  malignant.  It  has  been  the  writer’s 
custom  to  give  twenty  thousand  units  of  anti- 
toxin the  first  dose,  regardless  of  age  or 
weight.  It  has  not  been  necessary  to  repeat 
the  administration  of  antitoxin  in  two  cases. 

The  matter  of  treatment  after  the  admin- 
istration of  antitoxin  is  a most  vital  one.  The 
development  of  heart  symptoms  may  be  de- 
layed as  long  as  six  weeks  after  the  affec- 
tion has  subsided,  but  usually  occurs  at  the 
end  of  the  second  or  third  week.  A fatal 
outcome  has  been  observed  in  two  cases,  who 
died  while  at  play,  probably  as  a result  of 
heart  failure,  after  all  symptoms  had  sub- 
sided, and  after  having  been  discharged.  It 
is  very  important  that  the  child  recovering 
from  diphtheria,  be  kept  in  bed  and  absol- 
utely quiet  for  a period  of  three  weeks  after 
all  symptoms  have  subsided.  After  observ- 
ing fatal  outcomes  in  cases  of  laryngeal  diph- 
theria, after  the  early  administration  of  anti- 
toxin in  initial  doses  of  twenty  thousand  units, 
who  evidently  had  a fatal  outcome  as  a re- 
sult of  laryngeal  spasm,  it  is  felt  that  with 
our  present  hospital  facilities  and  the  services 
of  our  competent  nose  and  throat  physicians 
available,  that  it  is  better  to  hospitalize  all 
cases  of  diphtheria,  after  the  administration 
of  antitoxin,  until  the  immediate  danger 
point  is  passed. 

IT.  opium  in  small  doses  is  regarded  as  of 
value  in  controlling  the  fear  and  restlessness 
in  the  laryngeal  type.  Alcohol  may  have 
some  merit,  but  there  may  be  contraindica- 
tions to  its  use  which  would  overbalance  any 
beneficial  effect  that  it  might  have.  The  bar- 
bituric acid  derivatives  may  have  a limited 
value  in  this  particular  type. 

Diphtheria  cases,  if  possible,  should  be 
isolated.  All  contact  children  should  be 
given  one  thousand  units  of  antitoxin,  which 


will  protect  them  over  the  incubative  period 
of  the  disease  only.  The  incubative  period  is 
estimated  at  from  two  to  five  days.  We  may 
select  an  arbitrary  period  of  quarantine  of 
three  weeks.  The  bacilli  may  persist  for 
varying  periods  up  to  91  days.  The  rule  est- 
ablished in  most  cities  having  a public  health 
department,  is  release  of  the  cases  after  two 
successive,  negative  throat  cultures,  taken  24 
hours  apart. 

Prophylatic  measures,  at  the  present  time, 
depend  on  the  administration  of  1 cc  of  alum 
precipitated  toxoid  intramuscularly,  in  chil- 
dren from  six  months  to  six  years  of  age,  to 
older  children  if  Schick  positive.  This  method 
of  prophylaxis  is  not  one  hundred  per  cent 
perfect.  One  case  of  diphtheria  with  fatal 
outcome,  is  reported  from  the  vicinity  of 
War,  occurring  one  year  after  the  adminis- 
tration of  toxoid.  The  results  from  its  ad- 
ministration, based  on  reports  from  com- 
munities where  it  has  been  given,  have  been 
very  gratifying.  Some  communities,  where 
diphtheria  has  been  endemic  annually,  report 
no  cases  occurring  since  its  administration. 
Others  report  a marked  decrease.  Local 
hospitals  also  report  a decrease  in  the  usual 
number  of  cases  admitted.  Some  observers 
report  one  hundred  per  cent  negative  Schick 
tests  in  small  groups  of  Schick  positive  chil- 
dren forty-two  days  after  administration.  A 
conservative  estimate  of  its  efficiency  is  esti- 
mated to  be  about  eighty-five  per  cent. 

Conclusions:  The  chief  danger  in  nasal 
diphtheria  is  in  extension. 

Mild  cases  of  pharyngeal  or  tonsillar  diph- 
theria, seen  in  endemic  and  institutional  out- 
breaks, are  to  be  regarded  as  having  the  pos- 
sibility of  becoming  severe  or  malignant  and 
as  being  a source  of  infection  to  others. 

Death  from  severe  cases  of  pharyngeal  or 
tonsillar  diphtheria,  may  be  due  to  toxemia 
alone,  but  in  most  cases  is  due  to  complica- 
tions, chief  of  which  is  pneumonia. 

The  most  common  complication  of  laryn- 
geal diphtheria  is  bronchial  pneumonia, 
which  is  often  the  cause  of  a fatal  outcome. 
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In  all  types,  antitoxin  should  be  given 
early,  given  when  in  doubt,  and  the  first  dose 
in  sufficient  quantity  to  protect  the  child 
through  the  immediate  danger  period  of  the 
first  few  days  duration. 


Hospitalization  is  advised  after  the  ad- 
ministration of  antitoxin  until  the  immediate 
danger  period  is  passed. 

Alum  precipitated  toxoid  is  regarded  as 
the  product  of  choice  for  immunization. 


THE  TRAINED  NURSE* 


By  T.  \V.  Moore,  M.  I). 
Huntington,  W.  Va. 


^Y"olng  ladies,  you  have  finished  three 
years  of  hard  work  and  rigid  discipline. 
These  are  probably  the  outstanding  features 
in  your  minds  today,  but  I have  no  doubt  in 
the  future  when  you  reminisce,  these  years 
will  be  among  the  happiest  of  your  lives. 

Here  you  have  learned  the  value  of  self 
sacrifice;  that  yours  is  a vocation  of  service 
— you  have  been  taught  how  much  more  it 
means  to  give  to,  than  to  take  from  life. 

You  have  been  told  many  times  I am  sure 
of  Elorence  Nightingale  and  her  work  in 
organizing  hospitals  and  developing  sys- 
tematic training  for  nurses;  of  her  splendid 
work  in  the  Crimean  war  in  1 856,  about  which 
Haggard  says:  “Perhaps  no  humanitarian 

change  ever  effected  has  been  of  more  prac- 
tical importance  than  that  which  she  brought 
into  being  in  the  dark  wards  of  the  barrack 
hospital  of  Scutari.”  She  organized  nursing 
and  made  it  a profession. 

Another  woman  whose  memory  we  should 
revere,  although  she  was  not  a nurse,  is 
Dorothea  Lynde  Dix  of  Boston,  who  liter- 
ally forced  upon  a reluctant  public  the  duty 
of  providing  for  the  mentally  ill,  and  giving 
to  them  the  nursing  and  attention,  as  patients, 
they  need.  She,  in  the  forties  and  fifties  of 
the  1 9th  century  was  responsible  for  the 
founding  of  more  than  thirty  state  institu- 
tions for  this  purpose. 

It  has  been  very  interesting  to  me  to  watch 
the  development  of  the  trained  nurse.  For  a 

* Address  before  the  graduating  class,  Chesapeake  and  Ohio  Hos- 
pital Training  School  for  Nurses,  Huntington,  W.  Va.,  October  24, 
1934. 


number  of  years  after  I graduated,  the  major- 
ity of  training  schools  had  very  few,  if  any 
entrance  requirements;  if  a young  woman 
wished  to  become  a nurse  all  that  was  needed 
was  to  have  some  doctor  recommend  her  and 
she  was  admitted  to  training;  but  notwith- 
standing this,  it  was  remarkable  how  very 
many  capable  women  and  excellent  nurses 
were  graduated.  The  requirements  have  in- 
creased, especially  as  to  preliminary  educa- 
tion, physical  condition  and  more  careful  in- 
vestigation of  character.  This  has  been  true 
in  all  the  professions.  All  classes  of  men  and 
women  show  a much  higher  percentage  who 
have  at  least  the  equivalent  of  a high  school 
education.  With  all  this,  until  the  last  de- 
cade the  standards  have  been  higher  in  the 
United  States  than  in  the  majority  of  other 
countries.  As  late  as  1911  the  nurses  in 
Vienna  were  the  women  of  the  streets  who 
when  too  old  or  too  infirm  to  ply  their  trade, 
drifted  into  the  hospitals  and  remained  as 
nurses.  These  women  never  became  trained 
nurses  in  the  sense  that  you  are  trained,  but 
it  was  remarkable  how  capable  they  were  in 
handling  the  sick  and  what  wonderful  diag- 
nostic acumen  some  of  them  developed.  I 
have  heard  Professor  Heinrich  Neuman  tell 
that  during  his  interne  years  in  the  Allge- 
meine  Krankenhaus,  how  much  trouble  he 
had  in  differentiating  meningitis,  sinus  throm- 
bosis and  brain  abscess  when  complicating  his 
mastoid  cases.  An  old  nurse  whom  we 
always  designated  as  “old  Anna”  who  had 
been  in  the  hospital  for  over  twenty  years, 
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would  awaken  him  in  the  night,  saying  such 
a patient  has  “brain  abscess”  or  “sinus  throm- 
bosis” or  “meningitis.”  He  said  he  never 
knew  her  to  be  wrong  and  he  could  not  to 
save  his  life  have  made  a diagnosis.  Many 
times  in  my  practice  since  I have  wished  for 
an  “old  Anna.” 

The  majority  of  patients  whom  you  con- 
tact will  manifest  a trust  and  a confidence  in 
you  that  will  astound  you.  They  will  at- 
tribute to  you  a knowledge  of  disease  and 
medicines  greater  than  any  member  of  the 
medical  profession  possesses.  They  will  ex- 
pect you  to  tell  them  just  what  to  eat  and 
how  to  prepare  it,  what  drug  to  take  for  head- 
ache, backache,  stomachache  or  even  fallen 
arches,  they  will  wish  to  know  why  they  are 
too  fat  or  too  thin;  why  Ann  has  a cold  and 
Mary  does  not,  and  so  on  ad  infinitum.  Their 
faith  suggests  that  of  the  old  minister  who 
told  some  boys  where  his  lesson  for  the  fol- 
lowing Sunday  would  be  found.  Finding  it, 
they  glued  the  connecting  pages  of  the  Bible 
together.  He  read  his  lesson  as  follows,  be- 
ginning at  the  bottom  of  the  page:  “When 
Noah  was  120  years  old  he  took  unto  him- 
self a wife  (then  turning  the  page)  who  was 
300  cubits  long,  50  cubits  wide,  built  of 
gopher  wood  and  covered  with  pitch  inside 
and  out.”  He  was  naturally  astounded  at  this. 
He  read  it  again,  verified  it  and  then  said: 
“My  friends,  I never  before  have  seen  this 
in  the  Bible  but  I accept  it  as  divine  evidence 
of  the  fact  that  we  are  fearfully  and  wonder- 
fully made.” 

But  stop!  It  is  not  ever  thus!  From  the 
days  of  Eve  there  have  been  those  who 
thought  your  sex  did  not  hesitate  to  prevari- 
cate. Even  Byron,  one  of  the  greatest  of 
lovers  and  one  who  knew  much  of  your 
charms  and  weaknesses  said:  “What  1 admire 
about  women  is  not  that  they  cannot  or  will 
not  do  otherwise  than  lie,  but  that  they  do  it 
so  beautifully  that  the  very  truth  seems  false- 
hood to  it.”  It  is  hard  to  say  which  will  dis- 
tress you  more  — those  who  presuppose  a 
supernatural  knowledge  on  your  part,  or  the 


ones  who  think  you  prefer  to  lead  the  blind 
byways  they  know  not. 

\ ou  will  enter  homes  where  the  family 
skeleton  cannot  be  hidden,  your  eyes  must  see 
and  your  ears  hear  many  tragedies  that  are 
not  known  to  the  world.  Osier  has  recom- 
mended two  maxims:  “I  will  keep  my  mouth 
as  it  were  with  a bridle,”  and  the  other,  “If 
thou  hast  heard  a word  let  it  die  with  you.” 
Taciturnity,  a discreet  silence  is  a virtue 
little  cultivated  in  these  garrulous  days  when 
the  chatter  of  the  bander  lot  is  everywhere 
about  us,  when  as  someone  remarked, 
“Speech  has  taken  the  place  of  thought.”  He 
also  said:  “To  measure  finely  and  nicely  your 
sympathy  is  a very  delicate  operation.  The 
individual  temperament  controls  the  situa- 
tion and  the  more  mobile  of  you  will  have  a 
hard  lesson  to  learn  in  subduing  your  emo- 
tions. It  is  essential,  however,  and  never 
let  your  outward  action  demonstrate  the 
motive  and  figure  of  your  heart.  You  are 
lost  irrevocably  should  you  so  far  give  the 
reins  to  your  feelings  as  to  ope  the  sacred 
source  of  sympathetic  tears.  Do  enter  upon 
your  duties  with  a becoming  sense  of  your 
frailties.  Women  can  fool  men  always, 
women  only  sometimes.” 

Another  place  where  all  your  tact  will  be 
required  is  to  keep  from  revealing  to  a patient 
the  fact  that  you  regard  his  condition  as  hope- 
less. I have  never  done  this  but  once.  I 
had  been  called  eleven  miles  from  my  office 
out  in  the  Pennsylvania  mountains  to  attend 
a lovely  little  mother;  she  had  had  a mis- 
carriage a week  before  and  was  now  having 
chills  and  a temperature  of  105  degrees.  She 
rapidly  grew  worse,  dying  two  days  later. 
After  examining  her  I was  convinced  that 
her  condition  was  a hopeless  one,  and  I so 
apprised  her  husband.  I had  cautioned  the 
family  not  to  tell  her  how  seriously  ill  she 
was,  but  her  mother-in-law  was  upon  the 
scene  insisting  that  she  should  be  told  and 
that  1 must  tell  her.  The  day  that  she  died 
I agreed  that  if  she  asked  me  I would  do  so. 
The  patient  was  sleeping  quietly  after  two 
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days  of  extreme  restlessness  and  I slipped 
out  of  the  room  for  a few  minutes,  when  upon 
returning  I found  the  elder  woman  shaking 
the  patient  and  saying  “Nora!  Nora!  Ask 
your  doctor  if  he  thinks  that  you  are  going  to 
get  well!” 

I have  during  the  past  five  years  had  four 
of  M iss  Koch’s  graduates  in  my  employ,  one 
for  only  one  year  and  one  for  three  years. 
The  other  two  are  still  with  me.  All  have 
shown  the  result  of  the  thorough  training 
they  had  in  their  fidelity  to  duties  assigned 
to  them,  although  at  times  I have  had  the 
impression  that  they  thought  their  superin- 
tendent had  early  learned  the  proverb — 

“That  a woman,  a dog  and  a walnut  tree 

The  more  you  whip  them,  the  better  they  be.” 

It  is  remarkable  how  much  real  joy  both 
physicians  and  nurses  obtain  from  their  work 
and  how  tolerant  of  us  our  friends  are,  when 
we  remember  that  our  very  existence  is  a 
constant  reminder  of  human  fraility. 

Yours,  in  common  with  the  other  profes- 
sions, has  seen  much  overcrowding  in  the  past 
few  years,  and  in  some  cities  the  number  of 
nurses  is  so  great  that  it  will  be  impossible 
for  them  all  to  be  employed  except  in  time 
of  an  epidemic  or  calamity  of  some  kind.  For 
example,  in  Battle  Creek,  there  is  a nurse  for 
every  one  hundred  and  nineteen  inhabitants, 
and  in  New  York  City,  there  is  one  for  every 
two  hundred  and  fifty  persons.  It  was  thought 
that  the  increasing  demand  for  higher  quali- 
fications would  have  tended  to  limit  the  num- 
ber, but  this  has  not  been  true.  So,  many  of 
you  will  seek  other  occupations ; you  may 
even  “barter  your  heritage  for  a hoop  of 
gold” — the  majority  of  you  will,  but  even 
then  you  will  find  life’s  pathway  easier  from 
having  acquired  the  self-control  and  compla- 
cency that  these  three  years  have  taught  you. 
So  whatever  the  future  may  hold  in  store  for 
you  the  training  you  have  had  will  help  in 
any  and  every  walk  of  life,  and  there  are 
today  so  many  fields  of  endeavor  open  to 
you.  For  after  all  “you  are  women”  and 


“while  we  speak  of  woman’s  sphere  as 
though  it  had  a limit — 

There  is  not  a thing  in  earth  or  heaven 
There  is  not  a joy  to  mankind  given 
There  is  not  a blessing  or  a woe 
There  is  not  a whispered  yes  or  no 
There  is  not  a marriage,  death  or  birtli 
That  has  a feather’s  weight  of  worth 
Unless  there  is  a woman  in  it.” 


EARLY  MEDICINE  MEN 

Though  the  patients  of  the  shaman,  the  early 
South  American  tribal  medicine  man,  are  believed 
to  have  survived  mostly  in  spite  of  his  cures  rather 
than  because  of  them,  the  modern  world  is  indebted 
to  the  shaman  for  many  discoveries  in  the  medical 
field.  Equipped  with  only  a few  knives  of  obsid- 
ina  or  Hint,  the  teachings  of  predecessors,  and  a 
twenty  year  apprenticeship  during  which  he  lived 
a life  of  celibacy,  the  shaman  discovered  Cascara 
sagrada,  quinine,  cocaine,  sarsaparilla  and  ipecac  for 
medicinal  uses.  He  allowed  his  patients  to  chew 
coca  plant  leaves,  from  which  we  derive  cocaine, 
in  order  to  produce  a mild  anesthesia.  All  this  is 
told  by  Billy  Teel  Mettel  in  an  article  on  “Medi- 
cine in  Ancient  America,”  which  appears  in  the 
April  Hyge'ta. 

The  Aztecs  recognized  the  contagious  nature  of 
certain  diseases  and  isolated  patients  suffering  from 
those  diseases.  Farther  south  in  Peru,  the  Incas 
practiced  a bold  form  of  modern  surgery,  trephin- 
ing or  skull  surgery.  They  performed  as  many  as 
five  operations  on  the  same  patient,  though  no  one 
knows  the  reason  for  these  operations,  unless  they 
were  done  for  religious  or  mystical  reasons. 

The  bone  binder  cured  sprains,  fractures,  dis- 
locations and  contusions.  He  bandaged  the  part, 
and  massaged  and  poulticed  with  Ruellia  albicaulis, 
w’hich  has  been  used  in  this  manner  for  centuries. 

The  medicine  man  had  to  respond  to  all  calls 
of  the  sick  and  was  paid  only  when  he  effected  a 
cure.  His  pay  was  determined  by  the  length  of 
time  required  for  the  treatment.  Most  of  his  treat- 
ments were  accompanied  by  religious  or  mystical 
ceremonies  and  dances,  in  which  he  implored  the 
gods  to  help  him  extricate  the  evil  influence  that 
wras  causing  the  pain.  He  believed  in  curing  “like 
with  like”;  for  example,  a wasp  sting  was  treated 
with  crushed  wasps’  nests,  and  snake  bites  were 
treated  with  juices  from  vines  that  twisted  and 
curved  like  snakes. 
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COPPER  IONIZATION  TREATMENT  OF  CERVICITIS 


By  Will  A.  Quimby,  M.  D. 
Wheeling,  W.  V a. 


Jntroduction  of  copper  into  the  cervix 

uteri  for  infection  is  taking  advantage  of 
the  well  known  antiseptic  properties  of  this 
metal  and  its  salts.  When  a soft  copper 
electrode  is  inserted  into  the  cervical  canal 
and  made  the  positive  electrode  of  a con- 
tinuous galvanic  current  this  metal  seeks  the 
negative  or  indifferent  electrode  which  pad 
has  been  placed  under  the  hips  or  on  the 
abdomen.  This  electro-positive  element  tra- 
versing the  tissues  is  deposited  in  the  cervix 
as  copper  oxychloride. 

Unsatisfactory  results  are  reported  in 
treating  cervicitis  by  other  methods  except 
where  treatment  is  in  the  hands  of  expert 
gynecologists. 

Cauterization:  Fulkerson1  reports  late 

sloughing  and  hemorrhage  after  use  of  the 
cautery.  Later  on  considerable  scar  tissue 
forms.  Leucorrhea  ceases,  but  this  is  at- 
tributed to  scarring  over  of  the  glands.  The 
cervix  cannot  return  to  the  normal. 

Brunner'  had  a case  of  complete  atresia  of 
the  cervix  after  cauterization.  Ladin”  at  the 
New  York  Polyclinic  Hospital,  had  two  cases 
of  complete  stenosis  with  hematometra  fol- 
lowing this  form  of  treatment. 

Electrocoagulation  and  Diathermy : These 
applications  give  variable  depths  of  tissue  co- 
agulation and  consequently  an  indefinite 
amount  of  coagulation. 

Caustics:  The  caustic  pencil  is  a favorite 
treatment  in  some  European  countries.  The 
serosanguineous  discharge  caused  by  the  pen- 
cil is  much  to  be  feared,  in  the  opinion  of 
Pouliot.'  Various  other  topical  applications 
as  antiseptics  and  dehydrants  as  well  as 
douches  end  in  failure. 

Radium:  The  application  of  radium  is 

somewhat  overshooting  the  mark.  In  fact 


radiation  is  contraindicated  in  the  presence  of 
infection. 

The  author  has  used  copper  ionization  in 
cervicitis  a number  of  years  with  highly  satis- 
factory results.  David  W.  Tovey,°  M.  D., 
New  York  City,  in  his  “Copper  Ionization 
Treatment  of  Cervicitis”  has  given  us  a most 
exhaustive  consideration  of  the  subject.  He 
“believes  that  copper  ionization  is  the  safest, 
simplest  and  best  method  of  treating  cervic- 
itis.” There  is  no  pain  or  discomfort  to  the 
patient.  In  fact  there  is  not  one  of  the  dis- 
pleasing results  given  above. 

The  equipment  and  its  maintenance  are  in- 
expensive. Any  physician  who  can  insert  the 
electrode  and  follow  simple  directions,  can 
successfully  apply  the  treatment.  This  is 
wholly  an  office  procedure  which  is  greatly 
appreciated  by  the  patient. 

Cervicitis  is  a term  used  to  include  forms 
of  infection  of  the  cervix.  Over  33  per  cent 
of  women  have  cervicitis.  The  cervix,  which 
is  the  tonsil  of  the  pelvis,  is  a frequent  source 
of  focal  infection,  pelvic  infection,  metritis, 
oophoritis,  salpingitis,  pelvic  peritonitis, 
uteritis,  perimetritis  and  stricture  of  the  pel- 
vic ureter  followed  by  pyelitis  and  pyelone- 
phritis. Cervicitis  is  recognized  to  be  a fre- 
quent cause  of  cancer  of  the  cervix.  Concern- 
ing this  Ewing  says  that  “chronic  catarrhal 
endocervicitis  precedes  cancer  in  the  great 
majority  of  cases,  and  cervical  erosion  is  the 
most  definitely  established  lesion  known  to 
initiate  cervical  carcinoma.” 

The  pathology  in  cervicitis  varies  with  the 
virulence  of  the  infection  and  resistance  of 
the  tissues.  It  may  remain  limited  to  the 
racemose  glands  of  the  cervical  mucosa  or 
the  infection  may  manifest  itself  in  any  re- 
mote part  of  the  body.  The  staphylococcus, 
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streptococcus,  colon  bacillus  or  gonococcus  is 
the  most  common  cause.  Trichomonas  va- 
ginalis must  not  be  mistaken  for  a Neisserian 
infection.  Syphilis  of  the  cervix  is  frequent 
but  seldom  recognized.  Childbirth  is  fre- 
quently a predisposing  cause  of  cervicitis,  es- 
pecially where  there  has  been  a laceration. 
Leucorrhea  is  a sign  of  cervical  infection  but 
may  be  caused  by  congestion  only. 

Cervicitis  in  virgins  is  occasionally  seen. 
The  colon  bacilli  is  most  frequently  found  in 
these  cases.  Copper  ionization  treatment  is 
applicable  by  means  of  a smaller  electrode 
applied  through  a large  size  cystoscope. 

Physics  of  Ionization:  Ionization  is  the 

induction  of  ions  into  the  tissues  by  means  of 
the  direct  or  continuous  electric  current.  Ions 
travel  at  a comparatively  slow  rate  of  speed. 
The  amount  of  drug  driven  into  the  tissues 
is  in  direct  proportion  to  the  amount  of  cur- 
rent, the  length  of  time  the  current  is  flow- 
ing, and  the  area  of  the  electrode  in  contact 
with  the  tissues. 

A longer  treatment  with  a relatively 
smaller  amperage  will  drive  ions  deeper 
into  the  tissues  than  a short  treatment  and 
high  amperage.  The  use  of  30  to  40  milli- 
amperes  for  a shorter  period  is  inadvisable. 
The  greater  the  surface  of  active  electrode 
in  contact  with  the  tissues,  the  greater  the 
amount  of  current.  A.  Judson  Quimby’  esti- 
mates that  with  the  large  cervical  electrode, 
10  milliamperes  for  20  minutes  (200  milli- 
ampere  minutes),  copper  is  driven  about 
eight  millimeters  into  the  tissues  of  the  cer- 
vix. Copper  ions  are  carried  by  lymphatic 
currents  and  electrical  drive  along  the  lymph 
channels  into  the  cervical  and  adjacent  tissues. 

The  human  body  is  a sack  containing 
fluids  which  hold  various  salts  in  solution, 
the  chief  of  which  is  sodium  chloride.  Owing 
to  its  chemical  action,  the  galvanic  current 
splits  these  salts  into  their  various  consti- 
tuents, the  metallic  portion  being  attracted 
to  the  negative  pole  and  the  acid  portion  to 
the  positive  pole.  Therefore,  if  we  wish  to 
introduce  a metal  into  the  tissues,  we  use 
the  positive  pole.  If  we  wish  to  drive  acid- 


forming elements  into  the  tissues,  we  use  the 
negative  pole. 

The  positive  pole  is  acid  and  a vaso- 
constrictive. It  has  the  following  effects: 

1 . Contracts  and  hardens  tissues,  dries 
discharges  and  coagulates  albuminoids. 

2.  Decreases  inflammation. 

3.  Dries  and  dehydrates  tissues. 

4.  Is  germicidal. 

5.  Has  a sedative  effect. 

6.  Copper,  zinc  and  other  metals  are  ap- 
plied at  this  pole. 

The  negative  pole  is  alkaline  and  caustic, 
and  has  the  following  effects: 

1.  It  is  a vasodilator  and  therefore  causes 
congestion. 

2.  Relaxes,  softens  and  liquefies  tissue. 

3.  Liquefies  secretions. 

4.  Increases  moisture. 

5.  A mild  sensation  of  burning  is  felt  at 
the  negative  pole  due  to  its  caustic  proper- 
ties. 

Since  the  positive  and  negative  poles  pro- 
duce such  widely  different  chemical  and  phy- 
siological effects  it  is  necessary  to  distinguish 
with  certainty.  Use  the  following  simple 
test:  Place  the  metal  ends  of  the  cords  in 

water  — close  but  not  touching  each  other. 
Turn  on  the  current  slowly.  Bubbles  of 
hydrogen  gas  will  accumulate  on  the  nega- 
tive pole.  Another  test  is  to  wet  red  litmus 
paper,  touch  this  wet  paper  with  the  two 
poles,  blue  paper  will  appear  at  the  negative 
terminal. 

Apparatus:  The  equipment  consists  of  a 
generator  that  will  give  galvanic  current.  A 
number  of  reliable  manufacturers  have  these 
on  the  market.  A large  asbestos  pad  is  used 
for  the  indifferent  electrode.  Dr.  Tovey"  has 
devised  the  most  suitable  copper  electrodes. 
The  set  consists  of  four  sizes,  from  16  to  28 
French  in  diameter.  This  soft  copper  elec- 
trode is  about  one  and  a quarter  inches  long, 
cylindrical,  and  the  distal  end  tapered  to  a 
blunt  cone.  This  electrode  is  designed  so  that 
it  will  be  passed  only  to  the  internal  os.  Dr. 
Tovey  advises  against  the  passage  of  a long, 
small  gauge  electrode  into  the  uterine  canal, 
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saying  “the  delicate  mucosa  of  which  cannot 
be  injured  with  impunity.” 

Technique:  With  the  patient  in  the  usual 
position  for  vaginal  work,  the  wet  asbestos 
pad  connected  with  the  negative  pole  is  placed 
under  the  hips  or  on  the  abdomen.  A bivalve 
speculum  is  introduced.  The  cervix  is  ex- 
posed and  secretions  removed.  The  proper 
size  electrode  is  selected.  If  in  case  the  ex- 
ternal os  is  too  tight  to  admit  the  smallest 
electrode,  the  tip  of  this  electrode  is  inserted 
into  the  external  os.  This  electrode  is  made 
the  negative  pole.  Five  to  ten  milliamperes 
are  turned  on  for  a few  minutes — this  causes 
softening  and  relaxation  of  the  canal.  The 
polarity  is  changed  again  to  positive.  Slowly 
turn  the  rheostat  until  the  meter  registers  12 
to  20  M.A.  The  larger  the  area  of  the  elec- 
trode in  contact  with  the  cervical  canal,  the 
greater  the  amount  of  current  is  used. 

The  electrode  will  stick  in  the  cervical 
canal  a few  minutes  after  it  has  been  made 
active.  Shortly  there  will  be  a greenish  ap- 
pearance at  the  tissue  margin.  This  is  due  to 
crystals  of  copper  oxychloride.  After  twenty 
minutes  treatment  the  current  is  slowly  turned 
off.  The  electrode  remains  firmly  fixed  to  the 
cervical  mucosa.  This  fixation  is  due  to  su- 
perficial chemical  and  electric  coagulation, 
dehydration  and  contraction  of  the  tissues. 
To  free  the  electrode  the  polarity  is  changed 
and  5 to  10  M.  A.  are  turned  on  slowly.  In 
two  or  three  minutes  the  electrode  will  be 
released.  With  this  careful  withdrawal  there 
will  be  no  pain,  bleeding  or  trauma.  In  in- 
stances where  Skene’s  glands  or  other  local 
areas  are  involved,  a copper  wire  is  made 
the  electrode,  and  the  usual  technique  is  fol- 
lowed. 

Copper  ionization  causes  lessening  of  dis- 
charge. After  several  treatments  — usually 
four  — the  cervix  returns  to  normal.  All 
signs  of  infection,  erosion  and  cysts  disappear. 
The  cervix  shows  no  signs  of  having  been  in- 
fected. Large  infected  bilaterally  lacerated 
cervices  return  to  normal  size  and  show  no 
signs  of  infection.  Many  of  these  cases  have 
required  amputation  in  the  past,  but  this  is 


not  necessary  when  copper  ionization  is  used. 
Treatment  should  not  be  repeated  more  often 
than  every  ten  days,  as  it  takes  this  time  for 
tissue  changes  and  healing.  Between  treat- 
ments a mild  astringent  solution  can  be  used 
as  a douche.  Upon  inspection  between  treat- 
ments, the  cervix  may  be  swabbed  writh  a 
dilute  mercurochrome  or  silver  nitrate. 

From  a lengthy  experience  with  copper 
ionization,  conclusions  are  drawn  that  it  is  an 
extremely  safe,  simple  and  inexpensive 
method  of  treating  all  forms  of  cervicitis. 
There  are  no  ill  effects  from  its  use,  such  as 
pain,  atresia,  hemorrhage,  scar  tissue  and  con- 
tractions. To  all  appearances  the  cervix 
looks  as  though  it  had  never  been  infected 
following  treatment  by  ionization. 

REFERENCES 

1.  Fulkerson,  L.  I.:  Gynecology,  Phila.,  P.  Blakis- 
ton's  Son,  1 929. 

2.  Brunner,  E.:  Case  of  Complete  Atresia  of  Cer- 
vical Canal  Due  to  Faulty  Cauterization  and  Its  Treat- 
ments, N.  Y.  University.  Bellevue  Alumni  Assn.,  Jan.  25, 
1 930. 

3.  Ladin,  L.:  Personal  Communication. 

4.  Pouliot,  L.:  Le  Ftlhos  inoffensif  ( precision  de 
technique  d’apres  15  00  cauterisations.)  Rev.  franc,  de 
gynec.  ct  d’  obst.  24:420,  1929. 

5.  Tovey,  D.  W. : Copper  Ionization  Treatment  of 
Cervicitis.  Paper  read  before  the  American  College  of  Sur- 
geons at  the  N.  Y.  Polyclinic  Medical  School  and  Hos- 
pital, Oct.  15,  1931. 

6.  Quimby,  A.  Judson.:  N.  Y.  Polyclinic  Hospital. 
By  association. 


DECAYED  TEETH 

“Many  bad  boys  and  peevish  girls  are  made  so  by 
the  nagging  of  tooth  cavities,  and  even  kleptomania 
has  been  reported  cured  by  care  of  a child’s  teeth,” 
states  David  W.  McLean,  D.D.S.,  in  his  fourth 
chapter  of  “These  Teeth  of  Mine,”  which  appears 
in  the  April  Hygeia. 

Neglected  decay,  or  undiscovered  decay  under 
old  fillings,  insidiously  eats  its  way  toward  the  tooth 
pulp  and  the  circulatory  system,  breeding  and  carry- 
ing infection  as  it  goes.  By  the  time  the  tooth  is 
filled,  the  advance  guards  of  the  infection  may  have 
already  reached  the  pulp;  although  still  alive,  the 
tooth  is  an  infected  tooth.  Such  a pulp  is  liable  to 
die  under  the  filling  and  having  died  it  may  go  un- 
discovered for  years,  a source  of  infection  and  toxins 
for  absorption  into  the  body. 
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NEW  LEGISLATION  OF  INTEREST  TO  THE 
HOSPITALS  AND  DOCTORS* 


'By  James  W . Harris,  Jr. 

Executive  Secretary , Hospital  A ssociation  of  IVest  Virginia 


Liquors , Narcotics  and  Drugs:  House  Bill  No. 

1 1 9,  passed  February  22,  and  made  effective  on 
March  1 , is  known  as  the  Liquor  Control  Act.  As 
all  no  doubt  know  by  this  time,  this  act  creates  a 
strict  state  monopoly  in  both  the  purchase  and  sale 
of  alcohol  or  alcoholic  liquors,  not  including  light 
wines  and  beers.  The  Liquor  Control  Commis- 
sion, created  by  the  act,  and  appointed  by  the  Gov- 
ernor, has  not  yet  issued  rules  and  regulations  which 
will  govern  its  actions  and  clarify  the  law.  1 here- 
fore,  it  is  impossible  to  clearly  define  its  provisions. 
Article  VI  of  the  act  contains  a number  of  provi- 
sions, however,  which  hospitals  and  members  of  the 
medical  profession  should  know.  For  instance,  Sec- 
tion 3 of  that  article  stipulates  that  “the  provisions 
of  this  chapter  do  not  apply  to  ethyl  alcohol  used: 

( 1 ) for  scientific,  chemical,  mechanical  or  indus- 
trial purposes;  (2)  by  those  authorized  to  procure 
ethvl  alcohol  tax-free  under  the  acts  of  Congress 
and  regulations  thereunder;  (3)  in  the  manufac- 
ture of  denatured  alcohol  produced  and  used  as  pro- 
vided by  the  acts  of  Congress  and  regulations  there- 
under; (4)  in  the  manufacture  of  scientific,  chem- 
ical, mechanical  and  industrial  preparations  or  prod- 
ucts unfit  for  beverage  purposes.”  Section  4 stip- 
ulates that  the  provisions  of  the  act  “shall  not  pre- 
vent a person  from  manufacturing,  selling,  deliver- 
ing or  shipping:  (1)  any  medicine  containing  suffi- 
cient medication  to  prevent  its  use  as  a beverage; 

(2)  any  medical  preparation  manufactured  in  ac- 
cordance with  formulas  prescribed  by  the  United 
States  Pharmacopeia,  and  National  Formulary, 
patent  and  proprietary  preparations,  and  other  bona 
fide  medicinal  and  technical  preparations,  which  are 
manufactured  and  sold  to  be  used  exclusively  as 
medicine  and  not  as  beverages,  and  the  sale  of 
which  does  not  now  require  the  payment  of  a United 
States  liquor  dealer’s  tax!  (3)  toilet,  medicinal  and 
antiseptic  preparations  not  intended  for  internal 
human  use  nor  for  beverage  purposes. 

Section  5 of  this  act  provides  that  the  act  shall 


not  prevent:  “(1)  a physician  from  prescribing  the 
use  of  alcoholic  liquors  when  necessary  for  a bona 
fide  patient;  (2)  a druggist  from  selling,  upon  a 
prescription  properly  issued  by  a physician,  alcoholic 
liquors  for  medicinal  purposes;  (3)  a physician, 
dentist,  or  veterinarian,  in  the  legitimate  practice  of 
his  profession,  from  using  and  administering  alco- 
holic liquors;  (4)  hospitals,  sanitariums,  or  that 
division  of  any  institution  which  is  regularly  con- 
ducted as  a hospital,  dispensary  or  infirmary,  from 
using  and  administering  alcoholic  liquors  to  bona 
fide  patients.  Institutions  and  the  divisions  thereof 
provided  in  this  section  may  carry  a stock  of  alco- 
holic liquors  (including  ethyl  alcohol)  sufficient  for 
this  purpose. 

House  Bill  No.  136,  passed  February  27,  and 
made  effective  from  passage,  strengthens  the  present 
law  relating  to  the  inspection  and  analysis  of  food 
and  drugs,  and  provides  heavy  penalties  for  the 
adulteration  of  food  and  drugs. 

Senate  Bill  No.  230,  passed  March  8,  effective 
from  passage,  is  the  LTniform  Drug  and  Narcotics 
Act.  The  federal  government  sought  to  have  the 
same  bill  passed  by  the  legislature  of  every  state  in 
the  Union  so  that  state  and  federal  regulation  of 
the  drug  and  narcotic  traffic  might  be  coordinated 
and  safeguarded.  The  provisions  of  this  act  are 
many  and  technical.  Persons  interested  in  its  con- 
tents, may  procure  copies  by  making  written  re- 
quest of  the  clerk  of  the  House  of  Delegates  or  the 
clerk  of  the  Senate. 


Automobile  License  Fees:  Additional  changes 

in  the  road  laws  were  made  in  the  enactment  of 
three  bills,  which  have  to  do  principally  with  the 
cost  of  operation,  and  will  be  of  interest  to  practi- 
cally every  member  of  the  medical  profession  and 
hospitals  which  have  ambulances  or  other  vehicular 
equipment. 

House  Bill  No.  158,  passed  March  9,  and  made 
effective  as  of  July  1,  1935,  reduces  the  registra- 
tion (license  tag)  costs  on  lighter  motor  vehicles 
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of  the  passenger  type,  and  increases  the  cost  on 
those  in  the  heavier  category.  The  new  schedule: 
$11  for  vehicles  of  a weight  of  2,000  pounds  or 
less;  and  for  all  motor  vehicles  having  a weight  of 
over  2,000  pounds,  60  cents  additional  for  each 
100  pounds  of  weight,  or  fraction  thereof,  in  ex- 
cess of  2,000  pounds.  Similar  changes  are  made 
affecting  trucks  and  trailers,  the  basic  costs  being 
reduced  slightly  on  the  lighter  vehicles,  and  in- 
creased on  the  heavier. 

House  Bill  No.  396,  passed  March  9,  and  made 
effective  as  of  July  1,  1935,  provides  that  the 
license  plates  shall  be  retained  by  the  owner  or  orig- 
inal purchaser  upon  the  transfer  of  ownership  of 
the  motor  vehicle.  The  feature  of  the  bill  with 
which  all  automobile  owners  should  be  familiar  is 
as  follows: 

“Upon  the  transfer  of  ownership  of  any  motor 
vehicle,  it  shall  be  the  duty  of  the  original  owner 
to  retain  the  registration  plates  issued  therefor  and 
to  immediately  notify  the  state  road  commissioner 
of  such  transfer  upon  such  form  as  may  be  pro- 
vided therefor  and  to  deliver  to  him  the  certificate 
of  registration,  whereupon  the  commissioner  shall, 
upon  the  payment  of  a fee  of  one  dollar,  issue  a 
new  certificate  showing  the  use  that  is  to  be  made 
of  such  plates.  Such  plates  may  be  used  by  such 
owner  on  another  vehicle  of  the  same  class  as  the 
vehicle  for  which  they  were  originally  issued  if  such 
other  vehicle  does  not  require  a greater  license  fee 
than  was  required  for  such  original  vehicle.  If 
such  other  vehicle  requires  a greater  license  fee 
than  such  original  vehicle,  then  such  plates  may  be 
used  by  paying  such  difference  to  the  road  commis- 
sioner, but  it  shall  be  unlawful  to  use  such  plates 
until  such  difference  is  paid.” 

House  Bill  No.  472,  passed  March  9,  and  made 
effective  from  passage,  after  reenacting  the  present 
law  relating  to  the  method  of  procuring  a certifi- 
cate of  title  for  a motor  vehicle,  provides  the  fol- 
lowing: 

“A  tax  is  hereby  imposed  upon  the  privilege  of 
effecting  the  certification  of  title  of  each  motor 
vehicle  in  the  amount  of  two  per  cent  of  the  value 
of  said  motor  vehicle  at  the  time  of  such  certifica- 
tion. If  the  motor  vehicle  is  new,  the  actual  pur- 
chase price  or  consideration  to  the  purchaser  thereof 
shall  be  the  value  of  said  vehicle;  if  the  motor 
vehicle  is  used  or  second-hand  vehicle,  the  actual 
price  or  consideration  paid  therefor  by  the  pur- 
chaser shall  be  deemed  the  value  thereof  for  the 


purposes  of  this  act:  Provided,  That  so  much  of 

the  purchase  price  or  consideration  as  is  represented 
by  the  exchange  of  other  motor  vehicle  shall  be  de- 
ducted from  the  total  actual  price  or  consideration 
paid  for  said  vehicle,  whether  the  same  be  new  or 
second-hand.  No  certificate  of  title  for  any  motor 
vehicle  shall  be  issued  to  any  applicant  unless  such 
applicant  shall  have  paid  to  the  state  road  commis- 
sioner the  tax  imposed  by  this  act  . . . .” 

To  understand  this  new  provision  it  is  necessary 
to  refer  to  the  reenactment  of  the  consumer’s 
sales  tax  in  Senate  Bill  No.  211,  and  it  will  be 
noted  that  the  application  of  that  tax  does  not  apply 
to  the  sale  of  automobiles  at  retail.  In  other  words, 
instead  of  paying  the  two  per  cent  consumer’s  sales 
tax  in  purchasing  an  automobile,  the  purchaser  will 
pay  a two  per  cent  certification  tax.  Previously  the 
two  per  cent  consumer’s  sales  tax  paid  on  auto- 
mobiles was  deposited  in  the  state  fund  general 
revenue.  Under  the  new  act  the  two  per  cent 
certification  tax  will  be  deposited  to  the  credit  of 
the  state  road  fund  and  will  be  used  solely  for  road 
purposes,  such  as  retirement  of  road  bonds  and  con- 
struction and  maintenance. 


Garnishment  of  Salaries:  The  legislature  moved 
by  enacting  House  Bill  No.  187  and  a joint  resolu- 
tion, as  well  as  its  companion  enabling  act  (Senate 
Bill  No.  298),  to  bring  wages  and  salaries  of  all 
officials,  clerks  and  employees  of  any  city,  town  or 
county,  and,  if  the  constitutional  amendment  is 
adopted  at  the  next  general  election,  the  wages  and 
salaries  of  state  employees,  clerks  and  officials  under 
the  general  provisions  of  law  relating  to  garnish- 
ment, attachment,  suggestion  and  execution. 

House  Bill  No.  187,  passed  March  6,  and  made 
effective  from  passage,  makes  it  possible  for  any 
creditor  to  garnish  or  attach  the  wages  or  salary  of 
any  debtor  residing  within  the  state,  whether  or 
not  such  debtor  is  in  the  employ  of  any  municipal- 
ity, county,  or  any  other  political  subdivision  of  the 
state  of  West  Virginia. 

Senate  Bill  No.  298  provides  for  the  submission 
to  the  electorate  at  the  next  general  election  of  a 
constitutional  amendment,  to  be  known  as  the 
“Garnishee  Amendment,”  and  which,  if  enacted, 
will  place  state  officials,  employees  and  clerks  under 
the  same  provisions  of  the  law  relating  to  garnish- 
ment or  attachment  of  wages  as  does  House  Bill 
No.  187. 
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This  will  remove  an  inequality  which  has  existed 
since  the  state  was  created  and  admitted  to  the 
Union,  and  will  enable  creditors  to  collect  their 
just  dues  from  governmental  employees  who  have 
taken  advantages  of  their  immunities  heretofore. 


Department  of  Public  Welfare:  Senate  Bills 

Nos.  254  and  253,  each  passed  March  8,  and  each 
made  effective  from  passage,  make  two  changes  in 
the  law  governing  the  Department  of  Public  Wel- 
fare, which  may  be  of  interest  to  the  medical  pro- 
fession. 

Senate  Bill  No.  254  requires  that  all  children, 
before  being  committed  to  the  welfare  board,  shall 
be  given  a physical  and  mental  examination,  .... 
and  the  board,  in  its  discretion,  after  considering 
the  results  of  said  examination,  may  accept  or  refuse 
to  accept  any  child  for  commitment  to  the  board. 

Senate  Bill  No.  253  sets  up  an  advisory  council 
with  which  the  Director  of  Public  Welfare  shall 
maintain  close  contact  and  with  which  he  shall  con- 
fer on  matters  of  major  policy.  The  board  is  to 
be  composed  of  the  president  and  three  vice- 
presidents  of  the  West  Virginia  Crippled  Children’s 
Society,  the  head  of  each  veterans’  organization  in 
the  state,  and  the  president  and  vice-president  of 
the  state  organization  of  county  welfare  boards, 
and  the  president  and  two  vice-presidents  of  the 
West  Virginia  Federation  of  Woman’s  Clubs,  and 
which  board  shall  serve  without  pay.  On  recom- 
mendation of  the  West  Virginia  Crippled  Children’s 
Society,  the  director  shall  appoint  an  advisory  staff 
of  three  orthopedic  surgeons,  who  shall,  while  act- 
ing in  such  advisory  capacity,  serve  without  pay, 
for  the  purpose  of  examining  the  credentials,  and 
recommending  the  appointment  of  orthopedic  sur- 
geons, to  be  engaged  by  the  Department  of  Public 
Welfare. 


IMITATION  IN  CHILDREN 
“The  parents  of  any  active  and  adventurous 
child  are  constantly  astounded  by  the  mannerisms 
or  habits  which  he  suddenly  acquires  and  which 
seem  to  appear  out  of  nowhere.  We  are  bewild- 
ered to  find  our  children  developing  along  lines 
which  we  neither  like  nor  have  anticipated,”  writes 
Sophia  Yarnall  in  her  article  “The  Other  Kids  Do 
It!”  which  appears  in  the  April  Hygeia. 

Imitation  in  the  lives  of  all  children  is  an  integral 
part  in  their  education.  They  absorb  the  ways  of 
those  about  them  like  little  sponges. 


COMMUNICATIONS 

CONTRACT  PRACTICE 

'By  Fred  E.  Brammer,  M.  I). 

Dehue , West  Virginia 

M y primary  purpose  in  presenting  this  dis- 

A cussion  is  to  offer  for  the  consideration 
of  the  medical  profession  of  West  Virginia  a 
modified  private  practice  plan  to  replace  the 
present  type  of  contract  practice  that  exists  in 
the  coal  mining  area  of  some  parts  of  our 
state. 

I think  I am  correct  in  saying  that  in  the 
pioneering  days  of  the  coal  industry  in 
southern  West  Virginia  it  at  once  became  ap- 
parent that  some  form  of  medical  and  sur- 
gical attention  would  have  to  be  provided  to 
treat  the  industrial  injuries  of  the  miners  as 
well  as  to  treat  them  and  their  families  for 
illnesses  and  non-industrial  injuries.  In  those 
early  days  there  were  few  roads  of  any  kind 
and  no  good  roads,  living  conditions  were 
bad,  and  the  population  very  floating  or 
transient,  so  that  collection  of  medical,  sur- 
gical, and  hospital  bills  in  private  practice 
would  have  been  very  difficult  or  impossible, 
thus  holding  out  no  inducements  for  physi- 
cians or  hospitals  to  locate  in  such  communi- 
ties for  private  practice. 

The  natural  outgrowth  of  these  conditions 
was  contract  practice.  In  many  cases  a phy- 
sician took  a position  presumably  more  or 
less  temporarily  to  make  some  money  from 
an  assured  income  to  pay  up  school  debts  and 
to  establish  himself,  as  soon  as  he  could,  in  a 
more  desirable  locality  for  private  practice. 
Incidentally,  he  considered  the  experience  he 
could  get  in  a few  years  of  such  practice  also 
of  quite  a little  value.  Many  physicians 
carried  out  their  plans  as  above  mentioned, 
others  intended  to,  but  for  various  reasons 
did  not,  while  a few  may  have  found  con- 
tract practice  more  to  their  liking  than  they 
expected.  They  stayed  with  it. 

So,  for  want  of  a better  plan,  contract  prac- 
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tice  has,  in  varying  degrees  of  satisfaction 
and  dissatisfaction,  solved  the  problem  in  the 
early  or  pioneering  days  of  the  coal  industry 
in  southern  West  Virginia.  But  this  industry 
is  now  of  age,  and  conditions  have  changed. 
Fair  roads  exist  in  most  places.  I feel  that 
the  problem  of  medical,  surgical,  and  hospital 
practice  in  these  regions  can  now  be  more 
satisfactorily  solved  in  another  way. 

I consider  the  physicians  of  my  acquaint- 
ance in  the  coal  fields  of  as  high  a type 
basically  as  any  comparable  group  of  practi- 
tioners I have  known,  but  the  conditions  of 
contract  practice  under  which  they  work 
make  it  almost  impossible  for  them  to  keep 
out  of  the  proverbial  rut  of  which  you  have 
so  often  heard.  For  instance,  the  contract 
physician  usually  sees  so  many  patients  that 
it  is  impossible  for  him  to  give  them  much  at- 
tention. Many  of  them  do  not  need  much  at- 
tention and  fully  50  per  cent  of  the  visits 
and  calls  are  unnecessary.  Yet  they  take  up 
the  physician’s  time  and  worry  him  with  so 
much  unnecessary  detail  that  he  has  not  the 
time  and  energy  to  go  into  his  cases  as  thor- 
oughly as  he  should,  and  thus  often  neglects 
important  cases.  There  are  some  operations 
having  from  600  to  800  or  more  employees. 
This  means  from  2500  to  3500  or  more 
people  depending  on  one  doctor  for  medical 
care.  It  can  easily  be  seen  that  one  physi- 
cian could  not  possibly  do  more  than  “sling 
pills”  to  so  large  a clientele.  In  such  cases 
there  seems  to  be  almost  no  alternative  but 
to  get  into  the  contract  practice  rut.  Even  in 
much  smaller  operations  the  same  condition 
holds,  although  to  a lesser  extent.  Too  many 
of  those  paying  into  the  medical  fund  want 
to  try  to  get  “their’s”  every  month  if  they 
can. 

I might  add  here  that  the  people  in  the 
coal  mining  regions  do  need  more  medical 
and  surgical  treatment  than  the  average  be- 
cause more  than  the  average  amount  of  ignor- 
norance  prevails,  because  of  poor  sanitary  con- 
ditions and  because  the  population  is  more  or 
Jess  densely  crowded  into  narrow  valleys. 
Sanitary  conditions  are  much  improved  over 


what  they  used  to  be,  but  there  is  still  a lot 
of  room  for  improvement. 

With  the  doctor  harrassed  by  an  over- 
whelming amount  of  work,  it  is  almost  im- 
possible for  him  to  practice  scientific  medi- 
cine. He  gets  his  check-off  or  salary  any- 
how, regardless  of  how  well  he  does  his  work. 
In  many  cases  the  employees  are  checked  off 
and  the  coal  company  diverts  the  major  part 
into  some  other  channel.  The  doctor  who  is 
paid  a small  salary  out  of  the  check-off 
may  be  tempted  to  think,  “What’s  the  user 
They  harass  me  to  death  anyhow,  and  do  not 
appreciate  anything  I do  for  them.  The  com- 
pany makes  the  men  pay  a goodly  sum  and 
pays  me  only  a small  salary  out  of  it,  so  I am 
not  going  to  do  any  more  than  I have  to  do 
to  get  by.” 

In  this  connection  I want  to  ask  the  con- 
tract physicians  who  read  this  how  much  time 
they  get  for  reading  and  study.  True,  some 
having  large  incomes  can  afford  to  take  regu- 
lar postgraduate  work,  but  all  too  few  do. 
Those  who  are  paid  a small  salary  out 
of  a large  check-off  can  ill  afford  to  take 
much  postgraduate  work.  I also  want 
to  ask  the  contract  physicians  how  much 
leisure  they  get  for  play  or  relaxation.  I 
think  the  old  saying,  “All  work  and  no  play 
makes  Jack  a dull  boy”,  is  as  true  in  the 
medical  profession  as  it  is  anywhere  else,  and 
I fear  that  the  amount  of  play,  be  it  golf, 
fishing,  hunting,  or  what-not,  that  the  aver- 
age contract  physician  gets  is  ridiculously 
little. 

Another  evil  is  the  lack  of  independence  or 
freedom  the  contract  doctor  has  in  most  in- 
stances. In  too  many  cases  he  is  not  his  own 
boss.  Some  contract  doctors  cannot  leave  the 
locality  of  their  practice  even  for  a few  hours 
without  getting  permission  from  the  proper 
authority.  I think  this  is  not  the  rule  but  the 
exception,  but  nevertheless,  the  condition 
exists.  The  doctor,  in  cases  like  this,  practical- 
ly loses  his  independence  and  cannot  com- 
mand the  respect  he  should  because  he  is  con- 
trolled by  some  one  else.  Why?  All  of  the 
other  company  officials,  and  employees,  even 
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to  the  humblest,  can  go  and  come  as  they 
please  after  their  seven  hours  are  over,  but 
the  doctors  in  cases  as  cited  above,  have  to 
get  permission,  office  hours  or  no  office  hours, 
to  leave  the  locality.  This  is  something  for 
us  to  think  about  when  some  probably  good- 
intentioned,  but  misguided  people  advocate 
state  medicine. 

Another  evil  of  the  present  form  of  mine 
contract  practice  is  that  there  is  no  check-off 
for  each  individual  in  the  families  of  married 
employees,  but  only  a check-off  for  the  head 
of  the  family,  which  entitles  him  and  his  de- 
pendents to  medical  and  hospital  care.  So 
doctors  and  hospitals  are  harrassed  with  rela- 
tives, mothers,  grandmothers  and  aunts,  try- 
ing to  get  expensive  medical  and  or  hospital 
care.  In  my  plan  I shall  have  a remedy  for 
this  condition. 

Another  evil  that  exists  in  contract  prac- 
tice is  the  physical  examination  of  applicants 
for  employment.  At  many  operations  the 
doctor,  already  overburdened  with  work,  had 
this  extra  work  put  upon  him  without  any 
extra  pay.  In  other  words,  the  doctor  do- 
nates that  much  extra  work  to  the  coal  com- 
pany. This  is  not  true  of  all  companies,  but 
it  is  of  many.  True,  the  physicians  are  part- 
ly to  blame  for  this  condition. 

The  evils  I have  mentioned  so  far  are,  for 
the  most  part,  as  seen  through  the  doctors’ 
eyes,  though  they  just  as  profoundly  affect 
the  patient  indirectly.  Now  let  us  look  more 
directly  through  the  patients’  eyes.  One 
of  the  main  principles  that  organized  scienti- 
fic medicine  upholds  is  the  free  choice  of  phy- 
sician and  hospital  by  the  individual  patient, 
or  by  his  parent  or  guardian.  This  principle 
is  completely  abolished  in  the  contract  prac- 
tice system.  True,  the  patient  may  consult 
any  physician  or  hospital  of  his  choice  if  he 
pays  the  bill  himself,  but  he  cannot  get  any 
benefit  from  his  payments  through  the  check- 
off. 

The  next  evil  looks  through  the  eyes  of 
the  other  physicians  in  the  community,  or  in 
localities  accessible  to  the  community.  This 
evil  is  that  one  physician  can  get  the  practice 


for  anywhere  from  1000  to  4000  patients, 
and  do  all  of  the  work  himself,  or  employ  an 
assistant  at  a low  salary,  to  the  detriment  of 
all  the  other  physicians  who  might  draw 
patients  from  these  people  if  free  choice  of 
physician  existed.  Likewise,  a hospital  may 
get  the  practice  for  some  40,000  people,  more 
or  less,  to  the  detriment  of  all  of  the  other 
hospitals  that  might  draw  patients  from  this 
area  under  a free  choice  plan. 

Of  course,  in  many  instances,  patients  who 
can  afford  it  choose  their  own  physician  and 
hospital  as  private  patients,  even  though  they 
are  paying  through  the  check-off  into  the 
contract  fund.  Such  spirit  is  commendable 
in  that  it  supports  the  theory  that  private 
practice  and  free  choice  of  physician  and  hos- 
pital are  ideal. 

In  any  community  where  50  per  cent  or 
more  of  the  people  own  their  own  homes, 
or  are  in  the  process  of  buying  them  on  in- 
stallment plans,  I think  private  practice 
should  maintain.  But  in  a region  like  most 
of  the  coal  fields  of  southern  West  Virginia, 
where  less  than  one  per  cent  of  the  people 
employed  own  their  own  homes,  and  where 
the  population  is  transient,  I think  some  sys- 
tem other  than  straight  private  practice  will 
have  to  maintain,  at  least  for  a time. 

I now  want  to  offer  this  plan  for  counties 
having  the  present  plan  of  coal  mining  con- 
tract practice: 

First,  the  treatment  of  industrial  injuries 
should  be  paid  for  by  the  state  compensation 
department.  ( I understand  that  this  will  be 
mandatory  after  June  7th). 

Second,  coal  companies  shall  pay  the  phy- 
sicians for  the  examination  of  applicants  for 
employment.  (I  suggest  a minimum  of  $1.00 
per  examination.) 

Third,  the  treatment  of  all  illnesses  and 
non-industrial  injuries  shall  be  partially  paid 
for  from  a fund  maintained  by  the  employees. 
Each  employee  shall  contribute  to  this  fund 
according  to  the  number  of  his  dependents. 
The  fund  shall  be  county-wide  and  all  em- 
ployees in  the  county  shall  contribute  through 
payroll  deduction.  Any  employee  covered  by 
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the  fund  shall  have  free  choice  of  physician 
and  hospital.  When  the  services  of  a physi- 
cian or  hospital  are  utilized,  the  fund  shall 
defray  80  per  cent  of  the  cost  and  the  em- 
ployee shall  pay  the  remaining  20  per  cent. 

The  advantages  of  this  plan  are: 

1.  It  allows  free  choice  of  physician  and 
hospital. 

2.  It  guarantees  payment  of  the  doctor 
and  hospital  bill. 

3.  The  fact  that  the  employee  must  pay 
a portion  of  his  bill  will  greatly  reduce  the 
number  of  unnecessary  calls. 

4.  Medical  competition  on  the  basis  of 
skill  and  attainment  will  be  restored. 

5.  Every  physician  in  a given  community 
will  have  an  equal  opportunity  to  build  up 
his  practice. 

6.  Competition  on  a merit  basis  stimu- 
lates interest  in  postgraduate  study. 

7.  It  will  eliminate  the  practice  of  some 
coal  companies  of  checking  off  a large  sum 
for  medical  service  and  of  paying  the  doctor 
only  a small  portion  of  the  sum  collected. 

8.  It  will  create  a spirit  of  independence 
for  the  doctors  who  work  under  this  plan. 

9.  It  will  eliminate  free  medical  and  hos- 
pital benefits  for  relatives  and  “in-laws”  un- 
less such  relatives  are  previously  listed  and 
paid  for  by  the  subscriber  upon  whom  they 
are  dependent. 

10.  The  doctors  and  hospitals  will  be 
paid  according  to  the  amount  of  work  actual- 
ly done. 

To  carry  out  the  plan  I have  in  mind  would 
require  a three-party  contract.  The  parties 
involved  would  be  the  county  medical  society, 
the  employer  and  the  employee.  The  county 
medical  society  would  employ  a full  time  Jay 
secretary-treasurer  whose  salary  would  be 
paid  on  a percentage  basis  of  the  total  amount 
collected  by  the  fund.  The  secretary  should 
keep  in  close  touch  with  the  three  parties  to 
the  contract  at  all  times,  should  negotiate 
and  handle  payroll  deductions,  and  should 
carry  out  all  other  duties  involved  in  the  op- 
eration of  the  plan. 

I he  physicians  or  hospitals  treating  sub- 


scribers to  the  fund  would  mail  their  month- 
ly statements  to  the  secretary  at  a designated 
time,  upon  special  forms  adopted  for  this  pur- 
pose. The  bill  should  show  the  full  amount 
for  services  rendered  and  should  indicate  the 
proportionate  amount  (80  per  cent)  to  be  paid 
by  the  fund  and  the  amount  (20  per  cent) 
to  be  paid  by  the  employee.  The  bill  should 
also  indicate  whether  or  not  the  patient’s 
share  of  20  per  cent  had  been  paid.  If  so, 
then  a check  for  the  remaining  80  per  cent  is 
drawn  on  the  fund,  turned  over  to  the  phy- 
sician or  hospital,  and  the  account  closed.  If 
not,  then  the  secretary  should  arrange  with 
the  employer  of  the  patient  for  payroll  de- 
duction of  the  remaining  20  per  cent. 

As  the  county  medical  society  would  be  a 
party  to  the  contract,  the  choice  of  a physi- 
cian would  be  limited  to  members  of  the  so- 
ciety, with  the  provision  that  if  a patient 
wanted  to  consult  a physician  in  another 
county  or  state,  special  arrangements  could 
be  made  to  do  so. 

A small  percentage  of  the  payroll  deduc- 
tion should  be  made  to  the  employer  as  a 
commission  in  order  to  promote  interest,  co- 
operation and  efficiency.  A total  percentage 
of  five  per  cent  should  be  sufficient  to  cover 
both  the  deduction  commission  and  the  salary 
of  the  Jay  secretary. 

The  present  check-off  in  the  places  with 
which  I am  familiar,  varies  from  seventy-five 
cents  per  month  for  the  local  physician  and 
eighty  cents  per  month  for  hospital  to  $1.00 
per  month  for  physician  and  $1.00  per  month 
for  hospital  for  a single  employee,  or  a total 
of  $1.55  to  $2.00  per  month  for  both  phy- 
sician and  hospital.  For  married  men  it 
varies  from  $1.50  to  $2.00  for  local  physi- 
cian and  is  the  same  for  hospital  as  for  single 
employee.  A married  employee  therefore 
pays  from  $2.30  to  $3.00  per  month  into  the 
local  physician’s  fund  and  the  hospital  fund 
at  the  present  time. 

In  the  mining  county  with  which  I am  most 
familiar,  there  are  at  least  10,000  employees 
of  coal  companies,  all  of  whom  with  their  de- 
pendents, total  some  40,000  people,  who  are 
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being  taken  care  of  on  the  present  type  of 
contract  practice.  Let  us  estimate  that  three- 
fourths  of  these  employees  are  married.  Then 
there  should  be  approximately  2,500  single 
employees  paying  $2.00  per  month  or  a 
total  of  $5,000  and  7,500  married  em- 
ployees paying  $3.00  per  month  or  a total 
of  $22,500  or  a grand  total  of  $27,000  per 
month  paid  to  contract  doctors  and  hospitals 
in  this  county.  In  addition  to  this,  no  doubt 
there  are  many  dollars  paid  each  month  to 
private  physicians  by  people  on  the  contract 
lists. 

In  the  plan  I am  offering,  the  check- 
off would  have  to  be  more,  because  the  doc- 
tors and  hospitals  will  make  a private  prac- 
tice charge  for  their  services  which  will  run 
higher.  As  a tentative  check-off  I am  suggest- 
ing for  every  single  employee  without  de- 
pendents, a check-off  of  $2.00  per  month,  for 
every  married  employee,  or  single  employee 
with  dependents,  $2.00  for  himself  and  $1.00 
for  his  wife  or  any  other  adult  dependent  18 
years  or  more  of  age,  and  50  cents  for  the 
first  child  or  dependent  under  18  years  of 
age,  40  cents  for  the  second,  30  cents  for  the 
third,  20  cents  for  the  fourth,  10  cents  for 
the  fifth,  and  10  cents  for  each  other  child  or 
dependent  under  18  years  of  age.  Further- 
more, I would  have  an  initiation  fee  of  $1.00 
per  employee  to  raise  a surplus  to  start  the 
plan  off  with.  Under  this  plan  a married  man 
with  four  children  would  pay  $2.00,  plus 
$1.00,  plus  50  cents,  plus  40  cents,  plus  30 
cents,  plus  20  cents,  or  a total  of  $4.40  per 
month  for  his  whole  family.  Taking  our 
same  employees  we  would  have  the  single 
men  without  dependents  paying  the  same 
$5,000  per  month.  The  married  employees 
would  average  $4.00  per  month,  which 
would  make  $30,000.00,  or  a grand  total  of 
$35,000  per  month.  This  $35,000  would  pay 
80  per  cent  of  the  bills  and  the  people  would 
pay  the  other  20  per  cent.  Would  this  not 
be  a better  plan  for  the  physicians  and  hos- 
pitals than  the  present  plan?  I think  there  is 
no  question  but  what  it  would  be  better  for 
the  patients  and  that  as  soon  as  they  were 


converted  to  the  plan  they  would  so  agree. 

I would  have  the  county  medical  society 
adopt  a normal,  maximum  and  mini- 
mum fee  schedule,  as  flexible  as  reasonably 
practicable,  and  have  it  in  the  contract  that 
any  physician  or  hospital  cutting  below  the 
minimum  fee  schedule  or  cancelling  the 
20  per  cent  of  the  patient’s  bill  would  be 
subject  to  specific  line,  or  possible  expul- 
sion. The  fee  schedule  would  average  about 
what  the  present  private  practice  fee  sched- 
ules do,  with  a curb  on  excessive  maximums 
as  well  as  a minimum  as  stated  above.  For 
general  practice  office  calls,  a minimum  of 
$1.00  and  a normal  of  $1.50  to  $2.00  and  a 
maximum  of  $2.50,  and  for  house  visits 
a minimum  of  $2.00  and  a normal  of  $2.00 
to  $3.00,  and  a maximum  of  $4.00,  with  per- 
mission to  add  a certain  amount  of  mileage 
with  a limited  maximum.  On  a $2.00  call 
the  patient  would  pay  40  cents  and  the  fund 
$1.60;  for  hospital,  $5.00  per  day.  Then 
if  a patient  wanted  to  consult  a physi- 
cian whose  charge  was  more  than  the  maxi- 
mum which  the  fund  would  pay,  he  could 
have  80  per  cent  of  his  bill  up  to  our 
maximum  fee  schedule,  paid  out  of  the 
fund  and  he  would  be  responsible  for  the 
balance.  For  instance,  our  fee  schedule  estab- 
lishes $200.00  as  the  maximum  for  some 
specified  operation,  and  a patient  wants  to 
have  a surgeon  who  charges  $250.00.  The 
fund  would  pay  $160.00  and  the  patient 
would  be  responsible  for  the  other  $90.00. 
That  would  usually  happen  only  when  the 
patient  went  to  some  other  place  for  his  work 
as  our  county  medical  society  would  make 
the  fee  schedule  flexible  enough  to  take  care 
of  all  usual  fees  in  our  own  county.  These 
fees  are  only  suggestions.  A complete  fee 
schedule  should  be  worked  out  by  the  county 
medical  society. 

It  is  customary  for  physicians  to  furnish 
most  of  their  drugs  in  the  present  type  of 
contract  practice  without  extra  charge  to  the 
patient.  If  we  can  do  that  on  $27,500 
income  in  the  county  per  month,  I think  we 
could  allow  the  fund  to  pay  80  per  cent  of 
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the  price  of  drugs  dispensed  by  the  physi- 
cian in  addition  to  his  charge  for  his  fee,  and 
in  acute  illnesses  if  the  fund  would  stand  it, 
to  allow  the  fund  to  pay  80  per  cent  of  the 
bill  to  druggists  for  filling  physician’s  pre- 
scriptions. This  could  be  w'orked  out. 

I would  exempt  obstetrics  and  venereal 
diseases  from  the  fund  as  they  are  not  now 
taken  care  of  on  the  contract  check-off,  but 
are  charged  extra.  Congenital  syphilis  in 
children  would  be  treated  and  80  per  cent 
paid  out  of  the  fund.  Only  congenital 
syphilis  in  children  under  the  age  of  puberty 
would  be  so  treated,  and  syphilis,  be  it  pri- 
mary, secondary,  or  tertiary,  in  any  one  past 
the  age  of  puberty  would  be  presumed  to  be 
acquired  and  nothing  would  be  paid  out  of 
the  fund  to  treat  same. 

I would  exempt  treatment  of  automobile 
injuries,  where  a responsibility  could  be 
placed  and  the  bill  collected  in  accordance 
with  the  new  Jaw  recently  passed,  but  where 
the  bill  could  not  be  collected  in  that  way,  I 
would  have  the  fund  pay  80  per  cent. 

Injuries  in  fights  and  drunkenness  could 
be  exempted  under  certain  conditions.  This 
would  be  worked  out  in  drawing  up  a spe- 
cific plan. 

1 would  have  a committee  of  three  physi- 
cians, three  operators,  and  three  employees, 
to  decide  any  matters  of  differences  that 
might  arise — such  as  to  when  to  pay  for  treat- 
ing automobile  injuries,  as  mentioned  above, 
and  under  what  conditions  to  pay  for  treat- 
ing fighting  injuries  and  drunkenness,  if  any 
exemption  is  made  as  mentioned  above,  and 
to  decide  any  other  questions  that  might  arise 
about  when  and  what  should  be  paid  by  the 
fund.  But  the  plan  itself  would  be  entirely 
under  the  control  of  the  county  medical 
society,  and  this  committee  would  have  noth- 
ing to  do  with  it  further  than  suggestions  or 
requests. 

Most  contract  doctors  do  not  now  pay  any 
office  rent.  By  treating  compensable  injuries 
and  doing  physical  examinations  of  applicants 
for  employment,  the  doctor  could  pay  rent 
directly  as  such,  or  work  out  some  agree- 


ment on  employment  examinations  and  rent. 
Most  companies  have  a lot  of  minor  injuries 
where  the  employee  does  not  lose  any  time 
and  for  which  no  report  is  made  to  the  com- 
pensation department.  Some  agreement  could 
be  worked  out  regarding  these  and  office  rent. 
However,  the  fair  way  would  be  for  the 
doctor  to  pay  office  rent  and  to  have  the  coal 
company  pay  him  for  examination  of  em- 
ployees and  to  also  pay  him  for  treating 
minor  injuries. 

In  discussing  this  plan  with  a good  many 
doctors,  many  of  them  say  “I  think  it  is  fine 
in  theory,  but  will  it  work?”  Some  say  “I 
think  the  employees  will  not  stand  for  it  be- 
cause you  propose  to  raise  the  check-off  for 
married  employees  by  having  a check-off  for 
each  dependent.”  Others  say  “The  fund  will 
not  be  sufficient  to  pay  the  bills  if  the  doctors 
charge  fees  for  their  work.”  But  the  great 
majority  to  whom  I have  talked,  say  they 
think  it  is  fine  if  it  will  work. 

I think  it  will  work.  True,  some  diffi- 
culties may  be  met  with  and  have  to  be 
ironed  out.  I believe  the  employees  will 
stand  for  the  increased  check-off  when  they 
are  shown  that  they  can  have  their  choice  of 
physicians. 

As  to  the  sufficiency  of  the  fund,  I think 
this  80-20  feature  provides  the  necessary  pro- 
tection. Every  time  one  gets  the  benefit  of  80 
cents  from  the  fund  he  must  watch  it  with  20 
cents  himself.  I think  any  plan  in  which  the 
patient  enjoys  unlimited  benefits  without  re- 
striction will  defeat  itself,  and  that  any  patient 
who  does  not  “feel”  his  bill  to  some  extent 
for  medical,  surgical,  or  hospital  service,  does 
not  appreciate  such  service  as  he  should. 
Things  that  come  too  easily  are  usually  not  as 
much  appreciated  as  those  that  come  with 
more  effort.  If  the  fund  does  not  prove 
sufficient  ( 1 ) the  check-off  could  be  increased, 
or  (2)  a 75-25  plan  could  be  substituted  for 
the  80-20,  or  even  a 70-30  plan.  However, 
1 think  the  80-20  plan  is  the  ideal  one  for 
the  mining  areas,  and  I believe  it  will  work. 
In  fact,  if  the  fund  is  not  sufficient,  1 believe 
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the  people  will  stand  for  an  increase  after 
the  plan  is  put  in  operation. 

Summarizing  briefly,  I think  there  are  so 
many  evils  in  contract  practice  that  a better 
plan  can  replace  it. 

That  a straight  private  practice  in  which 
the  patient  will  be  responsible  for  his  whole 
bill  is  not  practicable  under  the  present  con- 
ditions in  the  coal  fields. 

That  the  80-20  plan  advocated  in  this  dis- 
cussion is  the  best  plan  to  replace  it. 

1 respectfully  submit  this  plan  for  the  con- 
sideration of  the  West  Virginia  State  Med- 
ical Association  and  the  American  Medical 
Association,  and  if  it  meets  with  the  approval 
of  both,  1 hope  to  see  it  adopted  in  the  south- 
ern West  Virginia  coal  mining  regions  in  the 
not  far  distant  future. 


THE  HEART  PATIENT 

“The  most  important  symptoms  of  cardiac  weak- 
ness are  shortness  of  breath,  inability  to  lie  flat,  pain 
in  the  heart  region,  palpitation,  and  swelling  of  the 
feet,”  according  to  Dr.  Ernst  P.  Boas,  who  writes 
on  the  “Heart  Diseases  of  Middle  Life”  for  the 
April  Hygeia. 

It  is  important  to  know  that  any  or  all  of  these 
complaints  may  be  associated  with  a purely  nervous 
disorder  of  the  heart.  Only  a trained  physician  can 
tell  the  true  from  the  false  symptoms  of  cardiac 
disease.  The  discovery  of  a heart  lesion  while  the 
heart  is  still  holding  its  own,  at  a time  when  the 
patient  can  learn  how  to  ease  its  burden  and  pre- 
vent the  development  of  heart  failure,  calls  for 
periodic  health  examinations  by  the  physician  while 
the  patient  is  seemingly  well. 

When  a damaged  heart  cannot  be  restored  to 
normal,  much  can  be  done  to  maintain  its  efficiency 
and  to  prevent  heart  failure.  In  health  the  heart 
responds  freely  to  the  needs  of  the  body;  but  when 
the  heart  is  diseased,  the  body  must  learn  to  adapt 
its  activities  to  the  capacity  of  the  heart.  This  in- 
volves the  formulation  and  adoption  of  a new  phi- 
losophy of  life  by  the  individual  concerned.  He 
must  use  moderation  in  work  and  in  play,  in  eating, 
drinking  and  smoking,  and  he  must  have  calm  and 
equanimity  in  his  emotional  life. 


TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Only  about  one  out  of  each  six  cases  ad- 
mitted to  tuberculosis  sanatoria  is  an  incipient 
case.  Years  of  public  education  and  of  urg- 
ing people  to  consult  the  doctor  at  the  first 
appearance  of  symptoms  have  -not  succeeded 
in  materially  increasing  the  ratio  of  early 
cases  to  moderately  and  far  advanced  cases. 
One  reason  why  both  the  specialist  and  the 
general  practitioner  seldom  see  tuberculosis 
in  its  incipiency  is  probably  because  the  dis- 
ease often  begins  as  an  acute  subapical  lesion. 
Such  lesions  develop  rapidly  into  far  ad- 
vanced disease  before  they  are  recognized. 

Subapical  Tuberculosis : In  earlier  communica- 

tions attention  was  called  to  subapical  tuberculosis 
based  on  a study  of  200  cases.  Now  that  the 
series  has  been  brought  up  to  1,000  cases  the  con- 
clusion that  progressive  and  destructive  pulmonary 
tuberculosis  usually  begins  suddenly  with  exudative 
subapical  lesions  seems  justified.  While  later  statis- 
tical mtaerial  shows  some  change  over  that  of  the 
200  original  cases,  the  conclusions  drawn  from  the 
original  report  are  restated  with  additional  support. 

The  older  concept  of  pulmonary  tuberculosis  is 
that  it  usually  begins  quite  incipiently  with  a small 
lesion  in  the  apex  of  the  lung  and  spreads  caudal- 
ward,  and  that  the  symptoms  and  physical  findings 
are  so  elusive  as  to  escape  all  but  the  keenest  diag- 
nostician. The  majority  of  patients  present  them- 
selves first  with  far  advanced  disease;  incipiency, 
as  seen  in  the  apical  lesion  is  seldom  found.  The 
authors  believe  the  acute  subapical  lesion  is  the  more 
frequent  as  the  truly  incipient  lesion  and  that  such 
lesions  often  develop  into  far  advanced  disease  be- 
fore they  are  recognized  for  the  reason  that  they 
increase  rapidly  in  extent. 

The  study  is  not  to  be  construed  as  an  attempt 
to  classify  pulmonary  tuberculosis  into  confusing 
sub-groups,  but  rather  as  a means  of  throwing  light 
on  the  diagnosis,  treatment  and  prognosis  through 
a proper  appreciation  of  the  history  of  onset  and 
course,  and  the  location  and  nature  of  the  disease. 

The  picture  of  the  case  with  a typical  subapical 
lesion,  with  its  acute  manifestations,  as  against  the 
one  with  apical  involvement,  is  as  follows: 
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Onset:  SUBAPICAL 

1.  Clinically Sudden 

2.  Anatomically Acute  bronchopneumonic  infiltration 

3.  Localization Subapical 

Course: 

1.  Clinically In  acute  exacerbations 


2.  Anatomically Rapidly  progressive  or  retrogressive 

changes  interrupting  chronic  course 

3.  Direction  of  progression . Toward  apices  .and  caudalward 

4.  Extent  of  lesion .Large  extent  already  in  “incipient 

stage” 

5.  Cavitation Early  occurrence  and  frequent 

6.  Duration Relatively  short 

7.  Healing Absorption  and/or  massive  fibrosis 


APICAL 

Insidious 

Discrete,  productive  tubercles 
Apical 

Slow  progression  or  long  period  of 
standstill 

Very  slow  changes 
Apicocaudal 

Incipient  stage  identical  with  min- 
imal stage 

Late  occurrence  and  relatively  in- 
frequent 
Very  long 

Localized  fibrotic  scars 


Summary : 

1 . Progressive  and  destructive  pulmonary  tuber- 
culosis usually  begins  suddenly  with  exudative  sub- 
apical lesions. 

2.  Lesions,  far  advanced,  and  excavations  fre- 
quently develop  within  less  than  six  months. 

3.  Processes  leading  to  active  progression  and 
to  excavation  are  most  frequently  associated  with 
acute  symptoms. 

4.  Physical  signs  and  symptomatology  (tradi- 
tionally described  as  characteristic  for  “incipient 
tuberculosis”)  are  misleading  for  the  detection  of 
truly  incipient  subapical  acute  processes. 

Acute  Subapical  Versus  Insidious  Apical  Tuber- 
culosis, Douglas,  Nalbant  and  Pinner,  Am.  Rev. 
of  Tuber.,  Feb.,  1935. 

Most  articles  on  pregnancy  and  tuberculo- 
sis present  a pessimistic  outlook.  A study  of 
the  cases  at  Sea  View  Hospital,  New  York  at 
first  gave  a similar  point  of  view  but  on  care- 
ful investigation  it  appeared  that  pregnancy 
had  very  little  effect  on  the  course  of  the  dis- 
ease and  that  the  character  of  the  pulmonary 
form  of  tuberculosis  determined  the  destiny 
of  the  patient. 

Pregnancy  and  Tuberculosis : The  records  of  85 
patients  who  had  tuberculosis  and  who  were  de- 
livered at  Sea  View  Hospital  during  the  past  ten 
years  were  studied.  The  average  duration  of  stay 
before  confinement  was  2.1  months;  and  the  aver- 
age after  delivery  was  three  months.  Of  the  85 
cases,  36  per  cent  died,  18  per  cent  were  unim- 


proved or  progressed  and  46  per  cent  improved. 
This  corresponds  with  statistics  of  other  writers. 
But  when  these  figures  were  compared  with  a con- 
trol group  of  non-pregnant  females  with  pulmon- 
ary tuberculosis  it  appeared  that  the  pregnant 
woman  stands  as  good  a chance  as  her  non-pregnant 
sister,  if  not  a better  one. 

The  cases  were  divided  into  groups,  classified  ac- 
cording to  the  character  of  the  pulmonary  path- 
ological processes.  This  qualitative  classification 
divides  pulmonary  tuberculosis  into  two  main 
groups:  Exudative  and  Productive. 

Exudative  reactions  are  characterized  by  high 
tissue  sensitivity  and  are  immediate  and  explosive. 
The  greater  the  mass  or  dosage  of  tubercle  bacilli 
the  more  likely  the  opportunity  for  over  irritation 
and  resultant  cell  death.  The  exudative  type  is 
subdivided  into  the  Benign  Exudative,  the  Exuda- 
tive-productive and  the  Caseous-pneumonic.  The 
Productive  form  results  when  tissue  sensitivity  is 
low  and  dosage  of  bacilli  is  small.  The  reaction  is 
cellular  with  a tendency  toward  fibroid  tissue  for- 
mation. 

In  the  regrouping  of  the  85  pregnancy-tubercu- 
losis cases,  5 1 cases  were  classified  as  caseous- 
pneumonic,  9 as  resolving-exudative  and  25  as 
productive.  There  were  3 1 deaths  and  all  were  in 
the  caseous-pneumonic  group.  The  prognosis  of 
caseous-pneumonic  tuberculosis  is  bad;  the  majority 
of  cases  end  fatally. 

To  determine  whether  the  high  toll  in  the  group 
classified  as  caseous-pneumonic  was  due  to  the  com- 
plication of  pregnancy  or  to  the  disease  itself  a 
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comparison  was  made  with  5 1 non-pregnant 
females  having  caseous-pneumonic  tuberculosis.  In 
the  pregnancy  group,  41  cases  (80.37  per  cent) 
died  or  progressed  and  10  (19.6  per  cent)  im- 
proved. In  the  non-pregnant  group  48  cases  (94 
per  cent)  died  or  progressed  and  seven  (six  per 
cent)  improved. 

In  summary  the  study  revealed  “that  the  bad 
prognosis  did  not  depend  on  the  pregnancy  but  on 
the  character  of  the  pulmonary  tuberculosis.  All 
our  deaths  in  the  pregnant  group  at  Sea  View  Hos- 
pital were  in  the  caseous-pneumonic  group.  On 
the  other  hand,  in  the  resolving  exudative  and 
chronic  productive  groups  in  which  the  prognosis 
is  better  and  usually  good,  there  were  no  deaths. 
In  34  such  cases  there  were  no  deaths  in  the  hos- 
pital and  most  all  of  them  were  discharged  as  im- 
proved. Pregnancy  had  only  a minor  effect  on 
the  prognosis  of  the  disease  in  the  caseous-pneu- 
monic group,  for  which  it  shortened  the  usual  span 
of  life  compared  with  non-pregnant  group.  In  the 
other  two  groups  there  were  no  deleterious  effects 
of  pregnancy  on  the  disease.” 

The  Influence  of  Pregnancy  on  Pulmonary 
Tuberculosis,  Ornstein  and  Kovnat , Am.  Rev.  of 
Tuber.,  Feb.,  1935. 


TUBERCULOSIS  FIELD  CLINIC 

This  is  a report  of  “Tuberculosis  Field  Clinic 
Service”  made  possible  by  an  appropriation  of 
$7,500  a year  granted  by  the  1933  legislature  in 
cooperation  with  Christmas  Seal  and  other  funds 
collected  by  the  West  Virginia  Tuberculosis  and 
Health  Association.  The  report  covers  the  period 
of  eighteen  months  from  July  1,  1933  to  Decem- 
ber 31,  1934. 

The  “Tuberculosis  Field  Clinic  Service”  was 
established  in.  July  1931  in  cooperation  with  an 
appropriation  of  $10,000  a year  granted  by  the 
legislature.  These  appropriations  were  sought  be- 
cause funds  raised  in  the  annual  sales  of  the  Christ- 
mas Seals  and  other  donations  were  insufficient  to 
provide  adequate  clinic  service  for  the  earlv  dis- 
covery of  tuberculosis.  Except  in  the  seven  larger 
cities,  there  was  no  organized  service  for  case- 
finding and  earlv  diagnosis  of  tuberculosis.  The 
establishment  of  such  a service  was  regarded  as  nec- 
essary because  approximately  75  per  cent  of  appli- 
cations for  sanatorium  treatment  showed  conditions 
of  active  tuberculosis  existing  for  over  a year  prior 
to  the  date  of  application  for  admission  and  because 


approximately  70  per  cent  of  patients  admitted  were 
moderately  advanced  and  far  advanced  cases. 

Pulmonary  tuberculosis  involving  serious  lung 
damage  requires  a long  term  of  treatment — often 
two  or  more  years  at  considerable  expense  per 
patient.  Limited  or  minimal  lesions  require  usually 
a much  shorter  period  of  treatment.  While  the 
clinic  service  has  not  been  in  effect  for  a long 
enough  period  to  produce  a marked  change  in  per- 
centage between  advanced  and  minimal  cases  in 
the  sanatoria,  the  number  of  minimal  cases  seeking 
treatment  is  increasing. 

In  addition  to  the  opportunities  afforded  by  the 
field  clinic  service  for  the  discovery  of  tuberculosis 
in  the  minimal  and  advanced  stages  of  the  disease, 
a most  important  feature  of  the  service  is  the  in- 
creasing use  of  the  tuberculin  test  to  find  infection 
in  children  and  the  x-ray  for  diagnosis  of  all  types 
of  cases. 

It  is  known  that  the  annual  harvest  of  disease 
and  death  from  tuberculosis  is  the  end  result  of 
germ  infection  sometime  during  the  period  from 
infancy  to  maturity  due  to  close  daily  contact  with 
known  and  unknown  active  cases.  That  is,  tuber- 
culosis causes  more  tuberculosis. 

The  nurses  employed  in  the  field  clinic  service 
have  the  tuberculin  test  given  to  school  children  by 
local  physicians,  provided  the  parents  consent.  The 
positive  reactors  to  the  test  are  given  a careful  phy- 
sical examination  and  many  are  examined  later  by 
x-ray.  The  homes  of  these  children  are  visited  by 
the  nurses  for  the  purpose  of  finding,  if  possible, 
the  persons  responsible  for  spreading  the  infection 
to  the  children.  The  suspect  and  other  members 
of  the  family  are  brought  to  the  clinic  or  to  a local 
physician  for  examination.  Instruction  and  recom- 
mendations are  made  by  the  physicians  and  nurses 
for  the  guidance  of  the  family.  Information  re- 
garding the  findings  is  furnished  to  the  school 
teachers  so  they  can  give  the  infected  children  suit- 
able instruction  and  supervision  in  the  practice  of 
good  health  habits.  Thus  the  field  clinic  service 
promotes  a program  intended  to  help  prevent  tu- 
berculosis infection  from  developing  into  active  and 
dangerous  disease. 

Other  functions  of  the  service  are  to  assist  per- 
sons needing  treatment  to  get  it  properly  at  home 
or  in  a sanatorium,  and  to  visit  the  homes  of  per- 
sons discharged  from  sanatoria  to  learn  about  their 
condition  and  arrange  for  their  reexamination  at 
the  clinics. 
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On  January  17,  1935,  the  Association  Council  adopted  a resolution 
which  had  for  its  purpose  the  exclusion  of  industrial  injury  cases  from  hos- 
pital list  contracts.  On  April  4,  1935,  the  Association  Council  rescinded 
the  January  17  resolution.  Since  the  resolution  was  rescinded,  it  has  been 
variously  rumored  that  the  Council  “hedged”  and  did  a complete  “about 
face.”  As  that  is  not  the  case,  I feel  that  a word  of  explanation  is  neces- 
sary in  order  to  avoid  any  possible  misunderstanding  of  the  Council’s  action 
of  April  4. 

The  January  17  resolution,  which  was  effective  on  April  17,  recom- 
mended to  the  various  county  medical  societies  the  expulsion  of  members 
who  failed  to  comply  with  the  terms  of  the  resolution ; in  other  words, 
those  who  failed  to  exclude  industrial  injuries  from  hospital  list  contracts. 
At  that  time,  the  compensation  law  permitted  industrial  injuries  to  be  in- 
cluded in  such  contracts.  Hence  this  abuse  could  not  be  regulated  except 
by  the  application  of  the  Principles  of  Medical  Ethics  which  govern  organ- 
ized medicine.  That  was  what  the  Council  set  out  to  accomplish. 

Before  the  Council  resolution  went  into  effect,  the  West  Virginia  legis- 
lature put  through  a liberalized  compensation  law  which  prohibited  the  in- 
clusion of  industrial  injuries  in  hospital  list  contracts.  Hence  the  legisla- 
ture accomplished  by  law  what  the  association  was  attempting  to  accomplish 
by  regulation.  When  the  Council’s  objective  was  accomplished  by  law, 
there  was  no  further  need  for  the  Council’s  January  17  resolution.  Hence 
it  was  rescinded. 

The  association  won  a brilliant  legislative  victory  in  the  passage  of 
the  liberalized  compensation  law.  The  passage  of  this  bill  saw  the  suc- 
cessful termination  of  a long  and  bitter  fight  carried  on  by  organized  medi- 
cine in  West  Virginia.  That  fight  is  now  over.  The  much-talked-of 
Council  resolution  is  now  rescinded.  The  association  now  occupies  an  en- 
viable position.  This  is  not  the  time  for  carping  criticism.  This  is  the 
time  when  we  should  gratefully  recognize  the  achievements  of  the  imme- 
diate past  and  stand  united  for  the  fight  on  compulsory  sickness  insurance 
which  we  are  to  face  in  the  immediate  future. 

Let  us  gather  at  Wheeling  next  Monday  with  a sincere  appreciation 
of  the  accomplishments  of  this  association.  Let  us  forget  our  personal  dif- 
ferences; let  us  forget  the  past  and  look  into  the  future  with  the  confidence 
so  necessary  to  success.  If  we  do  this,  we  will  make  the  Wheeling  meeting 
the  finest  gathering  of  doctors  within  the  history  of  our  association. 


President 
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THE  WHEELING  MEETING 

Everything  is  in  readiness  for  the  Sixty- 
Eighth  Annual  Meeting  of  the  West  Vir- 
ginia State  Medical  Association  which  is  to 
be  held  in  Wheeling  next  Monday,  Tuesday 
and  Wednesday,  May  6,  7 and"  8,  1935. 
Headquarters  will  be  established  at  the  Mc- 
Lure  Hotel  on  Sunday,  May  5,  the  day  pre- 
ceding the  opening  of  the  convention.  All 
of  the  general  sessions  will  be  held  in  the 
M cl .ure  auditorium. 

Due  to  the  splendid  work  of  the  local  ar- 
rangements committee  at  Wheeling,  headed 
by  Dr.  Robert  J.  Reed,  Jr.,  and  of  the  Com- 
mittee on  Scientific  Work,  headed  by  Dr. 
Robert  King  Buford  of  Charleston,  all  con- 
vention plans  and  arrangements  are  now  com- 
pleted and  the  host  city  is  expecting  the 
largest  registration  in  the  history  of  the  asso- 
ciation. 

Although  the  general  sessions  of  the  con- 
vention will  not  officially  open  until  Tues- 
day morning,  May  7,  all  of  the  sectional 
meetings  will  take  place  on  Monday,  May  6. 
A meeting  of  the  West  Virginia  Heart  Asso- 
ciation, in  cooperation  with  the  Section  on  In- 
ternal Medicine,  is  to  be  held  at  the  McLure 
Auditorium  on  Monday  morning  at  9:30 
o’clock.  There  will  also  be  clinical  presenta- 
tions at  the  Ohio  Valley  General  Hospital  on 
Monday  morning  for  the  Surgical  Section 
and  the  Section  on  Pediatrics. 

The  Surgical  Section  will  hold  its  regular 
meeting  at  the  Ohio  Valley  Hospital  on  Mon- 
day afternoon,  the  Eye,  Ear,  Nose  and 
Throat  Section  will  meet  Monday  afternoon 


at  the  Fort  Henry  Club,  and  the  Sections  on 
Pediatrics  and  Internal  Medicine  will  meet 
at  the  McLure  Hotel.  The  complete  con- 
vention program  covering  both  general  and 
sectional  sessions  will  be  found  elsewhere  in 
this  issue  of  the  Journal. 

Social  features  of  the  Wheeling  meeting 
include  an  informal  dance  at  the  Wheeling 
Country  Club  on  Monday  evening,  May  6, 
and  the  annual  convention  banquet  and  dance 
at  the  Fort  Henry  Club  on  Wednesday  eve- 
ning, May  8.  The  Wheeling  doctors  are 
holding  “open  house”  at  their  homes  on 
Tuesday  evening,  May  7,  for  all  the  visiting 
doctors  and  their  wives.  For  the  Auxiliary, 
there  will  be  a luncheon  for  Auxiliary  mem- 
bers at  the  home  of  Dr.  and  Mrs.  W.  S. 
Fulton  on  May  7 and  a luncheon  at  the 
Wheeling  Country  Club  on  May  8. 

The  annual  association  golf  tournament  is 
to  be  held  at  the  Wheeling  Country  Club 
with  Dr.  J.  O.  Rankin  in  charge.  Members 
may  play  their  tournament  rounds  at  any 
time  until  noon  on  May  8.  The  awards  will 
be  made  at  the  convention  banquet  the  same 
evening.  Members  will  be  required  to  pre- 
sent their  club  handicaps. 

A number  of  luncheons  and  dinners  are 
being  arranged  for  special  medical  groups,  in- 
cluding a dinner  at  6:30  o’clock  on  Monday 
evening,  May  6,  at  the  Fort  Henry  Club  for 
the  industrial  physicians  and  surgeons  of  the 
state.  It  is  understood  that  similar  meetings 
are  being  arranged  for  the  Fellows  of  the 
American  College  of  Surgeons,  American 
College  of  Physicians,  and  several  alumni 
groups.  All  special  meetings  of  this  nature 
will  be  posted  on  the  convention  bulletin 
board  at  the  McLure  Hotel. 

The  Association  Council  will  meet  at  2:30 
o’clock  on  Monday  afternoon  at  the  McLure 
and  the  House  of  Delegates  will  be  in  the 
McLure  auditorium  the  same  evening  at  8 
o’clock.  A second  meeting  of  the  House  of 
Delegates  will  be  held  Tuesday  evening  im- 
mediately following  the  President’s  Annual 
Address,  for  the  purpose  of  electing  officers 
for  1936  and  to  wind  up  unfinished  business. 
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All  members  of  the  association  and  their 
wives  and  guests  are  urged  to  register  imme- 
diately upon  arrival  in  Wheeling.  Both  the 
association  and  auxiliary  registration  booths 
will  be  on  the  mezzanine  floor  of  the  Mc- 
Lure.  However  the  Auxiliary  headquarters 
and  meetings  will  be  held  at  the  Hotel 
Windsor.  The  commercial  exhibit  lobby  will 
also  be  on  the  McLure  mezzanine. 

The  complete  convention  program  is  pub- 
lished elsewhere  in  this  issue  of  the  Journal 
and  all  members  are  requested  to  look  over 
the  program  carefully,  especially  the  conven- 
tion announcements.  We  feel  that  a perusal 
of  the  program  will  convince  every  member 
that  he  cannot  afford  to  pass  up  the  Wheeling 
session. 

The  Association  has  just  emerged  from  a 
rather  bitter  but  most  successful  legislative 
session.  The  “list”  fight  concerning  com- 
pensible  injuries  has  been  won  and  we  now 
occupy  an  enviable  position.  Let  us  meet  to- 
gether at  Wheeling  to  forget  our  past  differ- 
ences of  opinion,  to  mingle  with  our  confreres, 
to  renew  our  old  acquaintances,  to  pick  up 
new  thoughts  and  new  ideas  from  the  scien- 
tific program,  to  stand  united  for  the  welfare 
of  our  great  profession  in  our  great  state. 


COUNCIL  RESOLUTION  RESCINDED 

In  a called  meeting  held  at  the  association 
headquarters  in  Charleston  on  April  4,  the 
Council  rescinded  its  January  17  resolution 
which  sought  to  exclude  industrial  injuries 
from  hospital  list  contracts.  The  resolution 
was  rescinded  because  of  the  passage  of  the 
liberalized  compensation  law  by  the  West 
Virginia  legislature.  The  new  compensation 
statute  accomplished  by  law  what  the  Coun- 
cil attempted  to  accomplish  by  regulation. 

To  those  members  of  the  association  who 
may  have  misunderstood  the  April  4 action 
of  the  Council,  we  wish  to  point  out  that  the 
original  Council  resolution  (passed  on  Janu- 
ary 17)  became  “excess  baggage”  after  the 
passage  of  the  compensation  law.  It  became 
a dead  issue,  because  the  legislature  settled 


the  issue  just  as  the  association  wanted  it 
settled.  In  other  words,  the  legislature  of 
this  state  excluded  industrial  injuries  from 
hospital  list  contracts. 

The  minutes  of  the  April  4 Council  meet- 
ing are  published  in  this  issue  of  the  Jour- 
nal. We  hope  every  member  interested  in 
the  subject  will  read  the  April  4 resolution 
adopted  by  the  Council,  rescinding  the  Janu- 
ary 17  resolution.  This  resolution  states  the 
entire  case  in  a clear,  concise  manner. 

Unquestionably  the  membership  of  the 
association  was  divided  in  its  consideration  of 
the  original  January  17  resolution.  Many 
members  were  opposed  to  the  resolution. 
Others  felt  that  the  Council  acted  without 
full  authority.  Others  believed  that  the 
Council  had  approached  the  problem  in  the 
wrong  way.  Others  were  in  hearty  accord 
with  the  intent  and  spirit  of  the  resolution. 
That  is  now  in  the  past.  Whether  the  Janu- 
ary 1 7 resolution  was  good  or  bad,  whether 
it  was  ill-conceived  or  carefully  thought  out, 
is  now  beside  the  point.  The  end  result  is 
that  the  association  accomplished  its  objective 
through  the  legislature  and  that  the  January 
17  resolution  (whether  good  or  bad)  played 
an  important  part  in  the  legislative  victory. 

When  a battle  is  won  against  great  odds, 
let  us  not  fall  out  with  our  soldiers  for  their 
method  of  attack.  That  is  a postmortem 
which  is  usually  conducted  by  the  losing  side. 


BOUND  VOLUMES  AVAILABLE 
The  association  headquarters  at  Charleston 
has  six  bound  volumes  of  the  West  Virginia 
Medical  Journal  for  1934  which  are  for  sale 
at  $4.50  per  volume.  The  volumes  are  hand- 
somely made  up  in  black  leather  binding  with 
the  date  and  name  stamped  in  gold.  The 
purchase  price  includes  the  name  of  the  pur- 
chaser stamped  in  gold  on  the  leather  bind- 
ing. 

Doctors  who  are  interested  in  securing  one 
of  these  bound  volumes  for  library  or  office 
use  should  communicate  with  the  executive 
secretary  at  Charleston. 
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THE  DELINQUENT  LIST 

The  association’s  annual  delinquent  list  for 
1935  is  now  in  full  force  and  effect  and  the 
name  of  more  than  100  members  appear 
thereon.  These  members  will  remain  on  the 
delinquent  list  until  their  1935  dues  are  paid 
up,  at  which  time  they  will  be  automatically 
reinstated.  However,  if  the  1935  dues  of  any 
member  remain  unpaid  until  the  first  of  the 
ensuing  year,  then  the  delinquent  is  dropped 
from  the  association  records  and  can  only  be 
reinstated  upon  petition  as  a new  member. 

We  would  like  to  point  out  that  delinquent 
members  are  denied  all  rights  and  privileges 
of  the  association  while  on  the  delinquent  list. 
They  are  removed  from  the  Journal  mailing- 
list,  they  are  not  allowed  to  register  or  par- 
ticipate in  the  annual  meetings,  and  they 
should  be  denied  participation  in  all  county 
society  meetings  during  the  period  of  delin- 
quency. 

A number  of  county  societies  have  estab- 
lished splendid  membership  records  for  1935. 
The  societies  that  have  no  members  on  the 
delinquent  list  include  Grant,  Hardy,  Hamp- 
shire, Mineral,  Lewis  and  Wyoming.  So- 
cieties with  three  or  less  delinquents  include 
Barbour,  Randolph,  Tucker,  Brooke,  Cen- 
tral West  Virginia,  Greenbrier  Valley,  Han- 
cock, Raleigh,  Summers  and  Tyler- Wetzel. 
More  than  60  new  members  have  been  added 
to  the  association  roster  since  January  first. 

County  secretaries  are  urged  to  clean  up 
their  delinquent  lists  as  quickly  as  possible 
and  to  have  their  delinquents  paid  up  and 
reported  to  the  association  before  the  Wheel- 
ing meeting. 


COUNTY  HEALTH  INSURANCE 
Some  form  of  health  or  sickness  insurance 
for  the  low-bracket  wage  earner  is  a problem 
that  is  confronting  the  medical  profession  in 
various  parts  of  the  United  States  today.  In 
many  states,  particularly  those  on  the  Pacific 
coast,  insurance  plans  have  been  worked  out 
and  set  in  motion  by  commercial  and  lay 
groups  which  have  done  irreparable  damage 


to  the  private  practice  of  medicine.  In  other 
states,  such  as  our  own,  the  process  of  evolu- 
tion has  brought  insurance  schemes  into  some 
localities  that  have  not  been  to  the  best  in- 
terest of  physician  and  patient.  With  various 
lay  groups  and  organizations  clamoring  for 
compulsory  sickness  insurance  on  a national 
scale,  it  behooves  the  medical  profession  in 
each  county  to  face  this  problem. 

More  than  10  years  ago  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion recognized  the  desirability  of  plans  ar- 
ranged between  county  medical  societies  and 
the  public  for  a better  distribution  of  medical 
service.  At  that  time  the  House  of  Delegates 
authorized  county  medical  societies,  with  the 
approval  of  state  medical  organizations,  to 
put  into  effect  various  schemes  for  enabling 
the  public,  particularly  in  the  lower  income 
levels,  to  obtain  adequate  medical  service  at 
costs  that  were  within  their  means. 

At  the  special  meeting  of  the  A.  M.  A. 
House  of  Delegates  last  February,  careful 
consideration  was  given  some  150  plans  al- 
ready in  operation,  and  the  reference  com- 
mittee reported  as  follows:  “The  committee 
has  studied  this  matter  from  a broad  stand- 
point, considering  many  plans  submitted  by 
the  Bureau  of  Medical  Economics  as  well  as 
those  conveyed  in  resolutions  from  the  floor 
of  the  House  of  Delegates.  It  reiterates  the 
fact  that  there  is  no  model  plan  which  is  a 
cure-all  for  the  social  ills  any  more  than 
there  is  a panacea  for  the  physical  ills  that 
affect  mankind.  There  are  now  more  than 
150  plans  for  medical  service  undergoing 
study  and  trial  in  various  communities  in  the 
United  States.  Your  Bureau  of  Medical  Eco- 
nomics has  studied  these  plans  and  is  now 
ready  and  willing  to  advise  medical  societies 
in  the  creation  and  operation  of  such  plans. 
* * * 

“In  the  establishment  of  all  such  plans, 
county  medical  societies  must  be  guided  by 
the  10  fundamental  principles  adopted  by 
this  House  of  Delegates  in  1934.  The 
House  of  Delegates  would  again  emphasize 
particularly  the  necessity  for  separate  provi- 
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sion  for  hospital  facilities  and  the  physician’s 
services.  * * * ” 

No  doubt  in  many  sections  of  the  state 
there  is  no  demand  for  a monthly  payment 
plan  for  medical  and  hospital  service.  In 
other  communities,  particularly  in  the  thickly- 
populated  industrial  centers,  sickness  insur- 
ance plans  are  in  demand.  In  such  communi- 
ties where  there  is  a demand  for  sickness  in- 
surance, we  suggest  that  the  county  medical 
society  having  jurisdiction  over  the  com- 
munity give  careful  consideration  to  supply- 
ing the  demand  before  it  is  supplied  from  an 
outside  source. 

We  are  not  urging  monthly  payment  in- 
surance plans  upon  any  county  societies.  We 
feel  that  doctors  and  patients  are  better  off, 
generally  speaking,  where  such  plans  do  not 
exist.  Yet  we  feel  that  many  doctors  view 
these  plans  with  too  much  alarm.  If  the 
Bureau  of  Medical  Economics  of  the  Ameri- 
can Medical  Association  is  interested  in 
fighting  compulsory  health  insurance  with 
local  plans  sponsored  and  worked  out  by  the 
medical  profession,  we  are  of  the  opinion 
that  the  principles  formulated  by  the  Bureau 
must  have  considerable  merit. 

Again  we  urge  the  county  medical  societies 
to  give  due  consideration  to  this  problem  of 
sickness  insurance.  Remember  that  the 
Bureau  of  Medical  Economics  is  now  “ready 
and  willing  to  advise  medical  societies  in  the 
creation  and  operation  of  such  plans.”  County 
societies  that  are  already  in  the  process  of 
working  out  plans  of  their  own  should  get  in 
touch  with  the  Bureau  before  the  task  is 
completed. 


harvest-mites 

It  is  only  in  the  larval  stage  that  the  harvest- 
mite  is  a real  nuisance,  and  the  innocence  of  the 
adult  mite  as  a troubler  of  men  is  now  commonly 
known.  The  adult,  however,  acts  as  an  interme- 
diate link  or  carrier  of  diseases  from  the  larval  stage 
to  another,  according  to  an  article  by  Dr.  Claude 
Lillingston  in  the  April  Hygcia. 


COUNTY  SOCIETY  NEWS 


KANAWHA  COUNTY 

With  members  of  the  Fayette  County  Medical 
Society  as  guests  and  Dr.  J.  Morrison  Hutcheson, 
Richmond,  as  the  guest  speaker,  the  regular  April 
meeting  of  the  Kanawha  County  Medical  Society 
was  held  .April  9 in  the  Daniel  Boone  Hotel, 
Charleston.  Dr.  Hutcheson,  a member  of  the 
faculty  of  the  Medical  College  of  Virginia,  read  a 
paper  on  “Atypical  Features  of  Conorary  Occlu- 
sion.” 

Dr.  Paul  Revercomb  of  Charleston  opened  the 
discussion  on  Dr.  Hutcheson’s  paper,  and  it  was 
continued  by  Dr.  D.  C.  Ashton  of  Beckley.  Dr. 
Ashton  was  formerly  associated  with  the  Medical 
College  of  Virginia. 

Following  the  scientific  discussions  a short  busi- 
ness meeting  was  held,  at  which  time  delegates  and 
alternate  delegates  to  the  annual  convention  in 
Wheeling  were  elected  as  follows:  Delegates: 

Doctors  A.  E.  Amick,  R.  K.  Buford,  Thomas  G. 
Reed,  O.  H.  Bobbitt,  P.  A.  Haley  II,  Russell 
Kessel  and  P.  A.  Tuckwiller,  all  of  Charleston; 
alternates:  Doctors  M.  F.  Petersen,  C.  B.  Smith, 
C.  E.  Copeland,  R.  O.  Halloran,  and  H.  A.  Bailey, 
all  of  Charleston,  and  H.  H.  Howell,  Madison. 

Pat  A.  Tuckwiller,  Secretary. 


LEWIS  COUNTY 

At  the  regular  meeting  of  the  Lewis  County 
Medical  Society,  held  April  9 in  the  Lewis  County 
Memorial  Building,  Weston,  the  society  honored 
Dr.  E.  T.  W.  Hall  in  recognition  of  the  fiftieth 
anniversary  of  his  entry  upon  the  practice  of  medi- 
cine. An  appropriate  gift  was  presented  to  Dr. 
Hall,  a pioneer  in  the  practice  of  surgery  in  Lewis 
County. 

A brief  business  meeting  was  conducted  at  the 
outset  of  the  meeting  with  the  election  of  Doctors 
George  Snyder,  Weston;  G.  C.  Colder,  Jane  Lew, 
and  Theresa  Q.  Snaith,  Weston,  as  delegates  to 
the  Wheeling  convention,  and  Doctors  E.  A. 
Trinklc  and  Ralph  M.  Fisher,  Weston,  as  alter- 
nates. 

Following  the  business  session  the  society  con- 
ducted a program  of  scientific  discussions  on  the 
subject:  “Acute  Respiratory  Infections,”  with  Dr. 
George  Snyder  leading  the  discussion. 

Theresa  O.  Snaith,  Secretary. 
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PRESTON  COUNTY 
Dr.  C.  E.  Smith,  Terra  Alta,  was  elected  presi- 
dent of  the  Preston  County  Medical  Society  at  the 
regular  March  meeting  of  that  group,  March  29, 
at  Kingwood.  Dr.  C.  V.  Moser,  Terra  Alta,  was 
elected  vice  president,  and  Dr.  R.  D.  Harman, 
Kingwood,  was  elected  secretary-treasurer. 

'I'he  Preston  County  Society  has  elected  as  its 
delegates  to  the  state  convention  in  Wheeling,  Dr. 
R.  D.  Harman  and  Dr.  A.  V.  Cadden,  Hope- 
mont.  Alternates  selected  were:  Dr.  F.  D.  Fort- 
ney, Newburg,  and  Dr.  C.  Y.  Moser,  Terra  Alta. 

E.  R.  Davies,  Secretary. 


MARSHALL  COUNTY 

“Endocervicitis”  was  the  subject  of  a paper  pre- 
sented by  Dr.  B.  Clifford  John,  Morgantown,  at 
the  regular  April  meeting  of  the  Marshall  County 
Medical  Society,  held  in  the  Elks’  Club  at  Mounds- 
ville,  April  9.  Dr.  John  discussed  the  various 
therapeutic  procedures — medical,  radio-active,  cau- 
terization and  surgical — used  in  combatting  endo- 
cervicitis. A general  discussion  of  the  subject  fol- 
lowed. 

Being  informed  by  the  secretary  that  the  orig- 
inal charter  of  the  Marshall  County  Medical  So- 
ciety, together  with  the  original  membership  list, 
has  been  found,  the  society  took  steps  to  preserve 
them. 

Doctors  J.  H.  Luikart,  Harold  Ashworth  and 
J.  A.  Striebich,  all  of  Moundsville,  were  named 
as  delegates  to  the  state  convention  in  Wheeling, 
with  Doctors  P.  D.  Barlow,  McMechen,  and  J. 
C.  Peck,  Moundsville,  as  alternates. 

J.  A.  Striebich,  Secretary. 


PARKERSBURG  ACADEMY 
The  Academy  of  Medicine  of  Parkersburg  held 
its  regular  business  meeting  at  the  Elks’  Club  in 
that  city,  April  4,  and  chief  among  the  business 
matters  transacted  was  the  authorization  and  ap- 
pointment of  a committee,  composed  of  Dr.  G.  D. 
Jeffers,  chairman;  Dr.  Roy  Ben  Miller,  and  Dr. 
Welch  England,  to'  prepare  appropriate  resolutions 
for  presentation  to  West  Virginia  representatives  in 
the  national  Congress  carrying  out  the  action  of 
the  Academy  in  acting  favorably  upon  a motion 
which  put  the  Academy  on  record  as  opposing  any 
form  of  state  or  federal  contract  practice  or  insur- 
ance leading  to  state  or  federal  control. 


Following  the  action  of  the  Council  of  the  West 
Virginia  State  Medical  Association  in  electing  Dr. 
J.  E.  Barrows,  Parkersburg,  an  honorary  member 
of  the  state  association,  the  Academy  voted  Dr. 
Barrows  an  honorary  member  of  that  group.  The 
Academy  also  approved  the  presentation  of  the 
names  of  Doctors  S.  D.  H.  Wise,  E.  H.  Douglas 
and  Mark  Fisher,  to  the  Council  of  the  state  asso- 
ciation as  proposed  honorary  members.  Dr.  Roydice 
Staats,  Cairo,  Ritchie  county,  and  Dr.  T.  R Bol- 
ing, Grantsville  Calhoun  county,  were  elected  as 
active  membors  of  the  Academy. 

The  Academy  likewise  decided  upon  a policy  of 
closing  the  offices  of  members  on  each  Thursday 
afternoon  and  evening,  beginning  April  11. 

Academy  delegates  to  the  State  Medical  Asso- 
ciation convention  in  Wheeling  were  named  as  fol- 
lows: Doctors  Welch  England,  T.  L.  Harris,  R. 

S.  Widmcyer  and  Harry  M.  Campbell,  all  of  Park- 
ersburg; with  Doctors  J.  R.  McCulloch,  St.  Marys; 
A.  R.  Sidell,  Williamstown,  and  R.  H.  Wharton, 
Parkersburg,  as  alternates. 

Welch  England,  Secretary. 


CABELL  COUNTY 

Dr.  Charles  R.  Austrain,  associate  professor  of 
Clinical  Medicine  at  Johns-Hopkins  University,  and 
physician-in-chief  at  Mt.  Sinai  Hospital,  Baltimore, 
was  the  guest  speaker  at  the  April  1 1 meeting  of 
the  Cabell  County  Medical  Society.  Dr.  Austrain 
read  a paper  on  “Management  of  Lobar  Pneu- 
monia,” and  a full  and  complete  discussion  by  the 
society  membership  followed. 

At  the  previous  meeting  in  March,  the  Cabell 
county  society  had  as  its  guest  speakers  Doctors  Karl 
G.  Zwick  and  Samuel  L.  Bauer  of  Cincinnati, 
Ohio,  who  presented  papers  on  “Pathology  and 
Treatment  of  Eczema.”  Discussions  were  engaged 
in  by  Doctors  J.  E.  Hubbard,  Boyd  Brown,  R.  M. 
Sloan,  W.  B.  Hunter  and  O.  B.  Biern. 

During  the  business  session  a plan  for  the  estab- 
lishment of  a society-controlled  form  of  health  in- 
surance was  introduced  by  Dr.  J.  S.  Klump,  and 
this  plan  was  taken  under  consideration  for  future 
action.  A resolution  proposed  by  the  Committee 
on  Public  Policy  and  Legislation,  and  expressing 
opposition  to  all  efforts  at  regimentation  in  medi- 
cine, opposition  to  federal  compulsory  health  in- 
surance, was  adopted,  and  the  committee  was  in- 
structed to  present  these  views  to  the  state’s  repre- 
sentatives in  the  federal  Congress. 
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Delegates  of  the  Cabell  County  Society  were 
directed  by  vote  of  the  membership  to  introduce 
motions  at  the  state  association  convention  in 
Wheeling  calling  for  the  establishment  of  a Com- 
mittee on  Maternal  Welfare,  and  a Committee  on 
Child  Welfare. 

The  society’s  delegates  to  the  Wheeling  conven- 
tion will  be:  Doctors  R.  J.  Wilkinson,  R.  M. 

Sloane,  F.  C.  Hodges  and  Edwin  Matthews,  and 
alternates  selected  were:  Doctors  I.  I.  Hirschmann, 
R.  N.  Wiley  and  W.  C.  Swann. 

Edwin  Matthews,  Secretary, 


RALEIGH  COUNTY 

“Modern  Trends  in  Medical  Economics,”  dis- 
cussed by  Dr.  Walter  E.  Vest,  guest  speaker  from 
Huntington,  and  an  outline  of  recently  enacted 
legislation  by  Joe  W.  Savage,  executive  secretary  of 
the  West  Virginia  State  Medical  Association,  Char- 
leston, were  the  principal  items  in  the  program  of 
the  Raleigh  County  Medical  Society  at  the  bi- 
monthly meeting,  March  28,  at  the  Beckley  Hotel. 

A dinner  preceded  the  business  meeting  and 
speaking  program. 

The  delegates  of  the  Raleigh  County  Society  to 
the  state  convention  in  Wheeling  were  named  as 
follows:  Dr.  R.  P.  Daniel,  Pemberton;  Dr.  W. 

C.  Mays,  Stanaford,  and  Dr.  L.  M.  Halloran, 
Beckley.  Dr.  E.  H.  Hedrick,  Dr.  G.  E.  Gwinn, 
Beckley,  were  selected  as  alternates. 

L.  M.  Halloran,  Secretary. 


TYLER-WETZEL  COUNTY 

In  addition  to  electing  Doctors  John  O.  Theiss 
and  T.  B.  Gordon,  both  of  New  Martinsville,  as 
delegates  to  the  state  convention,  the  Tyler-Wetzel 
County  Medical  Society,  in  its  regular  April  meet- 
ing passed  a resolution  in  which  it  requested  the 
directing  board  of  the  Wetzel  County  Hospital  to 
permit  the  practice  of  only  those  physicians  and 
surgeons  in  that  institution  who  are  members  in 
good  standing  in  the  county  and  state  medical  asso- 
ciations, licensed  practitioners,  and  residents  of 
Wetzel  county.  The  resolution  would  exclude 
from  practice  therein  any  doctor  who  is  doing  a 
contract  practice  by  virtue  of  which  he  received 
the  practice  by  competitive  bids.  This  action  fol- 
lowed similar  discussions  at  the  February  meeting, 
at  which  time  the  society  also  protested  to  the 


Wetzel  county  court  against  reductions  in  fees 
allowed  for  major  operations.  The  society,  at  the 
April  meeting  likewise  took  action  on  delinquent 
accounts  and  publicized  its  intention  of  compiling 
a “dead  beat”  list  on  and  after  June  1,  which  list 
would  be  made  available  to  all  members  of  the 
society. 

Doctors  J.  D.  Schmied  of  New  Martinsville  and 
H.  C.  Whisler  of  Smithfield  were  elected  honorary 
members  of  the  society  at  the  February  meeting, 
and  Mr.  B.  F.  Matheny  of  Hundred  was  approved 
as  an  active  member  at  the  April  meeting. 

Plans  for  a picnic-outing  were  projected  for  an 
undetermined  date  in  June. 

T.  B.  Gordon,  Secretary. 


LOGAN  COUNTY 

Two  members  of  the  Mingo  County  Medical 
Society,  Dr.  F.  B.  Quincy  and  Dr.  G.  W.  Easley, 
both  of  Williamson,  were  the  guest  speakers  at  the 
regular  April  meeting  of  the  Logan  County  Med- 
ical Society,  held  April  10  at  the  Logan  General 
Hospital.  Dr.  Quincy  read  a paper  on  “Pyloric 
Stenosis,”  and  Dr.  Easley  presented  a paper  on 
“Infection  of  the  Hands.”  Descriptive  charts  were 
used  by  both  speakers  to  supplement  their  addresses. 
Dr.  W.  E.  Brewer  led  the  discussion  which  fol- 
lowed. 

At  the  regular  March  meeting,  held  March  13, 
Doctors  G.  G.  Irwin  and  R.  D.  Roller  of  Char- 
leston were  the  guest  speakers.  Dr.  Irwin’s  subject 
was  “Common  Diseases  of  the  Female  Urethra,” 
and  Dr.  Roller  lectured  on  “Thrombosis  of  the 
Coronary  Arteries.”  Both  papers  were  freely  dis- 
cussed. 

In  addition  to  naming  delegates  to  the  state  con- 
vention, the  Logan  County  Society  made  tentative 
arrangements  for  a joint  meeting  in  the  near  future 
with  the  Mingo  County  Medical  Society.  Doctors 
Harold  Van  Hoose,  Whitman,  and  E.  H.  Starcher, 
Omar,  were  named  delegates  to  the  state  conven- 
tion, with  Doctors  T.  P'.  Farley  and  S.  B.  Lawson, 
as  alternates. 

E.  H.  Starcher,  Secretary. 


EASTERN  PANHANDLE 

Dr.  Ellsworth  Johnson  of  Winchester,  Virginia, 
was  the  guest  speaker  at  the  regular  quarterly  meet- 
ing of  the  Eastern  Panhandle  Medical  Society,  held 
in  the  Shenandoah  Hotel,  March  13.  Dr.  John- 
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son’s  dissertation  was  on  the  subject:  “Gall-Bladder 
Disease  From  an  X-ray  Point  of  View.” 

Unanimous  endorsement  was  given  by  the  so- 
ciety to  the  movement  to  form  a tri-county  health 
department,  following  the  report  of  a committee  ap- 
pointed some  time  ago  to  make  investigation.  The 
committee  was  headed  by  Dr.  W.  A.  Wallace,  who 
reported  that  the  idea  was  entirely  feasible  and  was 
favored  by  both  the  State  Department  of  Health 
and  the  United  States  Public  Health  Service.  The 
committee  was  not  released,  but,  rather,  was  re- 
quested to  continue  to  function  and  to  endeavor 
to  bring  the  project  to  successful  culmination.  De- 
cision was  reached  to  hold  the  June  meeting  at 
Charles  Town. 

Delegates  to  the  state  convention  in  Wheeling 
were  named  as  follows:  Doctors  R.  E.  Clapham, 

T.  K.  Oates  and  Edwin  Cameron,  Martinsburg. 
Alternates:  Dr.  W.  A.  Wallace,  Martinsburg,  and 
Dr.  G.  P.  Morrison,  Charles  Town. 

Edwin  Cameron,  Secretary. 


OHIO  COUNTY 

Dr.  Louis  G.  Herrmann,  assistant  professor  of 
surgery,  Cincinnati  General  Hospital,  Cincinnati, 
Ohio,  lecturing  on  the  subject:  “The  Diagnosis 

and  Treatment  of  the  More  Common  Types  of 
Obliterative  Arterial  Diseases  of  the  Extremities,” 
was  the  guest  speaker  at  the  meeting  held  on  March 
1 of  the  Ohio  County  Medical  Society,  while 
Doctors  H.  R.  Sauder  and  E.  M.  Phillips  led  the 
discussion. 

1 he  March  29  meeting  was  featured  by  a paper 
by  Dr.  C.  Howard  Marcy,  Pittsburgh,  Penna.,  on 
the  subject:  “The  Use  of  Collapse  Therapy  in 

the  Treatment  of  Chronic  Pulmonary  Infections.” 
Doctors  John  W.  Gillmore  and  Russell  B.  Bailev 
led  the  discussion  which  followed  Dr.  Marcy’s  ad- 
dress. 

Both  meetings  were  held  in  the  solarium  of  the 
Ohio  Valley  General  Hospital,  Wheeling. 

Ohio  count)-  delegates  to  the  state  convention  to 
be  held  in  Wheeling,  were  named  as  follows: 
Doctors  John  O.  Rankin,  Wheeling;  W.  S.  Webb, 
Warwood;  E.  L.  Armbrecht,  Wheeling;  W.  M. 
Sheppe,  Wheeling;  and  R.  C.  Bond,  Wheeling; 
with  Doctors  L.  A.  Lyon,  A.  L.  Osterman,  R.  J. 
Lukens  and  C.  M.  Clovis,  all  of  Wheeling,  as  alter- 
nates. 


The  April  26  meeting  fo  the  Ohio  County  Med- 
ical Society  was  held  in  the  new  offices  of  the  City- 
County  Health  Department  in  the  City  Building, 
Wheeling,  with  Dr.  Fred  T.  Foard  of  the  United 
States  Public  Health  Service  as  the  guest  speaker. 
His  subject  was  “Relationship  of  the  Practicing 
Physician  to  the  Public  Health  Department.”  This 
was  followed  by  a discussion  by  the  members  in 
attendance. 

Dr.  Robert  J.  Reed,  Jr.,  chairman  of  the  Gen- 
eral Convention  Arrangements  Committee,  re- 
ported everything  in  readiness  for  the  annual  con- 
vention of  the  West  Virginia  State  Medical  Asso- 
ciation, to  be  held  in  Wheeling  on  May  6,  7,  8, 
1935. 

Russell  C.  Bond,  Secretary. 

MONONGALIA  COUNTY 

With  Dr.  Edwin  J.  Stedem,  Columbus,  Ohio, 
as  the  guest  speaker,  the  regular  March  meeting  of 
the  Monongalia  County  Medical  Society  was  held 
at  the  Hotel  Morgan,  March  5.  Dr.  Stedem’s  lect- 
ure was  on  the  subject,  “The  Hormonal  Side  of 
Uterine  Bleeding.” 

Dr.  Robert  C.  Hood,  Clarksburg,  discussing 
“Measles  Prophylaxis,”  was  the  guest  speaker  at 
the  regular  April  meeting,  held  April  2 at  the 
Hotel  Morgan,  Morgantown. 

Doctors  B.  C.  John,  E.  F.  Heiskell,  and  G.  R. 
Maxwell  were  named  delegates  to  the  state  con- 
vention with  Doctors  C.  B.  Wylie  and  W.  L. 
Madera  as  alternates. 

G.  R.  Maxwell,  Secretary. 


MARION  COUNTY 

The  January  and  February  meetings  of  the 
Marion  County  Medical  Society,  held  January  29 
and  February  26,  respectively,  in  the  Fairmont 
Hotel,  were  featured  by  lectures  by  Dr.  A.  V.  Cad- 
den,  superintendent  of  Hopemont  State  Sanitarium, 
and  Dr.  Heinz  Langer  of  the  West  Penn  Hospital, 
Pittsburgh,  Penna. 

Dr.  Cadden,  speaking  at  the  January  meeting, 
discussed  “The  Correlation  of  Roentgenological 
and  Physical  Signs  in  Examination  of  the  Chest.” 
Dr.  David  Salkin,  also  of  the  Hopemont  staff, 
opened  the  discussion,  and  a number  of  the  mem- 
bers of  the  society  participated. 

The  address  of  Dr.  Langer  at  the  February 
meeting  was  on  the  subject:  “Diseases  of  the  Vege- 
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tative  Nervous  System  and  Their  Response  to 
X-ray  Therapy.”  Highly  interesting  and  illumin- 
ating lantern  slides  were  presented  to  supplement 
the  lecture. 

Medical  relief  was  discussed  at  both  meetings 
and  following  an  address  by  Mr.  Kenneth  Miller, 
social  service  division  of  the  West  Virginia  Relief 
Administration,  Charleston,  the  following  medical 
relief  committee  for  Marion  county  was  appointed: 
Doctors  S.  S.  Hall,  chairman;  A.  H.  Stevens  and 
G.  V.  Morgan. 

The  delegates  of  the  Marion  County  Society  to 
the  state  convention  were  named  as  follows: 
Doctors  L.  D.  Howard,  J.  L.  Blanton  and  A.  H. 
Stevens,  with  Doctors  Phillip  Johnson  and  P.  F. 
Prioleau  as  alternates. 

A.  H.  Stevens,  Secretary. 


FAYETTE  COUNTY 
The  April  16  meeting  of  the  Fayette  County 
Medical  Society  was  held  at  the  Hill  Hotel,  Oak 
Hill,  with  a good  attendance.  Speakers  of  the  eve- 
ning were  Dr.  N.  G.  Patterson,  Powellton,  who 
gave  an  interesting  talk  on  “A  Resume  of  My  Ex- 
periences as  Physician  in  a Mission  Hospital  in 
China.”  He  was  followed  by  Dr.  E.  B.  Thomp- 
son, Montgomery,  who  gave  a case  report  on 
“Squamous  Cell  Ulcerating  Carcinoma  of  Penis 
with  Complicating  Vincents  Organisms.” 

At  the  business  session,  Dr.  H.  C.  Skaggs  and 
Dr.  F.  S.  Harkleroad  were  named  as  delegates  to 
the  state  meeting  at  Wheeling,  with  Dr.  W.  P. 
Bittinger  and  Dr.  B.  F.  Puckett  as  alternates. 

Dr.  D.  W.  Shirkey  and  Dr.  J.  S.  Shaffer,  both 
of  Montgomery,  were  each  elected  honorary  mem- 
bers of  the  county  society  and  the  secretary  was  in- 
structed to  request  the  Council  of  the  West  Vir- 
ginia State  Medical  Association  to  concur  in  this 
election. 

Ralph  Hogshead,  Secretary. 


“quack.”  guarantees 

The  seller  of  “guaranteed”  medicines  is  often 
the  only  insured  party,  for  the  purchaser’s  money, 
no  doubt,  assures  the  promoter  the  “perfect  satis- 
factions” mentioned.  The  tricks  of  the  quack  medi- 
cine trade  arc  explained  in  the  April  Ilygeia  by  Dr. 
F.  W.  Norris,  who  has  written  an  article  entitled 
“Guaranteed — But  How?” 


GENERAL  NEWS 


SPECIAL  COUNCIL  MEETING 

The  Council  of  the  West  Virginia  State  Medical 
Association  met  in  special  session  at  the  association 
headquarters,  Charleston,  on  April  4,  1935  at  10 
o’clock,  with  Dr.  Roy  Ben  Miller,  chairman,  pre- 
siding. Those  present  were  Dr.  Miller,  Dr.  E.  P. 
Smith,  Dr.  G.  G.  Irwin,  Dr.  G.  A.  Smith,  Dr.  T. 
M.  Barber,  Dr.  R.  H.  Walker  and  Mr.  Joe  W. 
Savage,  executive  secretary.  Dr.  Fred  E.  Brammer, 
Dehue,  West  Virginia,  was  present  and  was  allowed 
to  sit  in  during  the  first  part  of  the  meeting. 

The  first  order  of  business  was  the  consideration 
of  a resolution  rescinding  the  January  17  action  of 
the  Council  relating  to  industrial  injuries.  On  mo- 
tion of  Dr.  Irwin,  seconded  by  Dr.  G.  A.  Smith, 
the  following  resolution  was  unanimously  adopted: 
“Whereas,  the  Council  of  the  West  Virginia 
State  Medical  Association  on  January  17,  1935, 
adopted  a resolution  calling  upon  the  association 
membership  to  revise  all  hospital  list  contracts  in 
this  state  so  as  to  exclude  industrial  injuries  from 
such  contracts,  and 

“Whereas,  the  said  resolution  recommended 
the  expulsion  of  members  who  failed  to  comply 
with  the  provisions  of  the  resolution  by  April  17, 
1935,  and 

" WHEREAS , WHAT  THE  COUNCIL  OF 
THE  ASSOCIATION  ATTEMPTED  TO 
ACCOMPLISH  BY  REGULATION  HAS , IN 
THE  MEANTIME,  BEEN  ACCOM- 
PLISHED BY  LAW  IN  THE  PASSAGE  OF 
HOUSE  BILL  NO.  160  BY  THE  WEST 
VIRGINIA  LEGISLATURE,  and 
“Whereas,  House  Bill  No.  160  excludes  in- 
dustrial injuries  from  hospital  list  contracts  but  does 
not  become  effective  until  June  10,  1935,  which 
is  approximately  54  days  after  the  Council  resolu- 
tion becomes  effective,  and 

“Whereas,  if  the  Council  resolution  remains  in 
full  force  and  effect  during  this  period  of  54  days, 
a great  amount  of  confusion  and  misunderstanding 
may  develop  as  to  the  status  of  the  association  mem- 
bership involved  in  hospital  list  practice,  and 

“Whereas,  it  is  the  desire  of  this  Council  to 
avoid  such  confusion  and  misunderstanding  and  to 
promote  the  welfare  of  the  association  and  its  in- 
dividual members, 
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"Now,  Therefore  he  it  Resolved,  that  the  reso- 
lution adopted  by  this  Council  on  January  17, 
1935,  be  and  the  same  hereby  is  rescinded  and  de- 
clared null  and  void, 

"And  be  it  Further  Resolved,  that  the  Council 
extend  its  congratulations  and  appreciation  to  the 
official  personnel  and  to  the  individual  members  of 
the  association  who  assisted  in  the  passage  of  House 
Bill  No.  160  by  the  West  Virginia  Legislature.” 

Following  this  I)r.  Brammer  was  given  the  priv- 
ilege of  the  floor  and  outlined  a plan  he  had  worked 
out  for  the  payment  of  medical  and  hospital  service 
through  payroll  deductions.  Dr.  Brammer  was  re- 
quested to  submit  the  plan  in  w'riting  for  further 
consideration  at  a later  date. 

The  Council  accepted  the  report  from  the  legis- 
lative committee  in  regard  to  expenditures  incident 
to  the  1935  session  of  the  West  Virginia  Legisla- 
ture. 

'i'he  Council  discussed  at  some  length  the  situa- 
tion at  the  University  School  of  Medicine,  which 
school  was  recently  removed  from  the  approved  list 
of  the  American  Medical  Association.  Dr.  Walker 
stated  that  he  had  been  named  as  a member  of  a 
special  committee  appointed  by  the  Board  of  Gov- 
ernors of  West  Virginia  University  to  study  and 
work  out  recommendations  in  regard  to  the  School 
of  Medicine.  At  the  suggestion  of  the  Council,  Dr. 
Walker  agreed  to  make  a report  on  the  situation 
at  the  May  meeting  of  the  association  in  Wheeling. 

The  Council  authorized  Dr.  Irwin  and  Dr. 
Smith,  sixth  district  Councillors,  to  make  a study 
of  alleged  hospital  list  abuses  within  the  confines  of 
the  larger  cities  within  the  Sixth  District  and  to  re- 
port their  findings  at  the  next  ensuing  meeting  of 
the  Council. 

Several  proposed  amendments  to  the  Constitution 
and  By-Laws  of  the  association  were  submitted  by 
Dr.  R.  H.  Walker  for  discussion.  The  proposed 
amendments  follow: 

Section  1,  Article  V,  relative  to  membership  in 
the  House  of  Delegates  to  strike  out  the  words  “the 
Councillors”  so  that  Councillors  will  not  be  mem- 
bers of  the  House  of  Delegates. 

Section  3,  Chapter  IV,  strike  out  the  words  “and 
Councillors”  so  that  the  Section  shall  read  “the 
delegates  present  shall  constitute  a quorum.” 

Section  9,  Chapter  IV,  strike  out  all  of  the  sec- 
tion which  authorizes  the  House  of  Delegates  to 
issue  charters  to  county  medical  societies. 


Section  3,  Chapter  IX  to  strike  out  the  words 
“or  House  of  Delegates”  in  lines  2 and  4 in  order 
to  give  the  Council  the  sole  authority  and  respon- 
sibility for  issuing  and  revoking  charters  of  county 
medical  societies. 

There  being  no  further  business  to  come  before 
the  Council  the  meeting  adjourned  at  12:30. 

Joe  W.  Savage,  Executive  Secretary. 


COMING  MEETINGS 

The  Nineteenth  Annual  Clinical  Session  of  the 
American  College  of  Physicians  will  be  held  in 
Philadelphia  from  April  29  to  May  3,  1935,  with 
headquarters  in  the  Municipal  Auditorium. 

The  Thirty-Sixth  Annual  Meeting  of  the  Ameri- 
can Proctologic  Society  will  be  held  at  Atlantic 
City  on  June  10  and  11,  1935,  with  headquarters 
at  the  Marlborough-Blenheim  Hotel.  Secretary  of 
the  organization  is  Dr.  Frank  G.  Runyeon,  1361 
Perkiomen  Avenue,  Reading,  Pennsylvania. 

I'he  first  annual  meeting  of  the  American  Neis- 
seria n Medical  Society  will  be  held  at  Atlantic  City 
on  June  11,  1935,  with  headquarters  at  the  Hotel 
Claridge.  Secretary  is  Dr.  Oscar  F.  Cox,  Jr., 
475  Commonwealth  Avenue,  Boston,  Mass. 

I'he  annual  meeting  of  the  Academy  of  Physical 
Medicine  will  be  held  at  Atlantic  City  on  June  12 
and  13,  1935,  with  headquarters  at  the  Hotel 
Claridge.  The  secretary  is  Dr.  Arthur  H.  Ring, 
Arlington,  Mass. 

The  annual  meeting  of  the  American  Associa- 
tion for  the  Study  of  Goiter  will  be  held  at  Salt 
Lake  City,  Utah,  on  June  24,  25,  26,  1935.  The 
secretray  is  Dr.  W.  Blair  Mosser,  Kane,  Penna. 

The  sixty-fourth  annual  meeting  of  the  Ameri- 
can Public  Health  Association  will  be  held  in  Mil- 
waukee, Wisconsin,  on  October  7-10,  1935.  The 
chairman  of  the  local  committee  on  arrangements 
is  Dr.  John  P.  Koehler,  health  officer  of  Milwaukee. 


EXPLODE  THEORIES 

Milk,  which  has  been  the  subject  of  much  study 
and  discussion,  has  also  beei?  the  cause  of  many 
fallacies.  The  correction  of  some  of  these  fallacies 
is  suggested  by  S.  V.  Layson,  who  has  written  an 
article  entitled  “Facts  and  Fallacies  About  Milk” 
for  the  April  Hygeia. 

First,  the  well  known  fallacy  that  milk  sours 
during  thunder  storms  has  been  exploded. 
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CONVENTION  PROGRAM 


OFFICIAL  CALL 

To  the  Officers  and  Members  of  the  West  Virginia 

State  Medical  Association: 

The  sixty-eighth  annual  session  of  the  West  Vir- 
ginia State  Medical  Association  will  be  held  in 
Wheeling,  West  Virginia,  from  Monday,  May  the 
sixth,  to  Wednesday,  May  the  eighth,  nineteen 
hundred  and  thirty-five. 

The  House  of  Delegates  will  convene  on  Mon- 
day evening,  May  the  sixth,  for  the  transaction  of 
routine  business  and  again  on  Tuesday  evening, 
May  the  seventh,  for  election  of  officers. 

The  Council  will  meet  on  Monday  morning, 
May  the  sixth,  at  10  o’clock. 

The  various  sections  of  the  Scientific  Assembly 
will  meet  on  Monday  afternoon,  May  the  sixth,  at 
2 p.  m. 

The  Scientific  Assembly  of  the  Association  will 
open  with  the  General  Meeting  on  Tuesday  morn- 
ing, May  the  seventh,  at  9:30  a.  m. 

Respectfully, 

Joe  W.  Savage, 
Executive  Secretary. 


ORDER  OF  BUSINESS 

Council. — For  the  Council  sessions,  the  order  of 
business  will  be  as  follows: 

Call  to  order  by  Council  Chairman. 

Reports  of  Standing  Committees. 

Reports  of  Special  Committees. 

Report  of  Secretary. 

Report  of  District  Councillors. 

Auditor’s  Report. 

Unfinished  business. 

New  business. 

House  of  Delegates. — For  sessions  of  the  House 
of  Delegates  the  order  of  business  will  be  as  fol- 
lows: 

Call  to  order  by  the  President. 

Roll  call. 

Reports  of  Standing  Committees. 

Reports  of  Special  Committees. 

Report  of  Secretary. 

Unfinished  business. 

New  business. 


WEST  VIRGINIA  HEART  ASSOCIATION 
(In  cooperation  with  Section  on  Internal  Medicine) 

Auditorium , McLure  Hotel 

9:30  o’clock,  May  6 , 1935 

President,  Dr.  G.  H.  Barksdale,  Charleston. 
Secretary,  Dr.  R.  J.  Condry,  Elkins. 

Surgical  Treatment  of  Diseases  of  the  Cardio- 
vascular System ; With  Summary  of  Personal  Ex- 
periences. 

Dr.  George  W.  Crile,  Cleveland. 

X-ray  Study  of  the  Cardiovascular  System. 

Dr.  V.  L.  Peterson,  Charleston. 

Bacterial  Endocarditis. 

Dr.  Russell  Cecil,  New  York  City. 

(Business  meeting  and  election  of  officers  will 
follow  scientific  program) 


SECTION  ON  INTERNAL  MEDICINE 

Auditorium , McLure  Hotel 
1:30  o’clock,  May  6,  1935 

Chairman,  Dr.  W.  V.  Wilkerson,  Highcoal. 
Secretary,  Dr.  G.  R.  Maxwell,  Morgantown. 

The  Production  of  Pathological  Changes  in  the 
Nervous  System  by  Diabetes  Mellitus. 

Dr.  W.  M.  Sheppe,  Wheeling. 

Problems  in  the  Diagnosis  and  Treatment  of  the 
Thyroid  Adrenal  Sympathetic  System ; With  Par- 
ticular Reference  to  Borderline  Cases. 

Dr.  George  W.  Crile,  Cleveland. 

Recent  Conceptions  in  the  Therapy  of  Pneumonia. 
Dr.  Russell  Cecil,  New  York  City. 

Peptic  Ulcer;  With  Particular  Reference  to  Dif- 
ferential Diagnosis  and  Treatment. 

Dr.  Thomas  Brown,  Johns  Hopkins  University 
School  of  Medicine,  Baltimore. 
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SECTION  ON  SURGERY 

Ohio  Valley  General  Hospital 
May  6 , 1935 

Chairman,  Dr.  Russell  B.  Bailey,  Wheeling. 
Clinical  Session — 9:30  O’clock 
Transfusion. 

Dr.  R.  J.  Reed,  Jr.,  Wheeling  and  Dr.  R.  H. 
Lewellyn,  Elm  Grove. 

Delayed  Union  in  Fractures  — Suggestions  as  to 
Treatment — Demonstration  of  Walking  Cast. 

Dr.  J.  O.  Rankin,  Wheeling. 

Treatment  of  Recent  Wounds. 

Dr.  W.  M.  Junkin,  Elkins. 

Clinical  Pathological  Conference ; Demonstration 
of  Pathological  Specimens  and  Brief  Discussion  of 
Clinical  Aspect. 

Dr.  H.  G.  Little,  Wheeling. 

Lunch — Ohio  Valley  General  Hospital 


Surgical  Sectional  Meeting — 1 :30  O’clock 
Ohio  Valley  General  Hospital 

Female  Urethritis. 

Dr.  G.  G.  Irwin,  Charleston,  and  Dr.  Thomas 
Reed,  Charleston. 

Discussion : 

Dr.  Ray  M.  Bobbitt,  Huntington. 

Conservative  Pelvic  Surgery. 

Dr.  T.  E.  Vass,  Bluefield. 

Discussion: 

Dr.  Carl  Bickel,  Wheeling. 

Etiology  of  Appendicitis — Experimental  Investiga- 
tion. 

Dr.  C.  B.  Pride,  Morgantown. 

Discussion: 

Dr.  William  R.  Goff,  Parkersburg. 

Surgical  Treatment  of  C arcinoma  of  the  Rectum , 
by  One  Stage  Combined  Abdomino-Perineal  Op- 
eration with  Aseptic  Perineal  Colostomy. 

Dr.  H.  H.  Haynes,  Clarksburg. 

Discussion: 

Dr.  Robert  J.  Wilkinson,  Huntington. 


EYE,  EAR,  NOSE  & THROAT  SECTION 

Fort  Henry  Club 
1:30  O'clock,  May  6,  1935 

Chairman,  Dr.  William  F.  Beckner,  Hunting- 
ton. 

Secretary,  Dr.  F.  O.  Marple,  Huntington. 

Neoplasms  and  Cysts  of  Nose. 

Dr.  E.  C.  Hartman,  Parkersburg. 

Discussion : 

Dr.  S.  H.  Phillips,  Charleston. 

The  Significance  of  Sinusitis. 

Dr.  Harry  McGrath,  Montgomery. 

Discussion: 

Dr.  Sobisca  S.  Hall,  Fairmont. 

Bronchial  Suppuration  of  N on-Tub ercular  Origin 
and  Treatment  by  Bronchoscopy  and  Bronchial 
Lavage.  (Moving  picture  illustration.) 

Dr.  H.  L.  Stitt,  Cincinnati. 

Discussion: 

Dr.  Charles  E.  Wooding,  Cincinnati. 

A Few  Thoughts  in  Connection  With  Lighting 
and  Seeing. 

Dr.  J.  E.  Blaydes,  Bluefield. 

Discussion: 

Dr.  Franklin  T.  Scanlon,  Morgantown. 


SECTION  ON  PEDIATRICS 

Ohio  Valley  General  Hospital 
10  O'clock  A.  M.,  May  6,  1935 

Chairman,  Dr.  Andrew  E.  Amick,  Charleston. 
Secretary,  Dr.  Hugh  B.  Robins,  Charleston. 
(Assisted  by  Dr.  Raymond  Sloan,  Huntington) 

Presentation  of  Clinical  Cases. 

Dr.  Russell  Bond,  Wheeling. 
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Pediatric  Section  Meeting 

McLure  Hotel 
2 O'clock 

Pylorospasm  Only  a Symptom; — A Study  of  the 
Hypertonic  Infant. 

Dr.  A.  A.  Shawkey,  Charleston. 

Discussion: 

Dr.  J.  T.  Thornton,  Wheeling.  (10 
minutes.) 

'Die  Reduction  of  the  Premature  Infant  Mortality . 
Dr.  Stewart  H.  Clifford,  Boston. 

Discussion: 

Dr.  J.  Lewis  Blanton,  Fairmont.  (10 

minutes.) 


GENERAL  CONVENTION  PROGRAM 

Auditorium , McLure  Hotel 
Tuesday  Morning , May  7,  1935 
9:30  O'clock 

Call  to  Order 

Dr.  Rome  H.  Walker,  President,  Charleston. 
Invocation 

Reverend  Frederick  W.  Cropp,  Jr.,  First  Pres- 
byterian Church,  Wheeling. 

Address  of  Welcome 

Dr.  I van  Fawcett,  President,  Ohio  County 
Medical  Society,  Wheeling. 

Honorable  Gordon  P.  Fought,  Mayor,  City  of 
Wheeling. 

Response 

Dr.  G.  H.  Barksdale,  Charleston. 

SCIENTIFIC  PROGRAM 

Anesthetic  Hazards  in  Patients  with  Heart  Disease. 
Dr.  D.  C.  Ashton,  Beckley. 

Discussion: 

Dr.  R.  J.  Condry,  Elkins; 

Dr.  G.  H.  Barksdale,  Charleston. 


Oration  on  Surgery 

i Some  High  Points  in  Surgical  Progress. 

Dr.  B.  O.  Robinson,  Parkersburg. 

The  Determination  of  Fetal  Size  in  Utero  by 
Stereoroentgenometry . 

Dr.  Stewart  H.  Clifford,  Boston. 

Discussion: 

Dr.  W.  W.  Point,  Charleston. 

Dr.  Carl  S.  Bickel,  Wheeling. 


SCIENTIFIC  ASSEMBLY 

Auditorium , McLure  Hotel 

Tuesday  Afternoon , May  7,  1935 — 1:30  O'clock 

Resection  of  Presacral  Nerve  in  an  Attempt  to 
Relieve  Dysmenorrhea  and  Intractable  Pelvic  Pain. 

Dr.  Hugh  A.  Bailey,  Charleston. 

(In  collaboration  with  Dr.  J.  E.  Cannaday). 

Discussion: 

Dr.  Phillip  Johnson,  Fairmont. 

Postoperative  Pulmonary  Complications. 

Dr.  W.  V.  Wilkerson,  Highcoal. 

Discussion : 

Dr.  George  F.  Evans,  Clarksburg. 

Dr.  A.  V.  Cadden,  Hopemont. 

The  Relationship  Between  Urinary  Pathology  and 
A bdominal  Symptomatology. 

Dr.  Elmer  Hess,  Erie. 

Discussion: 

Dr.  Ray  M.  Bobbitt,  Huntington. 
Osteomyelitis. 

Dr.  J.  O.  Rankin,  Wheeling. 

Discussion: 

Dr.  Francis  A.  Scott,  Huntington. 

Dr.  H.  G.  Wciler,  Wheeling. 
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PRESIDENT’S  ANNUAL  ADDRESS 
Auditorium , McLure  Hotel 
Tuesday  Evening , May  7,  1935 — S O'clock 

Some  Personal  Observations  on  Medical  Practice 
in  I V est  Virginia. 

Rome  H.  Walker,  M.  D.,  F.  A.  C.  S.,  President. 
West  Virginia  State  Medical  Association. 

NOTE:  The  House  of  Delegates  will  convene  imme- 

diately following  the  Presidential  Address  for  the  pur- 
pose of  electing  officers  for  the  ensuing  year. 


SCIENTIFIC  ASSEMBLY 

Auditorium , McLure  Hotel 
Wednesday  Morning , May  8,  1935— 9 :30  O'clock 

Presacral  Neurectomy  for  Certain  Bladder  Condi- 
tions. 

Dr.  O.  H.  Fulcher,  Welch. 

Discussion : 

Dr.  T.  E.  Vass,  Bluefield. 

Dr.  E.  M.  Phillips,  Wheeling. 

The  Evolution  of  Oto-Laryngology  as  a Medical 
Specialty. 

Dr.  John  E.  Brown,  Sr.,  Columbus. 

Discussion : 

Dr.  T.  W.  Moore,  Huntington. 

Dr.  Ivan  Fawcett,  Wheeling. 

Oration  on  Medicine 

The  Management  of  the  Psychoneurotic  by  the 
General  Practitioner. 

Dr.  M.  I.  Mendeloff,  Charleston. 

The  T V or k of  the  American  Medical  Association. 
(Illustrated  with  motion  pictures.) 

Dr.  Morris  Fishbein,  Chicago.  Editor,  Journal 
of  the  American  Medical  Association. 


SCIENTIFIC  ASSEMBLY 

H ednesday  A fternoon  — 2 O'clock 
Auditorium y McLure  Hotel 

Diagnostic  Medical  Clinic  conducted  by  Dr.  Virgil 
E.  Simpson,  Louisville, 

followed  by 

Jaundice  as  a Clinical  Phenomenon. 

Dr.  Virgil  E.  Simpson,  Louisville. 

Discussion: 

Dr.  Walter  E.  Vest,  Huntington. 

Dr.  Ivan  H.  Smith,  Parkersburg. 

Diagnostic  Surgical  Clinic  conducted  by  Dr.  Irvin 
Abell,  Louisville. 

followed  by 

Uterine  Hemorrhage. 

Dr.  Irvin  Abell,  Louisville. 

Discussion: 

Dr.  W.  N.  Rowley,  Huntington. 

Dr.  Wade  H.  St.  Clair,  Bluefield. 


ANNUAL  CONVENTION  BANQUET 
Fort  Henry  Club 
WHEELING 

W ednesday  Evening , May  8,  1935 
6:30  O'clock 

Toastmaster — Dr.  Robert  J.  Reed,  Jr.,  Wheeling 

Our  Changing  Times — Dr.  Morris  Fishbein, 
Editor,  Journal  American  Medical  Association. 


CONVENTION  DANCE 
Fort  Henry  Club 
9 Until  1 O’clock 
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THE  SCIENTIFIC  ESSAYISTS 

Out-of-state  speakers  who  will  appear  on  the 
scientific  program  at  Wheeling  on  May  6 to  8 are 
listed  below  in  the  order  of  their  appearance: 

Dr.  George  W.  Crile,  Cleveland,  Ohio 

Dr.  Russell  Cecil,  New  York  City 

Dr.  Thomas  Brown,  Baltimore,  Maryland 

Dr.  H.  L.  Stitt,  Cincinnati,  Ohio 

Dr.  Charles  E.  Wooding,  Cincinnati,  Ohio 

Dr.  Stewart  H.  Clifford,  Boston,  Massachusetts 

Dr.  Elmer  Hess,  Erie,  Pennsylvania 

Dr.  John  E.  Brown,  Sr.,  Columbus,  Ohio 

Dr.  Morris  Fishbein,  Chicago,  Illinois 

Dr.  Virgil  E.  Simpson,  Louisville,  Kentucky 

Dr.  Irvin  Abell,  Louisville,  Kentucky. 


STATE  ESSAYISTS 

The  members  of  the  association  who  are  sched- 
uled to  present  scientific  papers  on  the  Wheeling 
program  follow: 

Dr.  D.  C.  Ashton,  Becley 
Dr.  Hugh  A.  Bailey,  Charleston 
Dr.  J.  E.  Blaydes,  Bluefield 
Dr.  Russell  Bond,  Wheeling 
Dr.  O.  H.  Fulcher,  Welch 
Dr.  E.  C.  Hartman,  Parkersburg 
Dr.  H.  H.  Haynes,  Clarksburg 
Dr.  G.  G.  Irwin,  Charleston 
Dr.  W.  M.  Junkin,  Elkins 
Dr.  R.  H.  Lewellyn,  Elm  Grove 
Dr.  H.  G.  Little,  Wheeling 
Dr.  Harry  McGrath,  Montgomery 
Dr.  M.  I.  Meqdeloff,  Charleston — (Oration  on 
Medicine) . 

Dr.  V.  L.  Peterson,  Charleston 
Dr.  C.  B.  Pride,  Morgantown 
Dr.  J.  O.  Rankin,  Wheeling 
Dr.  R.  J.  Reed,  Jr.,  Wheeling 
Dr.  Thomas  Reed,  Charleston 
Dr.  B.  O.  Robinson,  Parkersburg — (Oration  on 
Surgery). 

Dr.  A.  A.  Shawkey,  Charleston 
Dr.  M.  M.  Shcppc,  Wheeling 
Dr.  T.  E.  Vass,  Bluefield 
Dr.  R.  H.  Walker,  Charleston — (President’s 
Address) . 

Dr.  W.  V.  Wilkerson,  Highcoal. 


ANNOUNCEMENTS 

All  general  scientific  sessions  of  the  Association 
will  be  held  in  the  auditorium  on  the  mezzanine 
floor  of  the  McLure  Hotel. 

There  will  be  a meeting  of  the  Association 
Council  at  2:30  o’clock  on  the  afternoon  of  May 
6 at  the  McLure  Hotel. 

The  House  of  Delegates  will  meet  for  the  pur- 
pose of  transacting  business  on  Monday  evening, 
May  6,  at  8 o’clock  in  the  auditorium  of  the  Mc- 
Lure Hotel. 

A second  meeting  of  the  House  of  Delegates 
will  be  held  on  the  evening  of  May  7,  immediately 
following  the  President’s  Address,  for  the  purpose 
of  electing  officers  for  1936  and  to  transact  any 
unfinished  business  from  the  previous  session. 

All  members  of  the  Association,  their  wives,  and 
guests  are  requested  to  register  immediately  upon 
arrival  in  Wheeling.  The  registration  desk  will  be 
on  the  mezzanine  floor  of  the  McLure  Hotel. 

The  annual  Association  Golf  Tournament  is  in 
charge  of  Dr.  John  O.  Rankin.  Members  are  re- 
quired to  bring  their  club  handicaps.  The  tourna- 
ment round  may  be  played  at  any  time  up  until 
noon  of  May  8.  Trophies  and  awards  will  be 
presented  at  the  Convention  Banquet. 

Industrial  physicians  and  surgeons  of  West  Vir- 
ginia will  hold  a dinner  meeting  at  the  f ort  Henry 
Club  at  6 o’clock  on  Monday  evening,  May  6. 
Dinners  and  special  meetings  are  also  planned  by 
other  groups.  The  bulletin  board  should  be 
watched  for  such  announcements. 

Sectional  meetings  will  be  held  as  follows: 

W.  Va.  Heart  Association,  McLure  Auditor- 
ium, 9:30  o’clock,  Monday  morning,  May  6. 

Section  on  Surgery,  Ohio  Valley  General  Hos- 
pital; clinical  session  at  9:30  o’clock  a.  m.  and 
sectional  meeting  at  1 :30  o’clock  p.  m. 

Section  on  Internal  Medicine,  McLure  Hotel 
Auditorium,  1 :30  o’clock  p.  m. 

Section  on  Pediatrics,  clinical  cases,  Ohio  Valley 
General  Hospital,  10  o’clock  a.  m.,  sectional  pro- 
gram in  sectional  meeting  room,  McLure  Hotel, 
2 o’clock  p.  m. 

Eye,  Ear,  Nose  and  Throat  Section,  Fort  Henry 
Club  (one  block  from  McLure  Hotel)  at  1 :30 
o’clock  p.  m. 

Social  features  of  the  Convention  include  a ban- 
quet for  the  doctors’  wives  at  the  Wheeling  Coun- 
try Club  at  7 o’clock  on  Monday  evening,  May  6, 
followed  by  an  informal  dance  from  10:30  to  1 
o’clock. 
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Luncheon  for  Auxiliary  members  and  guests  at 
the  home  of  Dr.  and  Mrs.  W.  S.  Fulton  on  Tues- 
day noon,  May  7. 

“Open  House”  will  be  held  by  the  Wheeling 
physicians  and  their  wives  for  the  visiting  doctors 
and  their  wives  on  Tuesday  evening,  May  7. 

Luncheon  at  the  Wheeling  Country  Club  for 
Auxiliary  members  at  noon  on  Wednesday,  May  8. 

The  annual  Convention  banquet  and  ball  will 
be  held  Wednesday  evening,  May  8,  at  the  Fort 
Henry  Club. 


COMMERCIAL  EXHIBITORS 

One  of  the  features  of  each  annual  meeting  of 
the  association  is  the  technical  commercial  exhibits 
sponsored  by  leading  manufacturers  and  dealers  in 
instruments  and  pharmaceutical  supplies.  The  ex- 
hibits at  the  Wheeling  meeting  will  be  held  in  the 
McLure  Hotel,  where  all  of  the  scientific  meetings 
are  to  be  held.  Exhibitors  who  have  already  se- 
cured space  for  the  coming  annual  session  are  as 
follows : 

Booth  No.  Firm  Name 

1 A.  S.  Aloe  Company,  St.  Louis. 

2 Hixson  Laboratories,  Columbus,  Ohio. 

3 Zemmer  Company,  Pittsburgh,  Pa. 

4 Gerber  Products  Company,  Fremont,  Mich. 

5 Philip  Morris  Company,  New  York  City. 

6 Max  Wocher  and  Son  Co.,  Cincinnati,  O. 
Kelley  Koett  Mfg.  Co.,  Covington,  Ky. 

8 Merck  and  Company,  Rahway,  N.  J. 

9 National  Drug  Company,  Philadelphia. 

10  Robert  A.  Fulton  Company,  Pittsburgh. 

1 1 Westinghouse  X-ray  Company,  Pittsburgh. 

12  Dry  Milk  Company,  New  York  City. 

13  Mellins  Food  Company,  Boston,  Mass. 

14  Kloman  Instrument  Company,  Charleston. 

15  General  Electric  X-ray  Company,  Chicago. 

16  Hvnson,  Wescott  and  Dunning,  Baltimore. 
1 7 Lederle  Laboratories,  New  York  City. 


LOCAL  CONVENTION  COMMITTEES 

The  convention  arrangements  have  been  under  the  direc- 
tion of  the  following  committee  chairmen: 

General  Convention  Chairman  DR.  ROBERT  J.  REED,  JR. 
Parking  Committee  Chairman  DR.  HAROLD  C.  HARPFER 

Golf  Committee  Chairman Dr.  JOHN  RANKIN 

Entertainment  Com.  Chairman DR.  W.  C.  McCusKEY 

Decorating  Committee  Chairman  MRS.  W.  C.  MCCUSKEY 
Auxiliary  Arrangements  Chairman. .MRS.  Li  T.  PHILLIPS 


PAST  PRESIDENTS 


Date  Place  of  Meeting  Name 

1867  Fairmont W.  J.  Bates* 

1867  Wheeling John  Frissell* 

1868  Grafton John  Frissell* 

1869  Clarksburg H.  W.  Brock* 

1870  Parkersburg J.  W.  Ramsey* 

1871  Martinsburg W.  J.  Bland* 

1872  Wheeling J.  M.  Lazzell* 

1873  Parkersburg R.  H.  Cummins* 

1874  Morgantown M.  S.  Hall* 

1875  Point  Pleasant M.  Campbell* 

1876  Wheeling A.  R.  Barbee* 

1877  Clarksburg E.  A.  Hildreth,  Sr.* 

1878  Weston J.  W.  McSherry* 

1879  Martinsburg W.  H.  Sharp* 

1880  Parkersburg W.  M.  Dent* 

1881  Wheeling W.  F.  Van  Kirk* 

1882  Wheeling J.  E.  Reeves* 

1883  Grafton B.  W.  Allen* 

1884  Clarksburg A.  Gerstell* 

1885  Weston George  Baird* 

1886  Charleston T.  A.  Harris* 

1887  White  Sulphur  Springs S.  L.  Jepson* 

1888  Huntington L.  S.  Brock* 

1889  White  Sulphur  Springs L.  I).  Wilson* 

1890  Wheeling S.  H.  Austin* 

1891  Fairmont S.  H.  Brownfield* 

1 892.  Clarksburg C.  Shriver* 

1893  Parkersburg D.  P.  Morgan* 

1894  Berkeley  Springs R.  W.  Hazlett* 

1895  Davis D.  Mayer* 

1896  Wheeling J.  A.  Campbell* 

1897  Charleston N.  D.  Baker* 

1898  Martinsburg C.  E.  Ulrich* 

1899  Weston J.  L.  Dickey* 

1900  Morgantown C.  S.  Hoffman* 

1901  Grafton A.  H.  Thayer* 

1902  Parkersburg G.  A.  Aschman* 

1903  Charleston H.  B.  Stout* 

1904  Fairmont T.  L.  Barber* 

1905  Wheeling T.  M.  Hood 

1906  Webster  Springs S.  S.  Wade 

1907  Huntington W.  W.  Golden* 

1908  Clarksburg F.  Howell 

1909  Elkins V.  T.  Churchman 

1910  Parkersburg T.  W.  Moore 

1911  White  Sulphur  Springs.  . .C.  A.  Wingerter 

1912  Webster  Springs C.  O.  Henry 

1913  Charleston F.  L.  Hupp* 
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1914  Bluefield R.  E.  Vening* 

1915  Huntington ..H.  P.  Linsz 

1916  Wheeling A.  P.  Butt 

1917  Fairmont J.  E.  Rader* 

1918  Martinsburg Sam  Holroyd 

1919  Clarksburg Robt.  J.  Reed 

1920  Parkersburg H.  R.  Johnson 

1921  Charleston J.  H.  Anderson 

1922  Huntington Geo.  A.  MacQueen* 

1923  Beckley John  N.  Simpson 

1924  Wheeling R.  A.  Ashworth 

1925  Bluefield Geo.  D.  Jeffers 

1926  Morgantown James  R.  Bloss 

1927  White  Sulphur  Springs C.  R.  Ogden 

1928  Fairmont C.  A.  Ray 

1929  Martinsburg H.  M.  Hall* 

1930  White  Sulphur  Springs W.  E.  Vest 

1931  Clarksburg C.  H.  Maxwell 

1932  Parkersburg Albert  H.  Hoge 

1933  Charleston D.  A.  MacGregor 

1934  Huntington Roy  Ben  Miller 

1935  Wheeling Rome  H.  Walker 

* Deceased. 


AUXILIARY  PROGRAM 

Registration — McLure  Hotel. 

Headquarters — Windsor  Hotel. 

Monday , May  6,  1935 

2:00  p.  m.  Registration,  McLure  Hotel,  50  cents. 
4:00  p.m.  Executive  Board  Meeting,  Windsor 
Hotel. 

6:30  p.m.  Informal  Dinner  and  Dance,  Wheel- 
ing Counrty  Club. 

Tuesday , May  7,  1935 
Windsor  Hotel,  9:30  o'clock 
Invocation — Mrs.  R.  U.  Drinkard,  Wheeling. 
Address  of  Welcome — Mrs.  J.  W.  Gilmore, 
President,  Ohio  County  Auxiliary. 

Response — Mrs.  L.  E.  Steele,  Logan. 

GENERAL  BUSINESS  MEETING 
Call  to  Order. 

Announcements  of  Entertainment  Com- 
mittee— Mrs.  H.  T.  Phillips. 

Minutes  of  Tenth  Annual  Meeting. 

Treasurer’s  Report. 

Committee  Reports  and  Recommendations. 
Presentation  of  Budget. 

Press  and  Publicity. 

Legislation. 


Hygeia. 

Public  Relations. 

Chairman  of  Program. 

Historian. 

Revisions. 

President’s  Report. 

Old  Business — Registration  Fee. 

New  Business. 

Speaker — Mrs.  B.  S.  Preston  Charleston — “The 
Lure  of  Legendary'  Medicine.” 

1 :00  p.  m.  Luncheon  at  the  home  of  Dr.  and 
Mrs.  W.  S.  Fulton. 

3:30  p.m.  Group  Meetings — 

Public  Relations,  Mrs.  M.  I.  Mendeloff,  Chair- 
man. 

Legislation,  Mrs.  A.  D.  Knott,  Chairman. 
Programs,  Mrs.  V.  E.  Holcombe,  Chairman. 
Hygeia,  Mrs.  R.  S.  Coffindaffer,  Chairman. 
Historian,  Mrs.  C.  E.  Copeland,  Chairman. 
Press  and  Publicity,  Mrs.  H.  P.  Evans,  Chair- 
man. 

Wednesday,  May  8,  1935 
Windsor  Hotel,  10  o'clock 
In  Memoriam  Service.  * 

General  Meeting — 

Reports  of  Committee  on  Credentials  and  Regis- 
tration. 

Report  of  County  Presidents  and  Recommenda- 
tions. 

Report  of  Nominating  Committee. 

1 1 :30  a.  m.  Address — Mrs.  Rogers  N.  Herbert, 
Nashville,  Tennessee.  President- 
elect, A.M.A.  Woman’s  Auxiliary. 
( Open  Discussion ) 

1 :00  p.  m.  Luncheon,  Wheeling  Country  Club. 
75  cents  per  plate 

( Tickets  at  A uxiliary  Registration  Desk ) 
Guest  Speaker,  Dr.  Morris  Fishbein,  Chicago, 
Editor,  Journal  of  the  American  Medical  Assn. 
Report  from  Local  Chairman  on  Registration. 
Report  of  Committee  on  Resolutions. 
Introduction  of  New  Officers.  Mrs.  S.  M. 
Prunty,  President  1934-1935,  presiding. 

Round  Table  Discussion  led  by  Mrs.  Prunty. 

Wednesday  Evening 
6:30  o'clock 

Annual  Convention  Dinner  and  Dance  at  Fort 
Henry  Club. 
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SOME  PERSONAL  OBSERVATIONS  ON  MEDICAL  PRACTICE 

IN  WEST  VIRGINIA* 

(Annual  Presidential  Address) 

By  Rome  H.  Walker,  M.  D.,.  F.  A.  C.  S. 

President , T Vest  Virginia  State  Medical  Association 
Charleston^  West  Virginia 


of  the  manifold  duties  of  your  presi- 
dent is  to  address  you  on  this  occasion.  I 
shall  speak,  as  have  most  of  my  predecessors, 
on  the  condition  of  medical  practice  in  our 
own  state  of  West  Virginia.  I shall  endeavor 
to  outline  the  association’s  accomplishments 
since  last  we  were  gathered  in  annual  con- 
vention. I shall  try  to  point  out,  so  far  as  I 
can  in  these  rapidly  changing  times,  the 
future  course  that  we  should  pursue. 

In  discussing  the  association’s  accomplish- 
ments of  the  past  12  months,  it  is  necessary 
to  go  back  to  our  1932  convention  at  Park- 
ersburg and  call  to  mind  certain  conditions 
and  problems  which  Dr.  Albert  H.  Hoge, 
then  president,  officially  brought  before  the 
association  for  the  first  time.  He  discussed 
two  outstanding  problems.  First,  contract 
list  practice.  Second,  the  reclaiming  of  our 
state  institutions  for  the  care  of  the  sick  from 
the  domination  of  unskilled  laymen.  Dr. 

*Read  before  the  W.  Ya.  State  Medical  Association  at  Wheeling 
on  May  7,  1935. 


Hoge’s  1932  address  created  somewhat  of  a 
sensation  within  the  association  and  in  the  in- 
dustrial and  political  fields  as  well.  It  was 
generally  predicted  that  Dr.  Hoge  had  in- 
itiated a crusade  that  would  have  far  reach- 
ing results.  The  ideas  advanced  by  Dr. 
Hoge  in  1932  bore  their  first  fruit  in  the 
spring  of  the  present  year.  The  contract  list 
problem  has,  in  a large  measure,  been  solved. 
On  March  10,  1935,  the  legislature  of  West 
Virginia  enacted  House  Bill  No.  160  which 
excludes  industrial  injuries  from  list  con- 
tracts. This  new  law  makes  it  mandatory 
that  all  medical,  surgical  and  hospital  treat- 
ment for  industrial  injuries  shall  be  paid  for 
through  the  workman’s  compensation  fund. 
This  new  law  becomes  effective  on  June  7, 
1935,  and  I am  sure  it  will  be  of  great  benefit 
to  the  injured  employees,  to  industry,  and 
to  the  hospitals  and  physicians.  The  exclu- 
sion of  industrial  injuries  from  list  contracts 
was  the  goal  fixed  by  Dr.  Hoge  in  1932.  Its 
accomplishment  should  do  much  to  bring 
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harmony  and  understanding  within  our  ranks. 

Although  the  passage  of  House  Bill  No. 
160  has  removed  the  major  abuse,  there  is 
still  much  work  to  be  done  if  we  are  to  place 
medical  practice  on  a high  ethical  plane  in 
West  Virginia.  I refer  particularly  to  an 
abuse  that  has  gained  headway  in  this  state 
during  the  past  several  years — the  corporate 
practice  of  medicine.  Many  of  our  honest 
physicians  are  caught  and  held  helpless  in 
the  web  of  corporation  medicine.  Individ- 
ually they  cannot  free  themselves.  Only 
through  the  organized  strength  of  this  asso- 
ciation can  this  practice  be  curbed. 

There  is  a widespread  practice  in  some  sec- 
tions of  southern  West  Virginia  involving 
the  monthly  check-off  from  the  wages  of  em- 
ployees for  medical  service.  As  a matter  of 
economic  necessity,  our  association  has  ap- 
proved this  form  of  contract  practice,  if  and 
when  the  check-off  is  turned  over  to  the 
doctor  or  doctors  who  render  the  service.  But 
in  some  coal  camps  the  check-off  is  not  turned 
over  to  the  company  doctor.  The  coal  corpo- 
ration itself  handles  the  check-off  and  the 
doctor  is  employed  by  the  company  on  a 
monthly  salary.  We  can  cite  many  cases 
wherein  the  check-off  is  more  than  double 
the  salary  paid  to  the  company  doctor.  In 
other  words  the  coal  corporation  handling 
the  check-off  is  doing  so  for  its  own  profit; 
it  is  selling  its  employees  the  services  of  a 
physician  and  making  a handsome  profit  on 
the  deal.  This  is  probably  the  most  vicious 
abuse  of  medical  practice  at  present  within 
the  boundaries  of  West  Virginia. 

The  privilege  to  practice  medicine  is  a 
franchise  or  property  right  granted  to  in- 
dividuals who  have,  after  years  of  study,  con- 
formed to  the  requirements  and  regulations 
of  the  medical  practice  act  of  this  state.  Our 
state  supreme  court  has  so  ruled  in  the  Sloan- 
Mitchel!  case  from  Cabell  county.  Corpora- 
tions, whether  coal  companies  or  hospitals, 
that  furnish  medical  and  surgical  service  by 
contract  are  as  much  illegal  practitioners  of 
medicine  as  the  charlatans  and  quacks  who 
exist  in  the  backwash  of  our  profession. 


Individual  doctors  who  work  under  the 
plan  which  I have  just  mentioned  are  some- 
what powerless  to  protect  themselves.  A 
word  of  protest  would  probably  mean  dis- 
missal. Our  association  could,  of  course,  take 
steps  toward  the  dismissal  of  these  men  from 
membership.  However  it  is  my  opinion  that 
we  should  seek  to  help  and  protect  these 
doctors,  rather  than  to  act  against  them.  It 
is  the  system  and  not  the  individual  that 
needs  correction,  and  it  is  up  to  our  associa- 
tion to  correct  the  system.  The  individual 
doctors  involved  cannot  do  that  as  individ- 
uals, but  they  can  do  much  through  proper 
cooperation  with  this  association. 

While  on  this  subject  I would  like  to  men- 
tion that  the  association  entered  injunction 
proceedings  in  1933  against  the  Valley  Camp 
Coal  Company  to  restrain  this  company  from 
the  corporate  practice  of  medicine.  The  com- 
pany remedied  the  abuse  complained  of  be- 
fore the  case  was  submitted  to  the  court,  and 
the  entire  check-off  was  turned  over  to  the 
doctors  who  rendered  the  medical  services. 
It  has  since  come  to  my  attention  as  a result 
of  this  action,  that  “private  deals”  have  been 
made  between  some  companies  and  their 
company  doctors  whereby  the  doctors  remit 
the  difference  each  month  between  their  sal- 
aries and  the  check-off.  While  I believe  this 
rumor  to  be  idle  gossip,  yet  if  it  is  true  I 
think  our  association  should  show  no  sym- 
pathy for  the  doctors  involved.  We  can  help 
our  association  membership  with  a fair  degree 
of  cooperation,  but  we  cannot  help  them  if 
they  go  against  the  law  to  sell  us  out.  As  I 
have  already  stated,  I do  not  put  much  cred- 
ence in  this  rumor,  but  if  there  are  doctors 
in  this  state  who  “sell  out”  this  association 
after  we  have  protected  them  by  law  or  legis- 
lation, I shall  be  the  first  to  appear  before 
our  state  examining  board  to  insist  upon  the 
revocation  of  their  licenses  to  practice  our 
profession  in  West  Virginia. 

The  passage  of  House  Bill  No.  160  places 
our  association  in  a position  to  eliminate  many 
of  the  unfair  and  unethical  practices  of  the 
past.  The  return  of  better  economic  condi- 
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tions  has  further  strengthened  our  position. 
At  this  time  I personally  feel  that  we  should 
concentrate  our  efforts  in  seeing  that  the  pro- 
visions of  the  new  compensation  law  are 
properly  and  legally  carried  out.  We  do  not 
feel  that  there  will  be  any  difficulty  in  this 
regard  so  far  as  the  larger  and  more  sub- 
stantial coal  companies  are  concerned.  But 
there  are  some  small,  unreliable  coal  com- 
panies, just  as  there  are  some  small,  unre- 
liable doctors,  and  both  must  be  watched. 
Until  we  are  sure  that  the  new  compensation 
bill  is  successfully  operating,  we  should  not 
branch  out  too  heavily  into  other  lines  of  en- 
deavor. 

One  of  the  most  important  functions  and 
purposes  of  our  state  association,  as  expressed 
in  Article  II  of  our  Constitution,  is  “to  guard 
and  foster  the  material  interest  of  its  mem- 
bers and  to  protect  them  against  imposition.” 
Of  course  the  only  manner  in  which  this  end 
can  be  accomplished  is  through  the  various 
county  medical  societies  that  make  up  our 
state  association.  Each  county  society,  there- 
fore, should  be  on  constant  guard  and  should 
be  ever  zealous  to  protect  the  interest  of  their 
individual  members.  Remember  that  the 
state  association  can  act  only  through  its  con- 
stituent county  organizations. 

An  idea  plus  organized  effort  is  the  key- 
stone upon  which  every  worthwhile  accom- 
plishment has  been  laid.  Yet  all  ideas  are 
not  good,  and  organized  effort  is  not  always 
used  for  exemplary  purposes.  The  combina- 
tion works  both  ways. 

We  are  not  particularly  concerned  for  the 
moment  with  any  issue.  We  are  judging  no 
“cause.”  Our  question  simply  is  this:  Why 
should  we  have  a West  Virginia  State  Med- 
ical Association?  Only  when  the  society  it- 
self is  moved  to  action,  under  the  leadership 
of  its  more  experienced  and  influential  mem- 
bers, can  unethical  and  unfair  practices  be 
curbed  and  standards  of  the  profession  as  a 
whole  be  raised  and  placed  upon  a higher 
plane. 

I have  spoken  of  the  abuses  incident  to  the 
corporate  practice  of  medicine.  Let  me  call 


your  attention  to  the  encroachment  of  lay 
and  civic  bodies,  such  as  county  school  boards, 
which  have  in  many  counties  caused  competi- 
tive bidding  among  physicians  for  examina- 
tion of  school  teachers.  Fees  as  low  as  one 
dollar  per  examination  have  resulted.  You 
know  what  kind  of  an  examination  can  be 
made  for  one  dollar.  Is  it  fair  to  the  stu- 
dents of  our  West  Virginia  schools  to  be 
under  the  control  and  supervision  of  a teacher 
who  has  had  a one  dollar  physical  examina- 
tion? No,  let  us  have  real  physical  examina- 
tions of  our  teachers  or  none  at  all. 

County  school  boards  have  employed  phy- 
sicians on  salary  to  make  all  the  physical  ex- 
aminations. Teachers  who  desired  to  go  to 
their  family  physician  for  their  annual  phy- 
sical examination  were  thus  denied  that  right. 
Surely  our  school  teachers  should  have  the 
same  rights  and  privileges  of  the  county 
school  boards ; the  right  of  free  choice  of  phy- 
sician. 

I call  your  attention  to  the  physical  exam- 
inations of  relief  employees  which  were  made 
about  one  year  ago  at  an  approximate  rate  of 
50  cents  per  examination.  The  Relief  Ad- 
ministration paid  50  cents  for  these  examina- 
tions and  they  probably  got  75  cent  examina- 
tions for  their  money.  But  even  a 75  cent 
examination,  in  my  humble  opinion,  is  worse 
than  no  examination  at  all.  A physical  ex- 
amination for  50  cents  should  be  beneath 
the  dignity  of  our  profession.  Our  doctors, 
like  other  groups,  pay  taxes  to  support  the 
FERA.  When  we  are  coerced  into  making 
a physical  examination  for  50  cents  we  are, 
in  reality,  subjecting  ourselves  to  an  addi- 
tional form  of  taxes.  In  other  words  this 
relief  money  spent  for  examinations  was 
thrown  away,  which  seems  to  be  in  keeping 
with  their  general  policy.  And  yet  the  med- 
ical relief  program  of  the  Relief  Administra- 
tion, which  has  been  conducted  and  super- 
vised under  the  direction  of  our  state  asso- 
ciation, has  been  carried  out  in  a most  satis- 
factory manner.  The  West  Virginia  medical 
relief  program  is  recognized  as  one  of  the 
best  in  the  entire  United  States.  I cite  these 
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two  examples  to  show  the  wasteful  folly  that 
usually  accompanies  lay  supervision  of  med- 
ical matters,  and  the  success  of  such  super- 
vision if  carried  on  by  an  intelligent  group  of 
practicing  physicians. 

I have  cited  some  of  the  abuses  which  our 
county  medical  societies  should  never  coun- 
tenance. These  abuses  go  on  because  of  the 
apathy  with  which  they  are  regarded  by  local 
society  leaders  who  should,  because  of  their 
standing  and  influence,  be  the  first  to  lead 
an  organized  effort  against  all  inroads  upon 
ethical  and  honorable  medical  practice.  Only 
thus  can  we  accomplish  our  purpose  “to  guard 
and  foster  the  material  interest  of  its  mem- 
bers and  to  protect  them  against  imposition.” 
Only  thus  can  we  carry  out  the  plan  and  man- 
date of  our  Constitution. 

One  more  word  about  industry  and  I shall 
not  deal  again  with  that  subject.  All  of  you 
remember  the  Council  resolution  of  January 
17  which  recommended  the  expulsion  of 
members  who  were  parties  to  hospital  list 
contracts  that  included  industrial  injuries. 
Of  course  that  is  now  water  over  the  dam. 
The  state  legislature  has  now  accomplished 
by  law  what  the  Council  endeavored  to  ac- 
complish by  regulation.  The  resolution  there- 
fore became  “excess  baggage”  before  it  went 
into  effect,  and  so  it  was  officially  rescinded 
on  April  4th.  I wish  to  speak  of  the  period 
between  January  17,  when  the  resolution  was 
adopted,  and  March  1 0,  when  the  legisla- 
ture passed  the  new  compensation  law.  It 
was  during  this  period  that  industry,  and  par- 
ticularly the  coal  industry,  played  an  im- 
portant role  in  our  statewide  organization. 

When  the  January  17  resolution  was 
mailed  out  to  the  hospitals  in  this  state,  it 
received  both  praise  and  censure.  Many  hos- 
pitals involved  in  the  abuse  complained  of 
were  heartily  in  accord  with  the  resolution. 
I hey  felt  that  the  resolution  offered  them 
the  protection  which  they  had  long  sought. 
Other  hospitals  were  uncertain  of  their  posi- 
tion. Still  others  were  in  bitter  opposition  to 
the  resolution.  And  here  industry  stepped  in. 
The  coal  companies  of  southern  West  Vir- 


ginia saw  an  opportunity  to  wreck  the  struct- 
ure of  organized  medicine  in  this  state.  If 
they  could  wreck  this  structure,  they  could 
control  industrial  medicine.  They  could  sub- 
ject their  own  doctors  to  almost  any  terms 
and  conditions.  These  coal  operators  imme- 
diately set  to  work  to  alienate  their  medical 
employees  from  the  association.  Holding  the 
purse  strings  of  industrial  medicine,  they 
made  much  headway.  There  were  many 
doctors  who  yielded  to  this  pressure.  The 
outcome  might  have  been  in  some  doubt  had 
we  been  unsuccessful  in  putting  the  compen- 
sation bill  through  the  state  legislature.  The 
fact  remains,  now  that  the  fight  is  over  and 
the  victory  won,  that  we  must  stick  to  our 
profession  if  we  expect  our  profession  to  stick 
to  us.  If  we  had  been  unsuccessful  and  if  by 
some  freak  chance  this  organization  had  been 
destroyed,  you  gentlemen  would  be  in  a sorry 
plight  today. 

This  is  not  a tirade  against  industry,  or 
against  the  coal  operators  of  southern  West 
Virginia.  I pause  to  pay  them  my  sincere 
respects.  They  are  represented  by  distin- 
guished and  honorable  gentlemen.  They  seek 
to  protect  their  interests;  not  ours.  When 
their  interests  conflict  with  our  interests,  and 
the  conflict  cannot  be  amicably  adjusted,  a 
fight  is  generally  the  result.  This  is  no  more 
their  fault  than  it  is  our  own.  We  fight  with 
the  same  weapons.  Without  industry  there 
would  be  little  medical  practice  in  West  Vir- 
ginia. I wish  to  pay  tribute  to  the  great  in- 
dustrial leaders  who  have  done  so  much  to- 
ward the  development  of  this  great  state. 

It  is  my  sincere  hope  that  we  have  no  more 
battles  with  industry  in  West  Virginia.  Our 
differences  of  opinion,  which  will  undoubt- 
edly develop  from  time  to  time,  should  be 
settled  around  a conference  table  and  not  in 
the  halls  of  the  legislature  of  West  Virginia. 
Hut  to  you  gentlemen  who  are  within  the 
sound  of  my  voice,  1 wish  to  say  that  the 
time  has  come  when  we  can  no  longer  run 
the  risk  of  harboring  deserters  and  slackers 
within  our  ranks.  Our  little  skirmish  with  in- 
dustry was  a small  matter  compared  to  the 
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issue  of  compulsory  national  health  insurance 
which  we  are  about  to  face.  We  must  stand 
united,  as  industry  has  stood  these  many 
years,  if  we  are  to  successfully  combat  the 
fantastic  idealists  of  the  present  day.  Let  us 
learn  our  lesson  from  industry  and  pull  to- 
gether. 

I have  considered  the  advisability  of  offer- 
ing a defense  of  the  Council  of  this  associa- 
tion relative  to  the  adoption  of  the  January 
17  resolution.  The  Council  has  been  attacked 
from  a number  of  sources  for  this  action  and 
apparently  there  was  considerable  misunder- 
standing about  the  resolution.  1 feel  that 
the  Council  needs  no  defense.  The  Council 
planned  its  campaign  and  won  a fine  victory 
for  the  association.  It  is  hardly  necessary  to 
defend  a victory. 

The  passage  of  the  compensation  law,  al- 
though by  far  the  most  important,  was  not 
the  only  legislative  accomplishment  of  this 
association.  Two  other  measures  were  put 
through  which  should  be  welcomed  by  the 
medical  profession.  First  was  the  uniform 
narcotic  act  which  ties  in  our  state  narcotic 
law  with  that  of  the  federal  government. 
This  bill,  supported  by  the  American  Med- 
ical Association,  should  go  a long  way  toward 
controlling  the  use  and  abuse  of  narcotic 
drugs  in  West  Virginia.  Second  was  the  pas- 
sage of  the  safety  responsibility  law  to  con- 
trol highway  accidents.  Any  automobile 
driver  who  is  responsible  for  an  accident  and 
who  is  not  financially  able  to  meet  all  costs 
resulting  from  the  accident  shall  suffer  the 
revocation  of  his  driver’s  permit  until  such 
time  as  he  is  able  to  show  financial  respon- 
sibility. Several  hundred  permits  have  al- 
ready been  revoked  under  the  provisions  of 
this  new  law. 

We  suffered  one  disappointment  in  the 
1935  legislature — the  failure  of  House  Bill 
No.  102.  This  bill  was  sponsored  by  the 
association.  Its  purpose  was  to  give  the  Public 
Health  Council  medical  supervision  and  ap- 
pointive power  over  the  state  institutions  car- 
ing for  the  sick.  Further,  it  would  have  made 
the  Public  Health  Council  responsible  to  this 


association  for  the  medical  service  rendered 
in  these  institutions.  Our  association  approved 
this  plan  at  Parkersburg  in  1932,  again  at 
Charleston  in  1933,  and  again  at  Huntington 
in  1934.  The  purport  of  the  bill  was  pub- 
lished many  times  in  the  West  Virginia 
M edical  Journal  and  a bulletin  containing 
its  provisions  was  mailed  to  every  individual 
member  of  this  association.  The  bill  was  de- 
feated in  the  legislature  by  opposition  within 
our  own  ranks. 

The  opposition  to  House  Bill  No.  102  was 
led  by  the  State  Board  of  Control.  Practi- 
cally all  of  the  superintendents  of  the  state 
institutions  were  instructed  to  oppose  it. 
Some  of  these  superintendents  are  due  ever- 
lasting credit  for  supporting  the  association 
instead.  Others  openly  opposed  the  bill.  But 
what  “hurt”  more  than  anything  else  was 
the  fact  that  scores  of  our  members  in  differ- 
ent parts  of  the  state  wrote  letters  and  sent 
telegrams  to  the  legislators  asking  them  to 
oppose  and  vote  against  this  bill.  We  have  a 
large  stack  of  these  letters  and  telegrams  on 
file  in  Charleston  and  we  can  say  that  most 
of  them  were  sent  by  doctors  who,  in  one  way 
or  another,  have  their  fingers  in  the  political 
pie.  We  feel  that  practically  all  of  these 
doctors  were  requested  to  oppose  the  associa- 
tion and  they  did  so  without  any  considera- 
tion of  the  damage  and  chagrin  they  were 
causing  to  their  state  association. 

I am  not  here  to  argue  the  merits  or  de- 
merits of  House  Bill  No.  102.  The  associa- 
tion requested  its  passage.  As  president  of 
your  association  I attempted  to  carry  out  your 
wishes.  I am  simply  reporting  upon  the  fail- 
ure of  this  bill  and  the  reason  for  that  failure. 

This  opposition  more  than  ever  confirms 
my  opinion  that  there  is  something  wrong  in 
the  management  of  many  of  our  state  hos- 
pitals. 

I would  like  to  say  a few  words  about  our 
Woman’s  Auxiliary.  I believe  that  we  should 
make  more  use  of  this  splendid  organization 
than  we  have  in  the  past.  The  Auxiliary 
should  be  encouraged  to  use  its  influence  in 
educating  the  public  in  the  many  problems 
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that  confront  our  profession.  I refer  partic- 
ularly to  the  socialization  of  medicine  and  to 
quack  medical  advertising  in  the  press  and  on 
the  radio. 

During  the  four  months  I have  been  in 
office  I have  occasionally  received  complaints 
from  physicians  that  our  association  dues  are 
too  high.  My  reply  is  that  the  dues  are  not 
too  high;  perhaps  not  high  enough.  Let  us 
examine  a breakdown  of  the  $10  which  we 
pay  each  year: 

$1.00  Medical  defense  fund; 

$1.00  Indigent  fund; 

$2.00  W.  Va.  Medical  Journal; 

$6.00  General  operating  expense. 

This  gave  us  a well  established  head- 
quarters in  Charleston,  with  a full-time  ex- 
ecutive secretary  and  a stenographer.  This 
set-up  has  welded  the  medical  profession  into 
a well  organized,  militant  body,  well  able  to 
carry  on  the  many  and  varied  business  func- 
tions of  this  association.  During  the  recent 
session  of  the  legislature,  for  example,  it 
would  have  been  impossible  to  have  put 
through  the  compensation  hill  without  the  in- 
fluence of  our  executive  secretary  and  our 
state  headquarters.  This  bill  alone  should 
add  more  than  a quarter  million  dollars  to 
the  incomes  of  the  physicians  of  our  state. 

It  is  my  opinion  that  many  of  our  larger 
societies,  such  as  Wood,  Cabell,  Kanawha, 
Ohio,  and  Harrison  could  make  a splendid 
investment  by  employing  a full-time  execu- 
tive to  look  after  their  local  interests.  A 
set-up  of  this  kind,  patterned  after  our  state 
association  office,  would  give  a society  ade- 
quate representation  before  local  lay  bodies. 
The  local  secretary  could  act  as  credit  man- 
ager of  delinquent  accounts  and,  in  this  way, 
could  probably  more  than  pay  the  cost  of 
such  an  office.  His  activities  could  be  corre- 
lated with  those  of  the  state  association  and 
the  influence  of  organized  medicine  would 
be  greatly  strengthened  thereby. 

Our  medical  journal  improves  each  year 
and  now  ranks  with  the  best  in  the  field  of 
medical  journalism.  There  is  one  thing, 
however,  which  I think  the  Journal  lacks. 


That  is  a scientific  editorial  each  month.  1 
hope  the  Publication  Committee  will  give 
due  consideration  to  this  suggestion. 

In  regard  to  our  state  headquarters  it  is 
my  opinion  that  our  executive  secretary  and 
his  able  assistant  have  rendered  invaluable 
services  to  this  association.  However,  I feel 
that  we  are  short  at  least  one  employee.  I 
have  in  mind  the  prospective  employment  of 
a full-time  physician  to  be  employed  as  sec- 
retary to  our  Committee  on  Medical  Eco- 
nomics, to  be  under  the  personal  supervision 
of  Mr.  Savage,  so  that  a more  careful  study 
can  be  made  of  industrial  medicine  as  it  affect 
our  profession.  I am  sure  that  much  can  be 
done  by  the  proper  man  to  bring  about  a 
better  understanding  between  the  industries 
of  the  state  and  the  members  of  our  profes- 
sion. A full-time  physician  employee  could 
devote  a large  part  of  his  time  to  organiza- 
tion work  and  to  selling  the  association  to 
non-members.  In  this  way  I believe  sufficient 
money  could  be  raised  to  pay  for  his  employ- 
ment. I sincerely  hope  that  you  will  give 
this  suggestion  due  and  proper  consideration. 

I wish  to  deal  briefly  with  the  subject  of 
compulsory  health  insurance.  You  are  all 
familiar  with  proven  fallacies  in  this  form  of 
medical  practice.  You  know,  of  course,  that 
the  demand  for  sickness  insurance  comes  from 
philanthropists,  social  workers  and  other 
theorists  who  are  constantly  seeking  some 
method  of  easily  disposing  of  the  services  of 
physicians.  You  know,  too,  that  there  is  no 
provision  in  the  social  security  act  for  sick- 
ness or  health  insurance. 

We  feel  that  the  American  Medical  Asso- 
ciation, backed  practically  100  per  cent  by  the 
medical  profession  in  this  country,  has  ren- 
dered a great  service  in  forestalling  action  on 
this  problem  in  the  present  Congress.  How- 
ever there  are  still  independent  bills  pending 
in  Congress  which  would  bring  this  about. 
Yet  the  situation,  at  least  at  the  present  time, 
seems  to  be  favorable  to  the  present  system 
of  medical  practice. 

The  point  I wish  to  bring  out  is  that  sooner 
or  later,  some  form  of  compulsory  sickness 
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insurance  will  reach  the  floor  of  Congress  and 
it  behooves  every  one  of  us  as  individuals  to 
prepare  now  for  this  fight.  Right  now  is  the 
time  when  we  can  do  the  most  good;  not  in 
a year,  or  in  two  years  or  three,  when  the 
issue  is  ready  for  final  consideration.  We  can 
individually  help  by  educating  ourselves  as 
to  the  fallacies  of  sickness  insurance,  its 
proven  weaknesses  in  other  countries,  and 
then  by  discussing  and  pointing  out  these 
fallacies  in  our  clubs  and  among  our  friends. 
I appeal  to  all  of  you  to  make  a personal 
study  of  sickness  insurance  and  to  be  ready 
at  all  times  to  discuss  this  problem  intelli- 
gently and  convincingly. 

There  is  one  other  way  in  which  our 
county  medical  societies,  as  such,  can  combat 
health  insurance.  That  is  to  organize  your 
own  monthly  payment  or  insurance  plan  for 
low-bracket  wage  earners  so  that  compulsory 
sickness  insurance  will  not  be  necessary. 
There  are  two  such  plans  already  in  exist- 
ence in  West  Virginia  and  I understand  that 
others  are  being  considered  at  the  present 
time.  The  Bureau  of  Medical  Economics  of 
the  American  Medical  Association  has  made 
a study  of  more  than  150  insurance  plans 
now  in  existence  in  this  country  and  is  ready 
to  confer  and  work  with  any  county  medical 
society  on  an  insurance  plan  to  suit  its  partic- 
ular needs.  I believe  that  both  Ohio  and 
Cabell  counties  are  working  on  insurance 
plans  at  the  present  time.  Whatever  these 
plans  might  be,  I hope  they  will  be  submitted 
to  the  bureau  for  study  before  they  are  finally 
adopted. 

If  compulsory  sickness  insurance  is  ever 
handed  down  to  us,  it  will  come,  no  doubt, 
in  the  form  of  a federal  subsidy  to  the  in- 
dividual states  that  are  willing  and  able  to 
match  federal  monies  to  carry  out  a federal 
sickness  insurance  plan.  That  is  why  it  is  in- 
cumbent upon  our  various  county  societies  to 
solve  this  problem  beforehand,  so  that  there 
will  be  no  demand  for  compulsory  sickness 
insurance  in  this  state.  I am  not  advocating 
the  wholesale  establishment  of  insurance 
plans.  In  many  counties  there  is  no  demand 


and  no  need  for  insurance  plans.  But  where 
there  is  a crying  demand  for  an  insurance  or 
a monthly  payment  plan  for  medical  service, 
I feel  that  the  county  society  involved  should 
meet  that  demand  from  within  its  own  ranks 
rather  than  to  wait  for  the  demand  to  be  met 
by  outside  interests.  In  the  establishment  of 
any  such  plan,  the  full-time  county  executive 
secretary  which  I mentioned  earlier  in  this 
address  would  be  of  untold  value. 

During  the  preparation  of  this  address,  I 
received  a number  of  valuable  suggestions 
from  Dr.  Walter  E.  Vest  of  Huntington  in 
regard  to  the  battle  against  sickness  insur- 
ance. He  made  the  following  telling  argu- 
ments, which  I quote: 

“Where  sickness  insurance  has  been  tried 
the  morbidity  rate  has  increased.  In  England 
the  rate  has  doubled  in  20  years.  In  Ger- 
many the  rate  has  tripled  in  50  years. 

“Sickness  insurance  has  failed  to  keep  pace 
in  reducing  preventable  disease,  especially 
tuberculosis  and  diphtheria. 

“The  overhead  for  operating  the  sickness 
insurance  plan  in  England  now  costs  three- 
fourths  as  much  as  the  actual  medical  care, 
and  in  Germany  two-thirds  as  much  per- 
sonnel is  required  in  the  administrative  set- 
up as  is  professionally  needed  to  give  med- 
ical care. 

“Where  tried,  sickness  insurance  has  in- 
creased illness  and  time  lost  by  development 
of  neuroses  and  malingering. 

“Sickness  insurance  increases  taxes. 

“It  puts  a premium  on  conniving  by  the 
physician  at  prolonging  illness  to  secure  cash 
benefits  of  illness.  It  tends  to  political  con- 
trol of  the  medical  profession  and  of  medical 
care.  It  reduces  medical  practice  largely  to 
“paper  work”,  and  breaks  down  the  confi- 
dential relation  between  the  doctor  and  his 
patient. 

“It  accents  the  present  tendency  to  break 
down  the  morale  of  the  body  politic  by  in- 
culcating the  idea  that  government  should 
take  care  of  the  individual. 
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“It  tends  to  the  upbuilding  of  an  enor- 
mous administrative  machine  which  will  be 
under  political  domination.” 

The  situation  in  the  medical  school  at  our 
state  university  is  a matter  of  concern  to  all 
of  us.  Our  medical  school,  as  all  of  you 
know,  was  recently  degraded  by  the  Amer- 
ican Medical  Association.  The  reasons  were 
that  there  are  too  many  students  enrolled 
each  year,  inadequate  teaching  personnel, 
lack  of  equipment,  and  the  uncertainty  of  in- 
come because  of  the  dependence  upon  legis- 
lative appropriation. 

To  remedy  the  situation  and  place  our 
school  of  medicine  back  in  good  standing  will 
require  an  expenditure  of  approximately  one- 
half  million  dollars.  This  money  can  be 
raised  and  the  situation  corrected.  The  atti- 
tude of  the  medical  profession  will  have  a lot 
to  do  with  the  final  decision.  It  is  felt  by 
those  in  authority  that  our  school  of  medi- 
cine needs  a broader  program,  a program  that 
will  result  in  the  establishment  of  a full  four 
year  course  within  the  next  1 0 years.  With- 
out such  a program,  they  feel  perhaps  that 
it  would  be  best  to  give  up  the  school  of  medi- 
cine now.  In  other  words,  they  desire  to  build 
our  school  of  medicine  into  a real  institution 
or  else  close  it  up  entirely.  The  present  atti- 
tude seems  to  be  against  any  half-way  solu- 
tion of  the  present  dilemma. 

We  suggest  that  the  members  of  this  asso- 
ciation think  upon  this  problem,  which  should 
concern  all  of  us.  If  you  form  a definite  opin- 
ion about  what  should  be  done,  we  hope  you 
will  make  your  position  known.  As  I have 
already  stated,  the  attitude  of  the  members 
of  this  association  shall  govern,  to  a large  ex- 
tent, the  final  decision. 

In  closing  I wish  to  make  one  observation 
which  has  impressed  me  greatly  during  the 
first  four  months  of  my  administration.  I 
have  heard  much  criticism  and  some  bitter- 
ness expressed  against  two  factions  within  our 
association,  hirst,  against  the  younger  mem- 
bers who  are  coming  to  the  forefront  in  asso- 
ciation affairs.  They  are  classed  as  radicals. 
Second,  against  the  so-called  “Old  Guard,” 


the  group  of  fine  and  distinguished  older 
members  who  have  guided  the  association’s 
destinies  for  the  past  decade.  They  are  classed 
as  “conservative  fogies.” 

It  seems  to  me  that  in  the  life  of  every 
organization,  whether  private,  political  or 
governmental,  there  comes  a time  when  the 
younger  generation  grows  up  and  begins  to 
take  charge  of  things.  During  this  period  of 
transition,  there  is  invariably  a feeling  of 
antagonism  between  the  younger  group,  who 
are  coming  up,  and  the  “old  heads”  who  are 
slipping  out  of  the  picture.  The  younger  gen- 
eration talks  of  blind  conservatism ; the  older 
generation  talks  of  radicals.  This  period  of 
transition  usually  runs  from  three  to  five 
years.  By  the  end  of  that  time,  the  younger 
element  generally  has  control.  There  follows 
a period  of  peace  and  prosperity,  until  the 
younger  generation  becomes  the  “Old 
Guard,”  the  fogey  conservatives,  and  then  a 
new  younger  generation  comes  along  to  re- 
new the  cycle. 

To  some  extent  we  feel  that  is  happening 
within  our  association  today.  We  observed 
the  same  thing  recently  within  the  two  po- 
litical parties  in  the  City  of  Charleston.  We 
have  observed  it  in  church  groups,  in  civic 
and  fraternal  bodies.  It  is  a sign  of  the 
changing  times;  a sign  that  history  is  simply 
repeating  itself.  To  recognize  this  situation 
is  to  understand  that  it  is  inevitable.  We  wel- 
come the  younger  generation,  radical  though 
they  may  be,  and  we  know  that  the  “old 
heads”  will,  through  counsel  and  advice,  tem- 
per the  spirit  of  this  younger  group  with  wis- 
dom and  understanding.  Then  this  younger 
group  will  assume  control,  and  they  will  re- 
tain that  control  until  a new  generation 
comes  along  to  run  them  out. 

Our  “Old  Guard”  of  today  has  moulded 
this  organization  into  a strong  and  influential 
body.  T his  was  not  accomplished  through 
radical  departures  from  the  beaten  path,  but 
by  wisdom  born  of  years  of  experience.  Re- 
member that,  you  younger  men,  for  some 
day  this  association  will  be  in  your  hands. 

Whatever  success  this  association  has  ac- 
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complished  during  my  brief  tenure  of  office 
has  been  due  to  the  loyal  and  unselfish  co- 
operation of  our  membership.  Without  that, 
our  efforts  would  have  been  futile  indeed.  I 
especially  wish  to  express  my  appreciation  to 
three  of  our  association  committees  that  have 
worked  so  diligently  for  the  welfare  of  the 
medical  profession.  Through  the  Legislative 
Committee,  headed  by  l)r.  M.  L.  Dillon,  we 
achieved  an  almost  undreamed  of  success  in 
the  legislative  halls.  Through  our  Commit- 
tee on  Medical  Economics,  headed  by  Dr. 
Chester  Ogden,  the  way  was  paved  for  that 
success.  Through  our  Medical  Relief  Com- 
mittee, headed  by  Dr.  B.  H.  Swint,  our  asso- 
ciation has  successfully  coped  with  the  vast 
problem  of  state  medicine  and  has  guided  the 
medical  relief  program  in  West  Virginia  to 


the  satisfaction  of  not  only  our  association 
membership  but  the  relief  administration  as 
well.  Certainly  no  compliment  can  be  greater 
than  that. 

And  now  let  me  close  by  expressing  to 
you,  who  placed  me  in  this  high  position,  my 
deep  and  humble  appreciation  for  an  honor 
which  I have  endeavored  to  live  up  to.  I am 
a country  boy.  Country  boys  often  make  mis- 
takes in  dealing  with  .the  intricate  problems 
of  cur  highly  organized  civilization.  What- 
ever mistakes  I may  have  made,  whatever 
enmities  1 may  have  brought  upon  my  own 
dioulders,  whatever  bitterness  or  misunder- 
standing I may  have  caused,  I still  say  that 
my  country  heart  belongs  to  this  association 
and  to  the  profession  which  it  represents.  I 
have  done  my  humble  best. 


CHRONIC  MAXILLARY  SINUS  DISEASE  IN  THE  ADULT 

Its  Treatment  and  Prognosis 


'By  Sobisca  S.  Hall,  M.  I).,  F.  A.  C.  S.,  Harry  V.  Thomas,  M.  D.,  F.  A.  C.  S. 

Fairmont , West  Virginia 


have  come  neither  to  tell  nor  to  show, 
but  to  share  our  worries  and  perplexities 
with  you.  Much  is  known  about  sinus  disease 
that  has  not  been  written  and  much  has  been 
written  about  the  same  subject  that  closely 
approaches  fancies,  justifications  and  gross 
conjecture.  Often  a young  man,  whether  by 
age  or  experience,  is  quite  slow  to  retract  from 
a position  given  him  by  teachings  when  his 
learnings  suggest  to  him  its  wisdom.  An 
ideal  sinus  treatment  is  one  that  corrects  the 
dysfunction  with  a minimal  amount  of  nasal 
trauma.  It  must  control  the  disease  or  it  is 
as  well  or  better  never  disturbed.  The  adage 
among  the  laity  and  the  family  physician 
group  seems  to  be,  “once  a sinus  operation 
always  a sinus  operation.”  This  indictment 
is  true  too  often  and  it  is  due  many  times  to 

* Presented  before  the  Cincinnati  Oto-Laryngological  Society  at 
Cincinnati,  Ohio,  on  May  22,  1034. 


a lack  of  adequacy.  We  are  only  too  willing 
to  grant  that  we  do  not  yet  know  adequacy 
in  many  cases  and  in  a far  larger  number  we 
fail  to  practice  it. 

The  question  immediately  occurs,  what 
constitutes  adequacy?  This  is  determined  by 
exhaustive  study  including  x-ray  of  sinuses 
and  laboratory  work  sufficient  to  rule  out  co- 
existing or  influencing  factors  of  a remote  or 
systemic  nature.  Then  if  the  study  has  been 
adequately  made,  a comprehensive  program 
must  be  outlined  and  rigidly  adhered  to.  Too 
often  patients  go  to  large  medical  centers  and 
without  x-rays  or  other  correlative  studies 
having  been  obtained  rather  sweeping  state- 
ments are  made.  It  is  well  to  remember  that 
the  professional  immunity  conferred  by  liv- 
ing in  a large  city  is  greatly  to  be  treasured 
but  it  does  not  necessarily  confer  with  it 
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authority  although  it  usually  enshrouds  with 
a mantle  of  respect. 

A proper  evaluation  of  the  patient’s  pathol- 
ogy with  an  accurate  correlation  of  these  to 
his  general  condition  is  imperative  if  he  is  to 
be  satisfied  and  his  disease  controlled,  if  not 
actually  eradicated.  It  has  been  established 
by  the  profession  that  a proper  way  to  man- 
age disease  is  to  prevent  its  sequelae  and  com- 
plications by  early  adequate  care  to  the  pri- 
mary focus.  Does  sinusitis  differ  in  the  pre- 
ventative aspect  from  that  of  the  main  body 
of  medicine? 

Chronic  maxillary  sinus  disease  manifests 
itself  in  any  alteration  existing  for  a consid- 
erable period  of  time  of  the  structures  with- 
in the  cavity.  It  is  interpreted  under  the 


one  that  has  no  function  which  we  can  inter- 
pret and  unfortunately  it  is  only  in  the  pres- 
ence of  dysfunction  that  we  find  our  evidence. 

Etiology:  There  are  many  influencing 

factors  in  the  production  and  inception  of 
sinus  disease.  Allergy  is  a classical  example 
due  probably  to  direct  attacks  upon  the  soft 
tissue  parts  of  the  nose  and  lining  membranes 
of  the  sinus.  Trauma  whether  of  infectious 
nature  or  by  direct  force  is  a definite  factor 
in  sinus  dysfunction.  Cysts  have  been  known 
to  develop  following  or  at  least  found  after 
an  acute  sinus  disease.  Many  develop  in  a 
strictly  latent  form;  too  many  are  the  result 
of  nature  treated  and  inadequately  treated 
acute  suppurative  disease.  The  patient’s  gen- 
eral c.ndition  unquestionably  is  a factor  at 


Coexisting  homolateral  sinus  disease  with  acute  lung  abscess  suggests  a possible  lymphatic  pathway  between  the 
maxillary  sinus  and  lung.  Direct  trauma  is  probably  the  inciting  factor  in  this  sinus  infection. 

This  patient  had  a minor  injury  to  her  left  maxillary  region  in  an  automobile  wreck  October.  19  3 3.  A lung 
abscess  was  diagnosed  by  x-ray  January  31,  1934.  A maxillary  sinus  disease  was  diagnosed  clinically  and  by 
x-ray,  February,  1 9 34  and  immediately  a radical  antrum  was  performed.  Patient  is  now  clinically  well. 

microscope  in  terms  of  tissue  dystrophy.  It  times  in  the  establishment  of  a chronic  dis- 
may be  interpreted  Jong  before  this  in  terms  ease. 

of  dysfunction  and  its  beginnings  are  often  Anatomy  of  the  Regional  Lymphatics:  In 
so  protean  as  not  to  be  interpretable  early  in  a group  of  men  of  this  type,  detailed  anatomy 

the  disease.  Apparently  a normal  sinus  is  is  superfluous.  It  is  agreed  by  Morris,  Gray, 


June,  1935 


251 


The  West  Virginia  Medical  Journal 


Cunningham  and  Spalteholtz  that  the  lymph- 
atics from  the  sinuses  drain  into  the  main  cer- 
vical distribution  of  the  head  and  face.  No 
specific  nodes  have  been  identified  as  in  the 
pathway  of  the  sinuses  exclusively.  Clinically 
at  least,  there  are  collaterals  to  the  mucous 
membrane  of  the  pharynx,  larynx  and 
tracheobronchial  tree.  Much  of  the  cough  we 
see  in  a so-called  latent  antral  disease  can  be 
due  to  a diapedesis  of  lymphatic  circulatory 
media.  Much  of  the  sputum  raised  may  not 
have  gotten  into  the  tracheobronchial  tree 
translaryngeally  but  may  have  been  produced 
in  the  bronchial  mucous  membrane  as  a re- 
sult of  altered  lymphatic  circulation.  Men- 
kin'  found  in  experiments  on  the  rabbit,  that 
a thrombosed  lymphatic  was  a part  of  the 
clinical  and  pathological  entity  which  we  style 
“walling  off  of  an  abscess.”  These  lymphatics 
in  his  experience  thrombosed  for  a consider- 
able distance  and  were  variable  in  time  and 
extent  dependent  upon  the  type  of  infecting 
organism.  This  may  be  a new  lead  for  us  to 
follow  in  one  of  our  most  difficult  problems. 

Pathology : We  have  come  to  recognize 
five  distinct  types  of  gross  alteration  of  the 
mucous  membrane  of  the  maxillary  sinus, 
some  of  which  may  progress  into  the  others 
but  which  we  feel  can  be  distinguished  at  least 
at  the  operating  table. 

1.  Hyperplasia  without  suppuration. 

2.  Hyperplasia  with  suppuration. 

3.  Hyperplasia  with  polyps. 

4.  Hyperplasia  with  cysts. 

5.  Hyperplasia  with  submucosal  and  intra- 
mucosal  abscesses.  This  classification  needs  no 
explanation  as  each  is  descriptive  in  name. 

In  traumatic  antra,  we  believe  there  is 
present  an  ideal  field  for  study.  It  occurs  to 
us  that  if  we  are  to  know  the  origin  and 
mechanics  of  a polypus  we  must  observe  one 
during  its  entire  growth  cycle.  The  nearest 
approach  we  have  to  such  is  in  visualizing  a 
recently  fractured  endoantrum.  It  has  been 
our  opportunity  to  see  the  gross  picture  in  six 
cases  with  a microscopic  section  of  three.  In 
these  operated  cases  much  of  interest  was 
noted  in  the  gross.  In  brief  there  was 


hemorrhage  with  marked  edema  at  the  site 
of  fracture  with  beginning  turgescent  pseudo- 
poda  formed  in  dependent  portions.  Definite 
mucous  membrane  detachments  at  the  site  of 
fracture  showed  the  edges  adjacent  to  be 
turgescent.  Detachment  without  a complete 
separation  of  the  rent  in  the  mucous  mem- 
brane at  the  site  of  fracture  was  observed  to 
have  produced  definite  discrete  undulations. 

The  microscopic  description  of  one  of 
these  membranes  showed:  “The  presence  of 
ciliated  columnar  epithelium  which  is  slightly 
hyperplastic j the  mucous  glands  are  numer- 
ous and  many  are  dilated.  Some  nerve  end- 
ings are  seen.  Areas  of  lymphocytic  infiltra- 
tion are  n„ted.  There  is  considerable  hem- 


To  substitute  an  active  clinical  symptom  such  as 
invariably  follows  the  conservative  surgical  invasion 
of  a maxillary  sinus  for  a passive  benign  pathological 
process  such  as  a serous  cyst  within  the  maxillary 
sinus  suggests  a lack  of  surgical  -restraint. 

This  patient's  right  maxillary  sinus  cyst  was  acci- 
dently discovered  by  methodic  examination  in  1932. 

It  was  clinically  latent  at  that  time  and  has  remained 
so.  No  approach  has  been  made  of  any  character  to 
this  structure  except  an  effort  to  drain  the  cyst  by 
means  of  a trocar  through  the  inferior  meatus. 

orrhage  into  the  stroma.”  This  mucous  mem- 
brane we  believe  was  grossly  normal  prior  to 
fracture  as  only  the  site  of  fracture  showed 
alteration.  Trauma,  whether  by  infection  or 
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direct  force  is  probably  a precursor  of  many 
polyps.  It  suggests  itself  to  us  that  detach- 
ment of  the  mucoperiostum  occurs  as  a pre- 
cursor of  many  polyps.  A collection  of  serum 
at  the  site  of  this  detachment  can  permanently 


maxillary  sinus.  Conclusions  can  not  be  drawn 
from  this  small  series  of  cases  but  certain 
questions  seem  answerable  on  a traumatic 
basis. 

McKenzie1  states,  “The  Word  ‘polypus’ 


This  patient’s  cyst  in  the  right  maxillary  sinus  was  discovered  accidentally  by  methodic  examination  on  Oct- 
ober 1 6,  1 932.  It  was  clinically  latent  at  that  time  and  has  remained  so.  No  approach  has  been  made  at  this 
structure  except  an  effort  to  drain  through  a trocar  the  inferior  meatus. 


alter  the  functioning  mucous  membrane  of 
that  locus. 

The  nine  cases  of  fractured  antra  we  have 
seen  offer  an  interesting  comparison.  Six  had 
a transcanine  fossal  window  approach  (liter- 
ally a Caldwell-Luc)  with  a reposition  of 
fractured  fragments.  All  have  been  well 
since.  The  three  who  did  not  have  this  type 
of  treatment  have  developed  and  have  at 
the  present  time,  a mucous  membrane  and 
suppurative  disease  of  the  fractured  antrum 
after  a lapse  of  five  to  thirty-nine  months. 
The  other  paranasal  sinuses  are  free  of  dis- 
ease. Unfortunately  one  of  these  patients  de- 
veloped a lung  abscess  homolateral  with  that 
of  the  fractured  and  secondarily  diseased 


has  no  precise  pathological  significance,  but 
it  is  still  retained  as  a term  of  convenience  be- 
cause it  connotes  certain  well  recognized  and 
common  pedunculated  or  fimbriated  out- 
growths of  mucous  membrane,  such  as  the 
‘mucous  polypus’  of  the  nose,  the  rectum,  the 
uterus  and  so  on,  which  modern  pathology 
has  taught  us  are  not  new  growths. 

“There  is  no  doubt  that  a simple  or  nasal 
mucous  polypus  is  not  a myxoma,  which  is  a 
tumor  composed  of  mucous  tissue  like  Whar- 
ton’s jelly.  The  mucous  polypus  is  not,  in- 
deed, a new  growth  at  all.  It  is  merely  a re- 
sult of  edema,  and  the  fact  that  the  edema- 
tous tissue  adopts  the  shape  of  a polypus, 
simulating  in  outward  appearance  a true  neo- 
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plasm,  is  a pure  accident  dependent  upon  cer- 
tain local  peculiarities. 

“In  other  words,  the  ‘mucous’  or  to  give 
it  it’s  correct  pathological  title,  the  ‘sero- 
edematous  polypus’  of  the  nose  is  merely  an 


“Any  inflammatory  condition,  if  sufficient- 
ly prolonged,  will  lead  to  polypus  formation 
in  certain  definite  regions  of  the  nose.” 

Thompson'’  states  that,  “It  is  now  gener- 
ally agreed  that  a nasal  polypus  is  not  a new 


The  roentgenologic  appearance,  fortunately  seldom  parallels  the  clinical  result  where  radical  adequate  maxil- 
lary sinus  surgery  has  been  performed. 

This  patient  had  a chronic  right  anterior  sinus  disease  beginning  about  one  year  prior  to  presentation  to  office. 
A submucous,  right  intranasal  ethmoid  and  radical  antrum  was  performed  with  a right  intranasal  frontal.  A right 
killian  was  performed  in  April.  1934.  Note  the  beginning  obliterative  antritis  of  the  right  antrum  following  rad- 
ical antral  surgery.  This  is  early  obliterative  phenomenon. 


expression  of  inflammation,  and  is  no  more  a 
tumor  than  is  the  rounded  dorsum  of  the 
edematous  hand  in  tenosynovitis  of  the  flexor 
tendons  in  the  palm. 

“The  mucous  polyp  of  the  nose  is  com- 
posed of  loose  edematous  connective  tissue 
containing  mucigen,  with  a small  number  of 
mucous  glands,  and  is  covered  with  the 
columnar  ciliated  epithelium  of  the  nose, 
except  when  the  polyp  is  exposed  to  air  suffi- 
ciently to  dry  it,  in  which  case  the  epithelium 
loses  its  cilia  and  becomes  stratified.  The  same 
circumstance  — exposure  to  an  air  current  — 
if  prolonged,  may  also  lead  to  a fibrosis,  a 
solidification,  so  to  speak,  of  the  semifluid  in- 
terior of  the  polypus,  which  then  comes  to 
possess  a fibro-edematous  structure. 


growth ; it  is  an  inflamed  overgrowth  of 
structures  normal  to  the  part  in  which  it  orig- 
inates. Hence,  according  to  its  age  and  posi- 
tion, it  may  vary  in  structure  from  a simple 
edema  of  the  mucosa  up  to  what  may  be  re- 
garded as  an  edematous  hypertrophy.  Under 
the  microscope,  polypi  are  seen  to  consist  of 
a loose  fibrous  stroma  of  which  the  meshes 
are  filled  with  serous  fluid.  This  fluid  does 
not  contain  mucin,  as  was  formerly  held 
(Lack).  The  surface  is  covered  with  epi- 
thelium, columnar  and  ciliated  in  part,  and  in 
parts  cuboidalj  it  may  even  be  deficient. 
Glands,  vessels  and  nerves  are  found  in  the 
growth.  The  glands  are  especially  numerous 
in  the  sessile  and  slower  growing  polypi. 
They  may  become  obstructed  or  pressed  on 
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by  inflammatory  exudation,  and  in  this  way 
are  formed  the  cysts  which  are  often  met 
with,  particularly  in  polypi  growing  far  back. 
Scattered  through  the  growth  and  more 
marked  in  the  rapidly  growing  polypi,  are 
masses  of  inflammatory  round  cells.  Veins 
are  chiefly  found  at  the  bases  of  the  polypi, 
and  nerves  are  discovered  with  difficulty.” 

Skillern  quite  logically  and  forcefully 
notes  that,  “Alexander  says  the  actual  cause 
of  polyp  formation  is  the  inflammatory  swell- 
ing with  disturbances  in  the  circulation. 
Hajek  writes  that  a continuing  cause  of  polyp 
formation  is  purulent  inflammation  of  the 
sinus. 

“It  will  be  noted  that  these  authors  give 
no  pathological  reasons  for  their  deductions, 
but  content  themselves  with  making  the 
mere  statement  that  polyp  formation  can  re- 


beneath  the  mucous  membrane,  stasis  takes 
place  in  the  vessels  with  transudation  into  the 
tissues  and  the  formation  of  a polyp.  Hey- 
mann  is  of  a somewhat  different  opinion,  and 
writes  that  the  secretion  causes  an  irritation 
to  the  smooth  mucosa  which  results  in  the 
formation  of  inflammatory  papules.  Hyper- 
plasia now  occurs,  which  affects  only  certain 
of  the  granulations,  and  the  resulting  edema 
causes  the  formation  of  small  polyps.  Yonge 
lays  great  stress  upon  the  mechanical  changes 
in  the  glands  and  says  they  undergo  cystic 
degeneration  by  obstruction  of  the  ducts, 
thereby  forming  the  polyp. 

“The  consecutive  changes  are  as  follows: 

“1.  Chronic  inflammation  of  the  mucous 
membrane. 

“2.  Dilatation  of  the  glands. 


This  patient  ha  1 bilateral  radical  antra  with  submucous  resection  at  which  time  many  mucoceles  and  marked 
hyperplastic  disease  was  encountered.  Since  that  time  patient  has  been  practically  free  of  symptoms  with  which 
he  presented  for  surgery.  He  has  gained  about  twenty  pounds  in  weight.  Cough  has  entirely  disappeared  and 
he  is  entirely  satisfied  with  his  result.  Note  the  obi  tera:ive  antritis  which  is  rather  marked. 

suit  from  sinus  disease.  The  actual  patho-  “3.  Formation  of  projections  on  the  in- 

logical  changes  occurring  when  the  purulent  filtrated  mucosa. 

secretion  is  brought  into  contact  with  the  “4.  Increase  of  the  edema. 

nasal  mucous  membrane  has  been  described  “5.  Formation  of  the  flat  edematous 

as  follows:  An  inflammatory  exudate  occurs  structures  which  become  relatively  constricted 
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at  the  base  and  stretched  until  they  constitute 
a pedicle. 

“The  various  stages  of  polyp  formation 
from  accessory  sinus  disease  would  seem  to 
be: 

“1.  Round  cell  infiltration  through  the 
mucosa,  resulting  from  the  irritation  pro- 
duced by  the  secretion. 

“2.  Arrangement  of  these  leucocytes 
around  the  blood  vessels  and  glands,  causing 
partial  stasis  and  predisposing  to  the  trans- 
udation of  serum  through  the  vessels  into  the 
surrounding  tissues  and  occlusion  of  the 
glandular  ostii. 

“3.  Dilatation  of  the  interstitial  spaces  of 
the  connective  tissue  from  the  pressure  of 
the  exudate  with  polypoid  hypertrophy. 

“4.  Continued  stasis  of  the  blood  and  con- 
sequent outpouring  of  serum  with  gradual 


their  course  without  the  slightest  vestige  of 
polyp  formation.  Alexander  does  not  believe 
the  outflow  of  pus  over  the  mucous  mem- 
brane is  the  single  cause,  but  thinks  the  direct 
continuity  of  inflammation  from  the  mucosa 
of  the  sinuses  to  that  of  the  nose  the  most 
important  causative  factor.  We  must,  how- 
ever, remember  that  this  causative  factor  can- 
not, in  every  cause  be  definitely  determined ; 
yet  it  is  certain  that  the  continued  irritation 
from  the  inflammatory  secretion  at  least 
exerts  some  predisposing  influence  for  the 
formation  of  these  structures. 

“If  one  makes  a brief  retrospection  of  this 
subject,  it  will  be  seen  that  polypi  occur  in  a 
certain  percentage  of  accessory  sinus  suppura- 
tions. It  apparently  does  not  depend  upon 
which  sinus  is  affected,  although  they  occur 
more  often  with  ethmoidal  disease.  They 


This  patient  gained  forty  pounds  following  his  submucous,  ethmoidectomy  and  bilateral  radical  antra.  His 
headache  has  been  practically  completely  absent  since  operation  in  June,  1930.  Note  the  obliterative  antritis 
shown  with  some  suggestive  evidence  of  residual  lacunar  areas  throughout.  This  is  a late  obliterative  phenomenon. 


relaxation  of  the  mucous  membrane  and  true 
polyp  formation. 

“These  pathological  observations  may  be 
true  as  far  as  they  go,  but  they  do  not  explain 
the  fact  that  many  cases  of  empyema  run 


often  occur  entirely  dissociated  from  sinus 
suppuration,  and  vice  versa.  Why  they  occur 
in  certain  cases  of  sinus  suppuration  and  not 
in  others  is  as  yet  unexplained,” 

These  deductions  apply  in  describing  endo- 
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antral  alterations.  In  our  own  practice,  we 
have  been  chagrined  after  having  some  three 
hundred  sections  made  of  maxillary  sinus 
mucous  membranes  by  a trained  pathologist, 
to  find  ourselves  no  closer  to  a common  con- 
cept of  cause  and  effect  than  before  a single 
section  was  made.  We  wish  to  quote  the 
pathologist  on  a few  of  these  sections. 

The  first  is  from  an  asthmatic:  “The  cili- 
ated columnar  epithelium  is  thrown  into  ir- 
regular folds.  There  is  considerable  edema 
in  the  submucosa.  There  is  an  infiltration  of 
leucocytes,  plasma  cells,  lymphocytes  and 
eosinophiles  in  the  submucosa.  Endothelio- 
cytes  are  also  present.  The  stroma  is  very 
loose  in  structure.  Slight  hemorrhage  is 
present.  The  blood  vessels  are  congested.” 

The  second  is  from  a compound  depressed 
fracture  into  the  antrum:  “The  section  shows 
the  presence  of  ciliated  columnar  epithelium 
which  is  slightly  hyperplastic.  The  mucous 
glands  are  numerous  and  many  are  dilated. 
Some  nerve  endings  are  seen.  Areas  of 
lymphocytic  infiltration  are  noted.  There  is 
considerable  hemorrhage  into  the  stroma.” 

The  third  is  from  an  antrum  which  was  in- 
fected as  the  result  of  an  extraction  with  dis- 
placement and  retention  of  a tooth  root  in 
the  antrum.  “The  ciliated  columnar  epithel- 
ium is  thrown  into  folds..  The  stroma  is 
edematous  and  there  is  a proliferation  of  con- 
nective tissue.  There  is  a marked  prolifera- 
tion of  connective  tissue  about  the  arteries, 
periarteritis.  Also  there  is  noted  extensive  in- 
filtration of  lymphocytes  with  plasma  cells. 
There  is  hemorrhage  into  the  stroma.  Many 
endotheliocytes  containing  pigment  are  seen 
also.” 

The  last  series  is  composed  of  two  patients 
who  had  a reoperation  of  the  maxillary  sinus. 
“ The  mucosa  is  atrophic.  Occasional  mucous 
glands  are  seen.  The  stroma  is  loose  in  tex- 
ture. Large  spindle  and  elongated  cells  are 
seen  in  it.  Many  lymphocytes  and  plasma 
cells  are  observed  in  the  stroma.” 

In  the  second,  “The  surface  epithelium  is 
of  columnar  type  and  in  areas  it  is  stratified. 
The  submucosa  is  loose  in  structure  and  in- 


filtrated with  lymphocytes,  plasma  cells  and 
occasional  polymorphs.  The  capillaries  are 
congested  and  there  are  small  areas  of  hem- 
orrhage. The  deeper  stroma  is  of  the  dense 
connective  tissue  type.  A spicule  of  bone  is 
present.” 

Whether  these  classifications  represent 
stages  of  the  final  picture  we  are  not  pre- 
pared to  state.  In  the  descriptions,  the  oper- 
ative date  is  of  chronologic  significance,  but 
the  onset  of  the  condition  and  its  primary 
form  are  much  more  important  if  deductions 
are  to  be  factually  made.  We  have  no  proof 
that  either  type  of  disease  as  we  have  de- 
scribed it  coalesces  into  a common  picture. 

Symptoms:  Osier  once  said  that  the  only 
thing  that  is  typical  about  syphilis  is  that  it  is 
atypical.  The  same  is  true  to  a large  extent 
of  a maxillary  sinus  disease.  We  shall  make 
only  brief  statements  as  to  these  symptoms 
as  they  are  already  well  known  to  a group  of 
this  type.  We  believe  that  symptoms  should 
be  divided  into  local  and  systemic.  Under 
the  local  symptoms,  nasal  discharge  and  nasal 
blocking  are  the  classical  diad  usually  found. 
We  want  to  stress  again  as  has  so  often  been 
stated  before,  the  very  seldom  history  of 
headache.  Under  the  systemic  symptoms  the 
outstanding  one  is  cough.  We  believe  that 
this  is  an  index  to  a precursor  of  bronchitis 
and  if  not  controlled,  its  ultimate  sequela 
bronchiectasis.  Enlarged  cervical  lymphatics 
are  found  too  often  homolateral  with  that  of 
the  involved  sinus  to  ignore  their  presence. 
Rheumatism,  asthma,  neuritis,  kidney  and 
heart  disorders  occur  frequently  enough  in 
the  presence  of  a marked  sinus  disease  to  sug- 
gest an  established  focus  as  at  least  contribu- 
tory. We  have  seen  patients  without  other 
proven  foci,  after  adequate  study,  with  le- 
sions attributed  to  foci  of  infection  in  the 
presence  of  a sinus  disease  of  diagnostic  in- 
tensity. We  are  almost  convinced  that  they 
do  act  as  foci  in  many  cases.  The  so-called 
latent  sinus  disease  we  feel  is  not  an  entity. 
The  presence  of  an  undiagnosed  sinus  disease 
is  probably  a better  term.  Many  times  doubt- 
less, a sinus  infection  exists  unknown  to  the 


June y 1935 


The  West  Virginia  Medical  Journal 


257 


patient  and  to  the  casual  physician.  The 
methodic  study  of  a sinus  disease  can  how- 
ever usually  establish  its  presence  readily. 

Treatment:  It  is  neither  logical  nor  in- 
telligent to  classify  the  treatment  of  a sinus 
disease  into  a so-called  conservative  and  rad- 
ical method.  This  implies  a lack  of  knowl- 
edge and  tends  to  discourage  the  patient  and 
too  often  the  referring  physician.  It  occurs 
to  us  that  it  would  be  far  better  to  divide  the 
treatment  into  adequate  and  inadequate. 
That  there  is  a need  for  conservative  and 
radical  treatment  is  admitted,  but  they  are 
not  both  indicated  in  the  same  individual. 
Each  sinus  disease  and  patient  is  a law  unto 
itself  and  himself.  We  try  to  classify  our 
patients  on  the  basis  given  in  our  above  out- 
line established  on  gross  pathology.  We 
shall  only  outline  at  this  time  a brief  of  the 
treatment.  Under  prognosis  we  shall  try  to 
apply  this  outline  to  a given  type  of  pathol- 
ogy- 

Nasal  Ventilation:  This  means  keeping 
the  nasal  chambers  competent  for  their  phy- 
siologic function,  whether  that  be  necessary 
by  medical  or  surgical  methods. 

Lavage,  preferably  with  isotonic  saline. 

Lavage  with  iodinization. 

Repeated  Lipiodols:  This  is  of  value  in 
diagnosis  and  we  feel  that  it  does  have  a defi- 
nite therapeutic  application. 

Surgical , Conservative:  We  have  never 

been  able  to  prove  in  our  cases  or  those  op- 
erated upon  elsewhere,  that  this  procedure 
is  often  justified.  Nothing  is  accomplished 
by  intranasal  window  resection  that  can  not 
be  obtained  by  lavagings,  and  unfortunately 
the  integrity  of  the  maxillary  sinus  wall  has 
been  destroyed.  There  is  no  removal  of  the 
mucous  membrane  and  its  morbid  disease  in 
this  procedure.  We  have  our  first  case  of 
intranasal  window  resection  to  see  in  our  own 
practice  and  from  the  practice  of  men  doing 
this  type  of  work,  an  antrum  that  we  could 
call  “healed.” 

Radical:  This  includes  the  Denker, 
Halle-Canfield,  Caldwell-Luc  and  other 
similar  procedures.  They  have  as  their  basis 


adequacy  of  surgical  approach,  of  inspection 
and  of  removal  of  morbid  tissue.  There  is 
but  little  doubt  in  our  minds  that  if  a chronic 
antrum,  operated  upon  by  a radical  approach, 
would  remain  as  it  is  at  the  conclusion  of 
the  surgical  procedure  and  in  addition  a nor- 
mal mucous  membrane  could  be  obtained,  it 
would  be  ideal.  In  our  experience  both  in 
our  own  operated  cases  and  those  of  some  of 
the  recognized  rhinologists  we  have  never 
seen  this  occur.  Let  us  submit  an  operative 
report  on  one  of  our  own  reoperated  antra. 
“There  were  very  few  adhesions  found  be- 
tween the  overlying  tissues  over  the  canine 
fossa.  This  window  was  found  to  have  been 
entirely  occluded  and  sealed  off  by  dense 
fibrous  tissue,  probably  periosteum  some- 
what modified  in  structure.  The  antrum  was 
quite  interesting.  Immediately  upon  enter- 
ing the  cavity,  pus  presented  which  was 
grayish-white  in  character.  This  was  care- 
fully cleansed  out  and  throughout  the  entire 
antrum  were  many  small  two  mm.  to  five 
mm.  irregularly  rounded  cylindrical  areas 
walled  off  from  each  other  by  hyperplastic 
osseous  tissue  and  in  each  of  these  individual 
cells  pus  with  a granulomatous  membrane 
surrounding  was  encountered.  Many  of  these 
were  distinctly  present  in  the  anterior  inferior 
portion  j one  large  tubular  area  roughly  five 
mm.  in  diameter  and  15  mm.  in  length  along 
the  nasoantral  wall  about  the  level  of  the 
middle  turbinate  was  encountered.  This  was 
not  an  ethmoid.  In  the  central  plane  of  the 
antrum  coming  down  diagonally  from  the 
lateral  wall  and  extending  lateromedially  on 
an  oblique  line  there  was  a ridge  of  bone 
three  to  four  mm.  in  thickness  and  one  cm. 
in  height  which  was  roughened  and  was  in- 
volucrum-like  in  character.  This  is  definitely 
interpreted  as  proliferative  tissue  and  these 
cylindroid  areas  throughout  the  antrum  are 
interpreted  as  an  index  of  new  bone  prolifera- 
tion; they  seem  to  take  their  origin  in  the 
bony  wall  of  the  antrum.”  In  the  second  case, 
“Immediately  upon  opening  the  mucous 
membrane  dense,  firm,  almost  impenetrable 
tissue  was  encountered.  Scar  tissue  was  cur- 


258 


The  West  Virginia  Medical  Journal 


June , 1935 


retted.  This  was  not  of  osseous  tissue  but 
appeared  to  be  that  of  proliferative  perios- 
teum. The  canine  fossa  had  not  healed  as  far 
as  the  bony  fenestra  was  concerned  but  the 
periosteum  had  completely  occluded  the 


fenestra  from  the  overlying  tissue.  This 
fibrous  door  which  had  formed  over  the  bony 
incision,  was  fully  three  mm.  in  thickness  and 
obtained  the  denseness  of  the  most  dense 
fibrous  tissue.  The  interior  of  the  antrum  was 
covered  with  a thick  tenacious  firm  membrane 
which  when  removed  and  inspected  appeared 
to  be  a grayish-white  densely  sclerotic  tissue 
which  was  unquestionably  of  a fibrous  nature. 
This  tissue  impressed  us  as  being  absolutely 
useless  as  far  as  physiological  function  is  con- 
cerned.” 

In  our  x-ray  file  covering  some  fifteen 
hundred  cases  including  twenty-five  post- 
operative antra  in  the  list,  none  of  these  antra, 
surgically  approached,  are  normal  roentgeno- 
logically.  b'ortunately  the  roentgenologic  ap- 
pearance does  not  parallel  the  clinical  result. 

Prognosis:  We  feel  that  ours  is  a large 


responsibility  in  this  advice.  Here  we  must 
consider  the  local  and  remote  possibilities. 
Where  local  symptoms  only  are  involved, 
such  as  nasal  blocking  of  an  intermittent  type 
with  some  mucoid  discharge,  a policy  of  ade- 


quate conservative  measures  can  be  safely 
followed  out,  so  long  as  the  patient  remains 
under  strict  observation.  We  feel  that  if  a 
large  amount  of  pus  is  constantly  presenting 
from  the  sinus,  and  it  can  not  be  controlled, 
it  must  be  surgically  approached  if  the  re- 
mote symptoms,  especially  tracheobronchial 
tree  changes,  are  to  be  forestalled.  Uncon- 
trolled nasal  symptoms  are  too  often  pre- 
cursors of  remote  involvement.  In  our  ex- 
perience, a sinus  had  better  not  be  surgically 
invaded  unless  there  is  need  of  a radical  pro- 
cedure. The  so-called  intranasal  antra  have 
not  in  our  experience  accomplished  anything 
that  periodic  lavage  with  its  accessories  have 
not  accomplished  equally  as  satisfactorily.  As 
a rule,  simple  hyperplasia  with  suppuration 
is  adequately  controlled  by  lavage  and  its  ac- 
cessories, vaporization  and  halogenated  oils. 


Certain  chronic  antra  can  be  clinically  controlled  and  roentgcnologically  cleared  by  conservative  procedures. 
This  patient  has  been  under  clinical  observation  with  accurate  records  being  obtained  for  two  and  one-half  years 
and  his  sinuses  are  clinically  well  at  this  time. 
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Hyperplasia  with  intramucosal  abscess  or  been  forced  time  and  again  to  admit  that 

polyps  demand  radical  surgery.  We  are  not  there  is  no  standard  accepted  technique  in 

convinced  that  the  best  treatment  for  a cyst  medical  science  for  the  care  of  chronic  maxil- 

wlthin  an  antrum  is  a radical  procedure.  lary  sinus  disease.  This  has  been  due  largely 

A question  of  great  interest  occurs  to  us — to  a few  factors:  The  lack  of  coherent  life 


A chronologic  record  of  sinus  management  with  tangible  records  for  repeated  study  is  convincing  to  hon- 
est analysis. 

This  patient  has  been  under  constant  observation  for  four  years  during  which  time  irrigations  and  nasal 
ventilation  have  been  followed  out  periodically.  Antragram  records  have  been  made  and  are  submitted.  He  is 
clinically  well  and  the  antragrams  repeated  since  1931  have  been  negative. 


when  is  a sinus  well?  Frankly  to  us  there  is 
no  criterion  acceptable.  This  answer  must  be 
divided  into  two  classes — the  operated  and 
the  unoperated  antra:  In  dealing  with  the 
unoperated  antra,  we  follow  the  idea  that 
there  must  be  an  amelioration  of  local  nasal 
symptoms;  symptoms  with  regard  to  the 
tracheobronchial  tree  shall  have  disappeared; 
there  shall  be  no  residual  systemic  symptoms; 
negative  x-ray  evidence,  both  on  the  plain 
plate  and  with  the  halogenated  oils  in  the 
cavity.  In  the  operated  antra  in  our  experi- 
ence the  first  three  criteria  hold  good  but  the 
fourth  is  valueless.  Fortunately  some  of  our 
most  outstanding  clinical  results  have  oc- 
curred in  cases  where  x-rays  of  the  operated 
sinus  show  complete  opacity. 

Doubtless  this  discussion  has  seemed  a bit 
acrid  at  times;  it  is  purposely  so.  We  have 


history  chronologically  obtained  and  recorded 
with  particular  reference  to  the  sinus.  Ex- 
ceptional is  the  patient  and  almost  as  rare  is 
the  average  physician  who  knows  that  a sinus 
disease  uncontrolled  leads  too  often  to  some 
of  the  most  unpleasant  sequelae,  asthma  and 
bronchiectiasis  classically.  The  laity  and  the 
average  physician  are  well  qualified  to  say 
that  a chronic  sinus  rarely  causes  death  direct- 
ly. A chronic  sinus  infection  usually  requires 
a lifetime  to  convince  a patient  and  his  family 
physician  that  it  is  a most  pernicious  affair. 
A chronic  sinus  infection  will  rarely  force 
surgery  upon  the  patient  and  because  of  this, 
he  fails  to  evaluate  accurately  its  significance. 

It  is  our  belief,  that  if  we  are  to  advance 
the  knowledge  of  chronic  sinus  management 
at  a more  rapid  pace  and  on  a more  rational 
plan,  we  must  correlate  all  the  data  on  our 
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patients,  general  examinations,  laboratory  re- 
sults, special  medications  used  locally  and 
systemically,  and  especially  repeated  x-rays 
of  the  sinuses  with  and  without  a contrast 
medium,  and  keep  this  data  for  ten,  twenty, 
thirty  years  and  longer  for  future  deductions 
both  by  ourselves  and  our  students.  By  this 
means  only  do  we  have  a way  open  for  a 


broad,  honest,  convincing  approach  to  an 
almost  embarrassing  phase  of  rhinology. 
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ABLATIO  PLACENTAE* 


By  H.  G.  Steele,  M.  D. 

Blue  field  y West  Virginia 

(Premature  Separation  of  The  Normally  Implanted  Placenta.) 


J_Jemorrhage  incidental  to  this  condition 

A is  due  to  the  premature  detachment  of 
the  placenta  normally  anchored  in  the  upper 
segment  of  the  uterus. 

Varieties : Two  types  of  premature  sep- 

aration are  usually  described:  (a)  external  or 
revealed,  and  (b)  internal  or  concealed. 

In  the  first  type,  as  the  name  implies,  the 
blood  escapes  through  the  vaginal  canal.  In 
the  second  variety  the  blood  is  retained  with- 
in the  uterine  cavity. 

The  internal  type  is  subdivided  into  the 
following:  (a)  hemorrhage  into  the  retro- 
placental  space;  (b)  hemorrhage  between  the 
placenta,  membranes  and  the  uterine  wall, 
but  not  as  far  as  the  internal  os;  (c)  rupture 
of  the  amniotic  sac,  with  hemorrhage  into  the 
amniotic  cavity;  (d)  a mixed  form  in  which 
hemorrhage  occurs  both  internally  and  exter- 
nally. 

Frequency : Of  the  two  forms  the  exter- 

nal is  the  more  frequent,  and  occurs  once  in 
300  to  500  pregnancies.  The  internal  variety 
is  relatively  uncommon  and  occurs  only  once 
in  1500  pregnancies. 

Etiology:  The  exact  cause  of  premature 

separation  of  the  normally  implanted  pla- 
centa is  unknown.  The  theoretical  causes  to 
be  considered  are  the  following: 

•Road  before  the  Mercer  County  Medical  Society,  Princeton,  W. 

Vu.,  March  12,  1986. 


(a)  A toxemic  origin  is  now  looked  upon 
as  the  most  likely  cause. 

(b)  Multigravidity  seems  to  be  etiologi- 
cally  important,  because  about  80  per  cent  of 
cases  are  found  in  multigradidae,  especially 
in  those  who  have  borne  children  in  rapid 
succession. 

(c)  Neoplastic  and  inflammatory  disease 
of  the  endometrum  and  the  uterine  wall  may 
occasionally  be  responsible. 

(d)  Trauma  in  the  form  of  external  vio- 
lence was  formerly  considered  as  causative, 
but  this  is  no  longer  considered  important. 
It  plays  an  insignificant  role. 

(e)  Placental  infection,  if  extensive,  natur- 
ally favors  early  separation,  as  do  also  acute 
infections  and  chronic  visceral  diseases  of  the 
mother. 

(f)  In  rare  instances  an  abnormally  short 
cord  may  account  for  the  condition,  either 
before  or  more  frequently  during  labor. 

(g)  The  condition  has  occurred  upon  the 
sudden  diminution  of  the  uterine  contents  in 
twin  labor  and  after  the  rapid  escape  of  fluid 
in  hydramnios. 

Pathology : Abruptio  placentae  is  asso- 

ciated first,  with  an  extravasation  of  blood  be- 
tween the  placenta  and  the  uterine  wall — 
uteroplacental  apoplexy.  This  results  in  the 
formation  of  a hematoma  which  leads  to  the 
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loss  of  function  in  the  section  of  the  placenta 
involved.  As  the  hemorrhage  continues  the 
organ  gradually  loses  its  attachment  and  is 
ultimately  severed  from  its  anchorage.  Event- 
ually the  blood  forces  its  way  between  the 
membranes  and  uterus  and  appears  externally 
as  revealed  hemorrhage.  Sometimes  it  is  re- 
tained within  the  uterus  as  concealed  hem- 
orrhage. Occasionally  it  may  be  imprisoned 
within  the  uterus  by  the  fetal  head  tightly 
compressing  or  plugging  the  lower  segment. 

In  a vast  majority  of  cases  there  is  an  extra- 
vasation of  blood  between  the  muscle  fibers 
of  the  wall  of  the  uterus. 

The  deposition  of  blood  throughout  the 
myometrium  may  be  so  extensive  as  to  pre- 
vent uterine  retractions  after  a spontaneous  or 
operative  delivery. 

Symptoms:  Premature  separation  of  the 

placenta  usually  manifests  itself  during  the 
latter  weeks  of  pregnancy.  It  may  arise  dur- 
ing labor.  The  systemic  symptoms  depend 
on  the  quantity  of  blood  lost.  This  may  be 
quite  sufficient  to  produce  an  acute  secondary 
anemia,  with  all  the  constitutional  pheno- 
mena associated  therewith. 

The  chief  local  symptom  is  bleeding.  This 
is  invariably  associated  with  intense  abdom- 
inal pain.  The  pain  is  not  intermittent,  but 
persistent.  The  uterus  is  found  to  be  firm  and 
of  a board-like  consistency  through  which 
fetal  parts  cannot  be  palpated.  The  uterine 
contraction  does  not  relax. 

In  most  cases  the  fetus  succumbs  early.  If 
the  bleeding  is  concealed  the  uterus  rapidly 
increases  in  size,  and  the  pain  and  board-like 
consistency  increase  correspondingly.  Even 
with  external  hemorrhage,  intense  pain  and  a 
firmly  contracted  uterine  body,  while  less 
marked  than  in  the  concealed  variety,  are 
dual  symptoms  of  outstanding  diagnostic  im- 
portance. 

CASE  REPORT 

Mrs.  T.  F.  V.,  Glenwood  Park,  near  Blue- 
field,  W.  \ a.  Age  40.  Gravida  No.  VIII. 
Came  to  my  office  for  her  prenatal  examina- 
tion during  this  pregnancy,  May  12,  1934. 

Date  of  onset  of  the  last  menstrual  period 


was  March  20,  1934,  with  the  duration  as 
usual,  (three  days),  and  quantity  normal. 
The  estimated  date  of  labor  was  December 
25,  1934. 

Nothing  out  of  the  ordinary  was  noted 
about  the  patient  in  taking  her  history  and 
making  the  usual  physical  examination,  ex- 
cept she  was  rather  anemic  and  not  very 
strong  looking  in  general.  She  complained 
of  a little  nausea,  and  said  “my  head  feels 
big  and  I have  a tired  feeling  most  all  the 
time.” 

Her  blood  pressure  was  11 5/60 ; height, 
five  feet,  three  inches;  weight,  113  lbs.  Her 
pelvic  measurements  were  normal  and  the 
urinalysis  was  negative. 

On  the  prenatal  visit  to  my  office  August 
22,  1934,  the  record  shows  the  following: 
Patient  feels  badly,  headache,  dizziness, 
blurred  vision,  nervousness  and  insomnia 
present,  appetite  normal,  nausea  and  vomiting 
absent,  heart  burn  and  gas  distention  present, 
abdominal  pains  absent,  constipation  present, 
quantity  of  urine  voided  was  increased,  va- 
ginal discharge  present,  vaginal  bleeding 
absent,  dyspnea  and  palpitation  present,  sub- 
sternal  oppression  absent,  edema  of  extrem- 
ities absent,  cough  and  expectoration  absent, 
pain  in  the  chest,  none;  “life”  present,  blood 
pressure  120/70,  height  of  fundus  (cm. 
above  pubis),  20. 

Most  of  these  complaints  may  be  due  to 
lightning  striking  a tree  in  the  yard  at  her 
home  on  August  1 6,  which  caused  her  to  be 
quite  nervous. 

The  same  questions  were  asked  her  on 
September  1 0th,  and  her  complaints  had 
about  all  disappeared.  She  still  had  a little 
headache,  some  heart  burn  and  gas  disten- 
tion, and  was  slightly  constipated. 

The  patient  became  sick  at  her  stomach 
about  12  o’clock  on  the  night  of  September 
25,  1934,  and  on  going  from  her  bedroom, 
on  the  second  floor,  to  the  bathroom  on  the 
first  floor,  she  fainted  just  before  reaching 
the  bathroom.  No  one  hearing  her  fall,  she 
awoke  from  her  faint,  made  her  way  to  the 
bathroom,  then  back  upstairs. 
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At  2 A.  M.  she  was  given  a teaspoonful 
of  paregoric.  When  I arrived  at  4 a.  m.,  it 
was  learned  that  the  bag  of  waters  ruptured 
at  3:50  a.  m.,  and  another  dose  of  paregoric 
had  been  administered.  Due  to  the  board- 
like hardness  of  the  uterus  and  continuous 
contractions,  a hypodermic  of  one-fourth  gr. 
of  morphine  sulphate  was  given  at  4:15  a.  m. 
and  another  at  5:30  a.  m. 

On  account  of  her  being  severely  shocked, 
anemic,  cold  and  clammy  and  the  continuous 
contraction  of  the  uterus,  I remained  in  her 
home  until  after  8 o’clock  a.  m.,  when  I left 
her  resting  fairly  well.  On  my  return  that 
afternoon  at  2 o’clock,  I found  her  quite  com- 
fortable. 

Although  she  was  but  six  months  pregnant 
the  fundus  was  33  cm.  above  the  symphysis 
pubis,  and  the  uterus  was  still  as  hard  as  a 
board. 

The  lie  of  the  fetus  was  longitudinal  but 
the  presentation  or  the  soft  parts  could  not 
be  palpated.  In  normal  delivery,  at  full 
term  gestation,  with  hand  on  the  abdomen 
over  the  uterus,  one  can  feel  the  contractions 
and  relaxations  of  the  uterus.  In  this  case 
the  uterus  felt  as  hard  as  a board  from  the 
beginning  to  the  delivery  of  the  baby. 

Rectal  examination  revealed  nothing  in 
the  pelvis,  and  not  being  able  to  feel  a glob- 
ular mass,  a tentative  diagnosis  of  breech 
presentation  was  made. 

Later  on  in  the  day  she  began  to  have 
more  severe  pains.  One-fourth  gr.  of  mor- 
phine sulphate  was  given  by  mouth  at  6 p. 
m.,  and  another  quarter  gr.  given  at  7 o’clock. 

When  I was  hurriedly  called  back  at  8 
o’clock  p.  m.,  I found  her  in  the  bed  in  a 
downstairs  bedroom  suffering  with  severe 
and  rapid  uterine  pains,  almost  continuous, 
with  a woman  on  each  side  of  the  bed  pulling 
on  the  wrists  of  the  patient.  To  keep  the 
baby  from  being  delivered  until  I scrubbed 
and  cleaned  up,  I had  the  patient  to  inhale 
ether  until  all  was  in  readiness.  The  fetal 
heart  sounds  could  not  be  heard,  nor  any  fetal 
movements  detected. 


A six  months,  dead  baby,  was  delivered  by 
a breech  presentation  at  8:55  p.  m.  The  skin 
about  the  baby’s  ankles  was  beginning  to 
loosen.  The  bleeding  before  the  delivery  of 
the  placenta  was  moderate,  and  after  the  pla- 
centa was  expressed  by  pressure  on  the  fundus 
with  slight  traction  on  the  cord,  the  bleeding 
was  severe  and  mostly  large  clots.  The 
amount  of  blood  lost  at  the  delivery  was 
fully  1200  cc.  and  possibly  1500  cc. 

The  patient  was  given  hypodermatically 
one-half  cc.  of  pituitary  and  one  cc.  of  ergosol 
and  still  after  she  was  given  a full  cc.  of 
pituitary  and  another  cc.  of  ergosol,  1 40  gr. 
of  strychnine  sulphate  and  one-half  cc.  of 
gynergen,  the  uterus  felt  boggy  and  would 
not  remain  firm  except  when  the  fundus  was 
grasped  tightly  with  the  whole  hand  and  a 
firm  grip  kept  on  it;  otherwise  it  kept  on 
bleeding.  Finally  it  became  necessary  to  pack 
the  uterus  and  vagina  with  gauze.  Bottles  of 
hot  water  were  placed  about  the  patient  and 
a Murphy  drip  begun. 

The  cord  was  41  cm.  long,  attached  near 
the  center  of  a placenta  14  by  16  by  1 cm. 
The  maternal  surface  of  the  placenta  was  not 
divided  by  decidual  septa,  as  usual,  into  lobes 
or  cotyledons,  but  it  was  as  smooth  almost  as 
the  fetal  surface  itself.  The  amniotic  sac  was 
missing  almost  completely. 

Two  days  later  the  packing  was  removed 
from  the  vagina  and  uterus j but  on  account 
of  the  boggy  condition  of  the  uterus  and  more 
bleeding  than  in  a normal  case  the  uterus  and 
vagina  were  repacked  with  gauze,  which  was 
removed  two  days  later.  T his  patient  was 
very  weak,  anemic  and  almost  speechless,  as 
would  naturally  be  inferred. 

From  September  26  to  October  1,  her  tem- 
perature ranged  from  100  to  102.6°.  Some 
rales  were  heard  and  she  complained  of 
sharp  shooting  pleuritic  pains  in  the  lower 
part  of  the  right  chest. 

At  12  o’clock  noon,  October  2,  her  tem- 
perature shot  up  to  105  and  her  pulse  went 
from  98  up  to  125.  Her  temperature  ranged 
from  1 00.2 c on  October  3rd  to  103  on  the 
4th,  99.4  on  the  5th,  102  on  the  6th,  and 
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98.8  on  the  8th  j her  pulse  ran  from  130  on 
the  3rd  to  80  on  the  8th.  She  was  given  a 
transfusion  of  400  cc.  of  blood  on  October  4, 
which  seemed  to  revive  her  and  she  showed 
signs  of  improvement  right  away,  tier  right 
chest  was  strapped  with  adhesive  several 
times,  and  she  was  given  codein  and  morphine 
quite  often  to  relieve  her  of  the  severe  pains 
in  the  right  side  of  her  chest.  On  the  8th  and 
9th  days  of  October,  she  wras  allowed  a sun 
bath  in  a reclining  swing  on  the  porch  for  twro 
to  three  hours  each  day.  On  October  10,  she 
developed  a little  more  trouble  in  the  pos- 
terior part  of  her  right  chest.  Her  tempera- 
ture ran  up  to  102  by  noon  and  104  by  8 
o’clock  p.  m. 

At  this  time,  (8  o’clock  p.  m.  Oct.  10th), 
her  uterus  had  disappeared  behind  the  sym- 
physis pubis  and  the  lochia  had  about  all 
ceased. 

She  was  given  all  the  nourishing  diet, 
liquid  peptonoids,  and  stimulating  drinks  she 
would  take. 

1 wish  to  emphasize  the  following: 

1.  The  patient  fainting  and  experiencing 
a severe  shock ; 

2.  The  continuous  pain  and  persistent  con- 
traction of  the  muscle  of  the  uterus; 

3.  The  abnormally  enlarged  uterus  (being 
33  cm.  at  six  months); 

4.  Inability  to  hear  the  fetal  heart  sounds 
and  impossible  to  palpate  the  head  or  fetal 
soft  parts; 

5.  The  great  quantity  of  large  blood  clots 
that  passed,  especially  after  the  expulsion  of 
the  placenta; 

6.  The  uterine  muscle  failing  to  contract 
normally  after  the  third  stage  of  labor. 

Under  subsequent  notes  and  discussions  of 
this  subject  — Ablatio  Placentae  — may  be 
added: 

A.  Synonyms: 

1.  Accidental  hemorrhage; 

2.  Uteroplacental  apoplexy; 

3.  Premature  separation  of  the  placenta; 

4.  Abruptio  placentae; 

5.  Ablatio  placentae. 


B.  The  concensus  of  opinion  that  there 
is  a relationship  between  ablatio  placentae  and 
toxemia  of  pregnancy.  It  is  often  found  asso- 
ciated with  chronic  nephritis  or  pre-eclampsia. 

C.  Possible  etiologic  factors:  In  37  cases 

of  ablatio  placentae,  Siegel  found  the  follow- 
ing: 8,  albuminuria;  3,  pre-eclampsia;  1, 

eclampsia;  1,  toxemia;  1,  pulmonary  tuber- 
culosis; 1,  trauma;  2,  hypertension;  3,  neph- 
ritis. 

1).  More  prevalent  in  the  multiparas. 

E.  Blood  infiltrated  uterus,  blood  ac- 
cumulated in  and  distends  the  uterus,  may 
also  be  extravasated  into  the  musculature. 

F.  “Couvelaire”  uterus  (one  inflated 
with  blood). 

G.  Uterine  atony. 

H.  l)rs.  W.  A.  Coventry  and  Russell  J. 
Moe,  Duluth,  Minn.,  reported  in  the  Amer- 
ican Journal  of  the  Obstetrics  & Gynecology, 
June  1933,  a case  of  ablatio  placentae  fol- 
lowed by  sloughing  of  the  uterus. 

I.  Pituitrin  given  as  soon  as  head  is  born. 
May  inject  pituitrin  into  substance  of  uterus 
through  the  abdominal  wall.  The  uterus 
may  be  removed. 

J.  Under  treatment  they  were  divided  as 

follows:  21  delivered  spontaneously;  five 

membranes  ruptured  artificially;  two  bagged 
and  allowed  to  deliver  spontaneously;  eight 
forceps  deliveries;  eight  versions  and  breech 
extractions;  four  breech  extractions;  one 
bagged  and  breech  extraction;  10  classical 
section,  and  one  laparotrachelotomy. 

K.  Supportive  treatment  was  given  as 
follows:  Two,  10  per  cent  glucose  intraven- 
ously; six,  saline  and  glucose  intravenously; 
14,  saline  infusion;  two,  preoperative  blood 
transfusions;  three,  postoperative  transfu- 
sions; two,  uterus  packed. 

It  is  quite  evident  the  reported  patient 
contracted  the  “flu”  from  her  husband  about 
September  10,  which  I believe  was  the  cause 
of  the  premature  separation  of  the  placenta, 
the  pulmonary  infection  and  pleurisy. 

An  abdominal  binder  was  applied  in  this 
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case.  The  patient  had  a very  stormy  recovery. 
On  my  visit  November  13,  1934,  I found 
her  suffering  with  symptoms  and  signs  of 
phlebitis  of  the  right  forearm.  On  the  next 
day  I found  her  out  of  bed  walking  about 
the  house,  and  recovering  fairly  well;  at  the 
same  time  some  rales  were  heard  in  different 
parts  of  her  right  lung;  pulse,  100;  tempera- 
ture, 98.6°;  Wassermann,  negative. 

Now  the  question  arises!  This  family 
moved  into  this  home  in  which  a tuberculo- 


sis patient  died  in  1921.  Is  this  sequel  in  the 
lung  of  a “flu”  or  tuberculous  origin? 

On  November  21,  1934,  the  patient’s  chest 
was  gene  over  by  Dr.  Churchill  Robertson, 
a chest  specialist  of  Roanoke,  Va.,  and  he  be- 
lieved she  had  a thickened  pleura  in  the  lower 
part  of  the  right  lung,  very  little  or  no  fluid 
in  the  pleural  cavity  and  no  rales  suspicious 
of  tuberculosis. 
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PYLOROSPASM  ONLY  A SYMPTOM* 

(A  Study  of  the  Hypertonic  Infant) 


By  Arthur  A.  Shawkey,  M.  D.,  F.  A.  C.  P. 
C harlestony  West  Virginia 


JPoR  many  years  there  was  no  more  popular 
subject  for  discussion  at  medical  meetings 
and  in  medical  literature  than  pylorospasm. 
I have  made  no  attempt  to  review  the  litera- 
ture, but  I do  not  recall  any  discussion  of  the 
subject  in  which  it  was  dealt  with  as  anything 
but  a distinct  medical  entity. 

In  this  study  we  wish  to  consider  pyloro- 
spasm not  as  an  entity,  but  as  one  of  a group 
of  symptoms  of  a general  condition.  Early 
in  my  study  of  children  I noticed  that  in  these 
hypertonic  cases  often,  the  folds  of  the  entire 
intestinal  tract,  rising  up  in  rhythmical  con- 
tractions, were  plainly  visible  through  the 
thin  emaciated  abdominal  walls. 

When  there  was  spasm  of  the  pylorus,  it 
was  found  by  digital  rectal  examination  that 
there  was  also  spasm  of  the  anal  sphincter 
muscles.  This  explains  the  almost  universal, 
so-called  constipation  in  these  infants.  This 
really  is  a spastic  constipation,  though  the 
stools  are  as  a rule  soft  and  loose. 

The  child  with  pylorospasm  is  always  a 
nervous  child,  screaming  loudly  on  the  slight- 
est provocation,  chin  trembling,  kicking  vigor- 

•Road  before  the  Pediatric  Section  of  the  W.  Va.  State  Medical 
Association  at  Wheeling  on  May  0,  1935. 


ously,  raising  it’s  head  from  the  pillow,  and 
even  turning  over  in  bed  very  early  in  life; 
sometimes  on  the  day  of  its  birth.  The  arms 
and  legs  are  held  in  a flexed  position  and  it 
is  often  impossible  to  extend  them  without 
using  a degree  of  force  that  is  dangerous  to 
both  soft  and  hard  tissues.  These  infants 
jump  at  one’s  touch,  gentle  as  it  may  be,  as 
though  it  caused  pain,  and  there  is  apparent 
fear  of  falling. 

Child  psychologists  tell  us  that  there  are 
only  two  “fears”  in  the  young  infant — the 
fear  of  falling  and  the  fear  of  noise.  These 
fears  are  greatly  increased  in  the  hypertonic 
infant.  These  babies  are  very  bad  sleepers, 
and  are  often  awakened  by  the  lightest  step 
of  an  attendant.  They  will  often  wake  and 
scream  at  the  whistle  of  a distant  locomotive, 
the  nearer  horn  of  an  automobile,  the  jazz  of 
a radio,  or  the  bark  of  a dog.  It  is  a common 
complaint  of  the  mothers  that  “the  baby 
never  sleeps  either  night  or  day.” 

Digestive  disturbance  is  one  of  the  most 
common  symptoms.  It  is  always  due  in  part, 
and  often  entirely,  to  the  nervous  tension  of 
the  child  rather  than  to  faulty  feeding; 
though  many  of  these  babies  are  taken  from 
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the  breast  and  then  run  through  the  entire 
gamut  of  artificial  foods  with  no  relief. 

Until  the  early  part  of  1933  projectile 
vomiting  was  the  most  common  and  outstand- 
ing symptom  of  the  complex,  but  strangely, 
since  then  in  my  experience,  it  has  been  a 
very  much  less  common  and  indeed  an  almost 
rare  symptom.  This  illustrates  beautifully 
the  ever  changing  picture  in  the  diseases  of 
children.  These  constant  changes  in  the 


FIG.  No.  1.  Baby  C.  Age.  4 months:  illus- 
trates the  flexibility  of  the  normal  infant. 


symptomatology  of  children’s  diseases  call 
for  corresponding  changes  in  their  treatment. 
A normal  baby  is  unable  to  hold  its  head 
erect  until  the  fourth  month.  Fig.  Xo.  1 
shows  the  flexibility  of  the  normal  infant. 

These  hypertonic  babies  can  be  raised  to  a 
sitting  posture,  supported  only  by  the  head, 
and  often  can  be  held  out  straight  in  a hori- 
zontal position,  supported  only  by  the  head 
and  heels,  even  when  only  a few  days  old. 
Figs.  2,  3 and  4 illustrate  different  degrees 
of  hypertonicity. 

Because  of  this  spasticity  of  the  entire  body 
musculature  I am  convinced  that  the  trouble 
is  due,  not  to  an  oversensitiveness  of  any  one 
branch  of  the  reflex  nervous  system,  as  usual- 
ly taught,  but  to  a hypersensitiveness  or 
hypertonic  condition  of  the  entire  reflex  ner- 
vous system.  Hence  the  aptness  of  the  term 
“hypertonic  infants.” 


In  1932  we  made  a study  of  4,000  case 
histories,  taken  at  random  from  our  liles. 
These  were  studied  in  groups,  each  group 
being  simply  the  histories  studied  at  one 
sitting,  and  having  no  definite  relation  to 
exact  periods  of  time.  However,  as  the  4,000 
histories  covered  a period  of  sixteen  years, 
each  250  histories  represented  approximately 
one  year’s  time.  To  these  histories  we  have 
recently  added  an  additional  1,000  cases, 
bringing  the  study  up  to  date. 

It  must  be  remembered  that  these  histories 
are  altogether  unselected  and  include  all  ages 
from  birth  to  sixteen  years,  regardless  of  diag- 
nosis. Of  course  it  must  be  understood  that 
my  figures  do  not  represent  the  general  aver- 
age for  all  the  new-born  population,  but  they 
do  show  with  some  degree  of  accuracy  the 
relative  conditions  as  they  exist  among  the 
entire  total  of  new-borns.  The  most  inter- 
esting feature  of  this  study  is  the  almost  con- 
stant and  rather  rapid  increase  in  the  number 
of  cases  of  hypertonicity,  as  shown  in  the 
tables: 


FIG  No.  2.  Baby  M.  Two  and  one-half  weeks 
old,  illustrates  a moderate  degree  of  hypertonicity. 

Table  No.  1 


Group  1 , 

(1916). . . 

Histories 

. 225 

Percent 

Hvpertonics 

1.8 

Group  2, 

. 651 

2.8 

Group  3, 

. 1007 

4.4 

Group  4, 

. 971 

3.4 

Group  5, 

. 619 

6.5 

Group  6, 

(1932).  . . 

. 527 

9.7 
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Table  No.  2 

Percent 

Hypertonics 

Group  7,  (1933)— (To  Sept.  10th)  20.0 

Group  8,  (1934)—  17.0 

Group  9,  (1935)— (To  April  8th)  23.0 

Table  No.  3 

Percent 

Hypertonics 

Group  10,  (’33)— (To  9-10)  4)4  mo.  53.0 
Group  11,  (’34) — Ages  to  4)4  mo.  64.0 
Group  12,  (’35) — (To  4-8)  4)4  mo.  68.6 

The  question  immediately  arises,  “Why 
this  constant  and  rapid  increase  in  the  inci- 
dence of  hypertonicity  in  infants?”  All  sorts 
of  answers  have  been  suggested,  but  as  yet 
there  is  none  that  is  entirely  satisfactory. 

It  has  been  suggested  that  greater  interest 
in  the  subject,  more  careful  diagnosis,  and 
more  referred  cases  would  each  add  some- 
thing to  the  increase  in  my  percentages;  and 
it  is  probable  that  each  is  a contributing  factor, 
but  no  one  of  them  nor  all  of  them  combined 
is  sufficient  to  answer  the  question. 

Many  mothers  have  said,  “It  is  no  wonder 
our  babies  are  nervous  the  way  we  have  been 
living  the  last  few  years,  with  fast  trains, 


FIG.  No.  3.  Babies  C.  Two  and  one-half  months 
old,  twins,  illustrates  moderate  degree  of  hyperton- 
icity. 


high-powered  cars,  crowded  traffic,  airplanes, 
high  tension  Jiving,  the  worries  and  cares  of 
the  depression,  etc.”  And  it  would  seem  that 
there  must  be  a definite  causative  relation  be- 
tween these  things  and  the  condition  under 
discussion.  However,  we  are  immediately 
faced  with  the  fact  that  according  to  all  our 
teaching  of  heredity,  acquired  characteristics 
are  not  transmitted. 


The  suggestion  has  been  made  that  the 
nervous  tension  of  the  babies  is  due  to  asso- 
ciation, but  these  babeis  are  born  with  their 
hypertonicity  and  therefore  it  cannot  be  due 
to  associational  influence  of  parental  high 
nerve  tension.  In  Lamarckism,  which  is 
strongly  sponsored  by  Professor  William 
McDougall,  head  of  the  department  of  psy- 
chology at  Duke  University,  we  have  a pos- 
sible explanation;  and  in  the  absence  of  any 


FIG.  No.  4.  Baby  C.  Age,  2 weeks;  illustrates 
an  extreme  degree  of  hypertonicity. 


other  satisfactory  hypothesis  one  is  prone  to 
lean  upon  that  theory  for  his  explanation. 

Now  comes  an  English  authority  with  the 
theory  that  these  nervous  disturbances  are 
brought  about  through  pituitary  imbalance, 
caused  by  high  tension  living,  worry,  etc. 

This  still  leaves  us  to  lean  upon  Lamarck- 
ism for  the  explanation  of  the  transmission  to 
the  new-born  child,  and  surely  we  must  seek 
this  explanation  through  some  prenatal  in- 
fluence. 

In  considering  the  possible  causes  of  this 
condition  one  must  think  of  spasmophilia. 
Over  70  per  cent  of  cases  of  spasmophilia 
occur  in  children  fed  on  high  carbohydrate 
formulas,  and  there  is  in  these  years  a marked 
increase  in  artificial  feeding.  There  is  also, 
however,  an  equally  marked  reduction  in  the 
use  of  high  carbohydrate  formulas,  so  that 
would  seem  an  unimportant  factor. 

The  queston  of  mothers  smoking  cigarettes 
has  come  up  from  time  to  time.  We  have  not 
as  yet,  sufficient  data  on  the  subject  to  justify 
a conclusion,  but  what  little  study  we  have 
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made  thus  far  would  seem  to  indicate  that 
there  is  no  important  relationship  there.  It 
is  true,  however,  that  nicotine  stimulates  the 
suprarenal  glands  and  it  may  be  that  it  affects 
other  of  the  ductless  glands  in  like  manner 
as  well  as  through  linked  association  with  the 
adrenals.  The  studies  of  Sontag  and  Wallace 
show  a very  definite  increase  in  the  fetal 
heart  rate  within  five  minutes  after  the  preg- 
nant mother  begins  smoking  a cigarette. 

The  use  of  alcohol  calls  for  consideration 
also,  but  we  doubt  if  it  bears  any  important 
relation  as  an  etiological  factor.  The  thymus 
gland,  the  parathyroid  glands  in  relation  to 
blood  calcium,  blood  calcium  itself,  protein 
sensitization,  and  other  avenues  of  investiga- 
tion are  open  and  should  be  followed  up  in 
this  connection. 

Prognosis  in  this  condition  is  good  both  as 
to  life  and  as  to  recovery.  Probably  over  98 
per  cent  of  the  cases  respond  to  medical  treat- 
ment, the  duration  of  which  is  variable.  In 
my  experience  it  has  varied  from  three  weeks 
to  more  than  a year,  averaging  about  six 
months. 

The  follow  up  study,  for  later  develop- 
ments is  yet  to  be  made,  and  while  we  have 
some  interesting  observations  which  seem  to 
indicate  that  the  great  majority  of  these  cases 
recover  completely  in  a few  months,  still 
there  are  some  that  require  periodic  treat- 
ment for  a few  years,  and  later  studies  may 
show  that  some  related  neuroses  persist 
through  life.  It  is  our  intention  to  make  this 
follow  up  study,  and  report  it  at  some  future 
time. 

Treatment  consists  chiefly  of  two  types  of 
remedies,  the  belladonna  group  and  the  bar- 
baturic  acid  group.  Choice  of  remedies  changes 
from  time  to  time  as  the  symptomatology 
changes.  Up  to  the  early  part  of  1933  nearly 
all  of  my  patients  did  much  better  on  the 
atropine  treatment.  Since  that  time  nearly  all 
have  done  much  better  on  the  barbiturates. 
In  this  connection  it  is  interesting  to  recall, 
as  stated  before,  that  prior  to  1933  projectile 
vomiting  was  the  most  common  and  most  out- 
standing symptom,  and  that  since  that  time  it 


has  been  quite  unimportant  and  almost  rare. 

In  cases  with  troublesome  vomiting,  thick 
cereal  feeding  is  often  a valuable  aid  in  treat- 
ment. 

Should  this  condition  continue  to  increase 
for  the  next  20  years  as  it  has  in  the  last  20 
years,  one  wonders  what  will  be  the  effect 
upon  the  human  race. 

There  is  of  course  a great  mass  of  details 
of  study,  differentiation,  treatment  et  cetera, 
which  is  beyond  the  scope  of  this  paper. 

Summary:  Pvlorospasm  is  presented  as 

one  of  a group  of  symptoms  of  a general 
hypertonic  condition,  and  not  as  a disease 
entity. 

Hypertonicity  is  one  of  the  most  common 
ailments  of  infancy. 

Hypertonicity  is  increasing  more  rapidly 
than  any  other  infant  malady. 

Hypertonicity  is  overlooked  more  often 
than  any  other  infant  ailment. 

The  diagnosis  of  hypertonicity  is  easy. 

The  treatment  and  cure  of  hypertonicity 
are  also  easy. 

The  relief  of  hypertonicity  will  solve  more 
pediatric  problems  than  any  other  one  thing. 

The  symptoms  of  hypertonicity  are  an 
ever  changing  picture  which  must  be  met  by 
c6rresponding  changes  in  treatment. 

No  satisfactory  explanation  of  the  rapid  in- 
crease in  the  incidence  of  hypertonicity  is,  as 
yet,  available. 

A follow  up  study  of  these  cases  remains 
to  be  made  later,  and  offers  an  interesting 
field  for  investigation. 


PASTEUR 

Louis  Pasteur  may  justly  be  called  the  greatest 
of  the  microbe  hunters.  Adolph  Beilin  expresses 
this  opinion  in  his  brief  biographic  sketch  of  the 
great  scientist,  which  appears  in  the  May  Hygeia. 

In  1860,  Pasteur’s  discovery  that  alcoholic  fer- 
mentation and  the  souring  of  milk  were  not  chem- 
ical reactions  but  were  due  to  microscopic  organ- 
isms founded  the  science  of  bacteriology.  From  his 
growing  knowledge  of  microbe  action  he  was  led 
to  the  production  of  vaccines  for  the  prevention  and 
cure  of  diseases.  This  was  his  supreme  service  to 
humanity. 
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HYPOGLYCEMIA 


By  Paul  L.  Dent,  M.  D. 
Point  Pleasant , W.  V a. 


classification  of  the  diseases  of  the 
A ductless  glands  has  hinged  upon  the 
recognition  of  the  hypo  and  hyper  function. 

Grave’s  disease  represents  an  excessive 
secretion  of  thyroxin,  the  thyroid  hormone, 
while  myxedema,  the  antithesis  represents  a 
deficiency  in  thyroid  activity.  The  clinical 
syndromes  of  hyper  and  hypo  functions  are 
rapidly  becoming  classified  for  each  of  the 
glands  of  internal  secretion.  Although  the  re- 
lationship of  diabetes  mellitus  to  disturbances 
of  the  pancreatic  hormone  was  postulated  by 
Opie  long  before  insulin  was  isolated,  its 
exact  status  as  a hypo  functional  condition  of 
the  pancreatic  hormone  depended  on  the  re- 
lief of  diabetes  by  the  replacement  therapy 
with  this  hormone. 

The  clinical  use  of  insulin  ultimately  shed 
light  on  the  effect  of  overdoses  and  thus  led 
to  the  recognition  of  hyperinsulinism. 

The  similarity  of  the  symptoms  of  low 
blood  sugar  resulting  from  overdoses  of  in- 
sulin to  the  syndrome  presented  by  a group 
of  asthenic  patients,  led  Harris  to  investigate 
the  blood  sugar  contents  of  these  patients  at 
various  hours  of  the  day.  The  results  of  his 
experiments  are  well  known,  and  the  feeling 
of  emotional  instability,  weakness  and  tremor 
has  been  explained  by  the  lowered  blood 
sugar. 

Thus  was  recognized  the  new  clinical  entity 
of  hypoglycemia.  It  is  the  usual  assumption 
that  hypoglycemia  results  only  from  hyper- 
insulinism. 

Since  the  pancreas  is  a hormonopoeitic 
organ  it  seems  reasonable  that  it  could  not 
only  have  an  insufficient  production  of  in- 
sulin from  the  islets  of  Langerhans,  but  also 
an  excessive  insulin  output  resulting  in  the 
clinical  picture  of  hypoglycemia  . In  addition 


to  hyperinsulinism  there  are  many  other 
factors  which  may  be  responsible  for  a hypo- 
glycemia. 

When  food  is  being  digested,  a small 
amount  of  sugar  is  taken  directly  into  the 
blood  stream  but  the  chief  source  of  blood 
sugar  is  from  the  stored  glycogen  in  the  liver. 
The  downward  regulating  mechanism  con- 
sists of  several  factors  among  which  are  the 
food  intake,  exercise  and  the  activity  of  the 
islets  of  Langerhans. 

The  production  of  hypoglycemia  theoreti- 
cally must  depend  on  either  the  failure  of 
the  liver  to  liberate  glucose  or  hyper  secre- 
tion of  insulin  from  the  islets. 

It  has  been  estimated  that  about  80  per 
cent  of  the  liver  may  be  destroyed  without 
altering  its  glycogenic  function,  but  ligation 
of  the  blood  vessels  to  and  from  the  liver 
will  cause  a disappearance  of  sugar  from  the 
blood  in  one  hour,  as  proven  by  Brock  and 
Hoffman  in  1 847. 

Some  of  the  etiological  factors  concerned 
in  the  production  of  spontaneous  hypogly- 
cemia are  as  follows: 

1.  Hyperfunction  of  the  islets  of  Lan- 
gerhan,  diffuse  hypertrophy,  carcinoma,  and 
simple  adenoma  involving  the  islets. 

2.  In  late  diabetes  mellitus. 

3.  Glandular  disturbances. 

(a)  Hyper  secretion  of  the  superenal 
glands. 

(b)  Dysfunction  of  the  pituitary  gland. 

4.  Hepatic. 

5.  Renal  diabetes. 

6.  Starvation. 

7.  Poison. 

Harris  in  1 924  arrived  at  the  conclusion 
that  hyperfunction  of  the  islets  would  give 
the  same  symptoms  as  produced  by  an  over- 
dose of  insulin.  He  reported  five  cases  of 
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this  origin;  no  pathological  studies  were 
made. 

In  1926  Gray  and  Feemaster  proved  that 
hypertrophy  of  the  islets  could  cause  hypo- 
glycemia. A child  born  of  a diabetic  mother 
died  of  hypoglycemic  shock.  The  hyper- 
trophy of  the  islets  in  the  child’s  pancreas 
was  considered  the  result  of  an  attempt  to 
compensate  for  the  lack  of  insulin  secretion 
of  the  mother. 

There  have  been  cases  of  hypertrophy  of 
the  islets  reported  after  blockage  of  the  pan- 
creatic ducts  from  tumors  of  the  head  of  the 
pancreas.  There  have  also  been  several  cases 
of  hypoglycemia  from  tumors  of  the  islets. 
The  removal  of  a small  carcinoma  involving 
the  islets  was  followed  by  cessation  of  symp- 
toms of  hypoglycemia  in  the  patients  of  How- 
land, Campbell,  Maltby  and  Robinson. 

Benign  tumors  of  the  pancreas  may  also 
cause  hyperinsulinism.  The  death  of  a negro 
due  to  hypoglycemic  attacks  was  described  by 
McClenahan  and  Norris.  Not  all  adenomas 
of  the  pancreas  produce  hypoglycemia. 

A form  of  hypoglycemia  occurring  in  late 
diabetes  untreated  with  insulin  has  been  re- 
ported. Jonas  and  Joslin  have  observed  sev- 
eral such  cases.  They  note  that  this  form 
does  not  respond  to  dextrose  therapy. 

Glandular  Disturbances:  It  has  been 
proven  by  various  men  that  the  amount  of 
sugar  liberated  from  the  liver  following  in- 
jection of  adrenalin  depends  on  the  amount 
of  glycogen  stored  in  the  liver.  It  is  con- 
ceivable that  a prolonged  hyper  secretion  of 
the  suprarenal  glands  might  so  deplete  the 
glycogen  reserve  and  bring  about  a hypo- 
glycemic condition.  Anderson  reports  just 
such  a case  caused  by  a cancer  of  the  supra- 
renal glands.  Anything  that  interferes  with 
the  normal  function  of  the  adrenal  glands 
would  interfere  with  the  formation  and  stor- 
age of  glycogen  in  the  liver.  Addison’s  dis- 
ease is  always  accompanied  by  a low  blood 
sugar.  This  was  first  noticed  by  Parges  in 
1910.  Joslin  in  his  series  of  diabetics  has  not 
had  a case  complicated  with  Addison’s  dis- 
ease. It  is  then  plain  that  any  interference 


with  the  production  and  storage  of  glycogen 
or  the  conversion  of  glycogen  into  glucose, 
occurring  in  the  liver  can  result  in  hypo- 
glycemia. Hyper  secretion  of  adrenalin  may 
deplete  the  glycogen  storage  in  the  liver  to 
such  an  extent  that  hypoglycemia  will  result. 

Dysfunctions  of  the  Pituitary  Glands:  It 
is  thought  that  the  secretion  from  the  pos- 
terior lobe  of  the  pituitary  gland  acts  as  a 
direct  antagonist  to  insulin.  Therefore  hypo- 
function  of  the  posterior  lobe  decreases  the 
amount  of  pituitrin  in  circulation  and  would 
result  in  an  increase  of  insulin.  If  a subcutan- 
eous dose  of  pituitrin  is  given  along  with  in- 
sulin, the  fall  in  blood  sugar  is  greatly  re- 
duced, remains  the  same,  or  sometimes  in- 
creases. 

Hepatic  Hypoglycemia:  This  type  may  be 
produced  by  fatty  degeneration,  tumors  of 
the  liver,  yellow  atrophy  and  cirrhosis.  The 
observations  of  Le  Count  and  Singer  on  alco- 
holic addicts  are  very  interesting.  They  sug- 
gest that  the  sudden  deaths  and  alcoholic  fits 
in  alcoholic  persons  is  due  to  hypoglycemia, 
the  glycogen  storing  capacity  of  the  liver 
being  reduced  by  the  fatty  infiltration  caused 
by  alcohol.  A patient  of  mine,  a man  forty- 
seven  years  of  age  who  is  a heavy  drinker, 
has  frequent  alcoholic  fits.  His  fasting  blood 
sugar  runs  around  sixty-five  milligrams  per 
hundred  cc.  of  blood. 

In  renal  diabetes  many  authors  report  a 
slight  depression  of  blood  sugar.  There  are 
usually  no  symptoms  associated. 

Malnutrition  and  Starvation:  Herman  up 
to  1923  had  eight  diabetic  patients  who  had 
not  received  insulin  but  who  developed  hypo- 
glycemia from  prolonged  undernourishment. 
Joslin  also  cites  several  diabetic  patients  who 
had  not  received  insulin  and  developed  hypo- 
glycemia as  a result  of  inanition. 

Poisons  which  destroy  the  liver  cells  and 
cut  down  the  glycogen  supply,  such  as  chloro- 
form, arsenic,  phosphorous,  and  hydrozin 
will  cause  hypoglycemia. 

There  is  quite  a wide  variation  in  the  clin- 
ical picture  of  persons  suffering  from  hypo- 
glycemia. Some  individuals  can  tolerate  a 
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blood  sugar  of  fifty  milligrams  per  hundred 
cc.  without  symptoms,  while  other  show 
symptoms  if  the  sugar  content  drops  to  eighty 
or  ninety  milligrams.  The  most  important 
complaint  of  the  individual  suffering  from 
low  blood  sugar  is  that  he  tires  very  easily, 
has  excessive  appetite,  weakness,  pallor, 
dizziness,  tremor  and  emotional  instability. 
Frequent  vomiting  is  the  chief  complaint  of 
some.  Various  forms  of  headache,  bilious 
attacks  and  convulsions,  and  occasional  loss 
of  consciousness  for  short  periods  of  time  are 
other  symptoms. 

In  adults,  the  condition  is  most  frequently 
found  in  the  slim,  undernourished,  asthenic 
type  of  individual.  There  is  occasionally  asso- 
ciated with  this  a moderately  lowered  basal 
metabolic  rate  with  no  other  symptom  of 
hypo  secretion  of  the  thyroid.  A patient  of 
mine,  a middle-aged  woman  with  a blood 
sugar  of  seventy  milligrams,  had  a basal 
metabolic  rate  of  minus  twenty-five.  There 
were  no  other  symptoms  of  hypothyroidism 
and  thyroid  medication  did  not  help  her. 

The  treatment  of  hypoglycemia  depends 
to  a great  extent  on  the  etiology.  If  the  con- 
dition is  due  to  small  tumors  involving  the 
islets,  excellent  results  have  been  recorded  in 
some  cases  from  surgical  removal  of  the 
tumor.  Portions  of  the  pancreas  have  been 
surgically  removed  for  hyperinsulinism  by 
Holman  and  Railsback,  by  Judd  and  his  col- 
laborators, by  Taylor  and  by  Harris.  Judd, 
Allen  and  Rynearson  have  summarized  their 
experience  at  the  Mayo  Clinic  in  operations 
on  eight  patients  for  supposed  adenoma  of 
the  pancreas.  In  four  of  these  cases  various 
portions  of  the  pancreas  were  removed  be- 
cause of  failure  to  find  a tumor.  The  results 
were  not  so  good.  The  patients  continued  to 
suffer  from  low  blood  sugar.  Graham  and 
Hartmann  reported  successful  results  from 
the  removal  of  eighty  to  ninety  per  cent  of 
the  pancreas  of  a one-year-old  child  suffering 
from  hypoglycemia. 

The  concensus  of  opinion  is  that  most  cases 
of  hypoglycemia  due  to  hypertrophy  of  the 
insulin  producing  cells  of  the  pancreas  re- 


spond better  to  diet  than  other  forms  of  ther- 
apy. 

CASE  REPORT  OF  SPONTANEOUS  HYPOGLYCEMIA 

Chief  Complaint:  Weakness  and  inability  to  re- 

tain food. 

Past  History:  Usual  childhood  diseases.  Began 
occasional  regurgitating  of  food  at  age  of  seventeen 
years.  Has  had  this  trouble  ever  since,  at  times. 
Constipated  all  of  life.  In  1929,  six  years  ago,  the 
patient  began  vomiting.  Her  vomiting  usually  oc- 
curred late  in  the  afternoon  and  followed  regurgita- 
tion of  gastric  contents.  There  was  no  nausea. 
Patient  usually  ate  a hearty  supper  following  the 
attack.  She  lost  about  thirty  pounds  previous  to  this. 
She  consulted  several  physicians  but  obtained  no 
relief.  She  lost  about  twenty  pounds  more  and  be- 
came so  weak  that  she  entered  a hospital  in  1932. 
The  surgeon  diagnosed  her  case  as  cholecystitis  with 
cholelithiasis.  Her  gall-bladder  and  appendix  were 
removed.  Convalescence  was  uneventful  and  there 
was  no  vomiting  for  three  months.  It  then  be- 
came as  bad  as  ever.  She  became  so  bad  that  any 
food  taken  was  vomited  at  once. 

Menstrual  History:  Began  at  sixteen  with  nor- 
mal periods,  and  change  of  life  lasted  one  year 
(1925)  at  age  of  45  years. 

Present  Illness:  I first  saw  the  patient  in  Sept- 
ember, 1934.  At  that  time  she  was  suffering  from 
a severe  chill  which  lasted  for  about  forty-five 
minutes.  I saw  her  again  the  first  of  December, 
1934.  She  was  complaining  of  inability  to  retain 
food  and  marked  weakness. 

Physical  Examination:  White  female,  55  years 
of  age  and  undernourished.  Examination  was  es- 
sentially negative  with  the  exception  of  marked 
emaciation,  dehydration,  dryness  of  skin,  and  weak- 
ness. 

Treatment:  I gave  her  twenty  cc.  of  fifty  per 
cent  dextrose,  intravenously  every  day  for  one 
week,  and  her  vomiting  was  checked.  She  began 
to  eat  and  gained  strength. 

Laboratory  report,  Dec.  26,  1934:  Gastroin- 
testinal series  of  x-ray,  negative;  hemoglobin,  80 
per  cent  ( Sahlie ) ; red  blood  cells,  4,360,000; 
white  blood  cells,  1 1,850;  differential  count  nor- 
mal; fasting  blood  sugar,  72  milligrams  per  100 
cc.  of  blood. 

One-half  hour  after  meals  88  milligrams  per 
100  cc.  of  blood.  The  patient  was  put  on  a high 


June,  1935 


The  West  Virginia  Medical  Journal 


271 


fat  diet  with  one-half  ounce  of  50  per  cent  dextrose 
by  mouth  three  times  a day. 

Laboratory  report,  Feb.  5,  1935:  Fasting  blood 
sugar,  80  milligrams  per  100  cc.  of  blood.  One- 
half  hour  after  meals,  133  milligrams  per  100  cc. 
of  blood. 

The  patient  is  unable  to  discontinue  the  dextrose. 
As  lonsj  as  she  is  taking  it  she  is  able  to  do  her  work 
and  rarely  has  any  vomiting  unless  she  overworks. 
She  has  gained  about  20  pounds  in  weight  since 
beginning  the  dextrose. 
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CONVENTION  TRANSACTIONS 

The  complete  report  of  all  transactions  of 
the  Council  and  House  of  Delegates,  to- 
gether with  all  resolutions,  motions  and  com- 
mittee reports,  appears  in  this  issue  of  the 
Journal.  We  urge  every  member  of  the 
Association  to  read  these  convention  transac- 
tions studiously  and  carefully.  They  are  pub- 
lished that  the  individual  members  may  famil- 
iarize themselves  with  the  Association’s  work. 

The  minutes  of  the  meeting  of  the  House 
of  Delegates  have  been  abstracted  for  pub- 
lication, but  every  action,  every  motion  and 
every  resolution  is  reported  in  its  entirety. 
The  complete  minutes  of  72  typewritten 
pages  are  on  file  at  headquarters  at  Charles- 
ton for  future  reference. 

The  auditor’s  report  of  receipts  and  ex- 
penditures and  the  reports  of  all  special  and 
standing  committees  likewise  appear  in  this 
Journal  issue.  We  further  recommend  to 
you  the  annual  President’s  Address  delivered 
by  Dr.  Walker  at  Wheeling,  which  is  the 
opening  article  on  page  241. 


TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Tuberculosis  of  the  larynx  should  be  re- 
garded not  as  a clinical  entity  but  as  a com- 
plication of  pulmonary  tuberculosis.  This  is 
the  considered  judgment  of  a laryngologist 
supported  by  an  experience  of  twenty  years  in 
his  field.  He  suggests  the  use  of  the  term 
“Jaryngopulmonary”  tuberculosis  as  more 
descriptive  and  fitting.  His  article  in  the 
April  issue  of  the  American  Review  of  Tu- 
berculosis is  based  largely  on  a statistical 
study  of  500  cases.  A -brief  abstract  follows: 

Laryngopulmonar  y Tuberculosis : Tuberculosis 
of  the  larynx  is  usually  secondary  to  pulmonary  tu- 
berculosis. Cases  with  a so-called  primary  laryngeal 
lesion  when  sufficiently  and  properly  investigated 
almost  invariably  reveal  a primary  focus  of  infec- 
tion in  the  lungs.  The  author’s  observation  has 
been  that  laryngeal  tuberculosis  occurs  only  in  cases 
of  pulmonary  tuberculosis  which  at  some  time  in 
the  course  of  the  disease  have  a positive  sputum. 
Laryngeal  tuberculosis  is  highly  improbable  in  cases 
in  which  the  pulmonary  lesion  has  become  definitely 
arrested. 

Diagnosis:  The  diagnosis  of  laryngeal  tuberculo- 
sis is  made  on  the  basis  of  the  usual  objective  patho- 
logical findings  in  the  larynx,  but  only  provided  a 
diagnosis  of  pulmonary  tuberculosis  has  been  estab- 
lished. A laryngologist  should  have  a complete  re- 
port of  the  chest  findings  before  definitely  arriving 
at  a laryngeal  diagnosis.  And  his  examination 
should  not  end  with  the  larynx.  Of  course  tuber- 
culosis patients  may  also  have  non-tuberculous  le- 
sions in  the  larynx. 

Prognosis:  Both  the  (a)  character  and  the  (b) 
extent  of  the  pulmonary  condition  influence  the 
fate  of  the  laryngeal  lesion,  (a)  If  the  pulmonary 
lesion  is  of  a severe  and  rapidly  progressive  type  the 
prognosis  of  the  laryngeal  lesion  is  necessarily  poor 
no  matter  how  slight  it  may  be.  On  the  other 
hand  if  the  pulmonary  lesion  is  of  the  productive 
type  even  severe  laryngeal  lesions  often  heal,  (b) 
The  less  advanced  (pulmonary)  cases  always  pre- 
sent a better  prognosis  than  those  in  the  advanced 
stages. 

Aside  from  the  pulmonary  condition  the  prog- 
nosis in  the  acute  type  of  laryngeal  lesion  should 
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always  be  guarded.  The  acute  lesion  may  become 
peracute  with  rapid  destruction  of  the  tissues  of  the 
larynx  and  with  perichondritis.  When  complicated 
by  tuberculosis  of  the  pharynx,  soft  palate  and  ton- 
sils, as  is  often  the  case,  the  patient  dies  within  a 
few  weeks  from  inanition  and  severe  toxemia. 

The  disease  may  run  a less  severe  course  with 
a slight  tendency  to  fibrosis.  These  patients  usually 
suffer  from  hoarseness  or  aphonia  and  irritation  in 
the  larynx  with  constant  desire  to  expectorate.  If 
dysphagia  occurs  the  prognosis  is  generally  unfav- 
orable. In  subacute  cases  lesions  are  more  amen- 
able to  local  treatment  and  when  other  factors  are 
favorable  the  prognosis  is  good.  The  chronic  type 
is  most  hopeful;  the  voice  may  remain  affected,  but 
the  length  of  the  patient’s  life  is  probably  not  cur- 
tailed. 

Other  factors  influencing  the  prognosis  are  loca- 
tion of  the  lesion,  time  of  diagnosis,  character  and 
promptness  of  treatment,  intercurrent  disease,  and 
the  general  condition  of  the  patient. 

Treatment:  The  treatment  of  laryngeal  tuber- 
culosis is  chiefly  the  treatment  of  the  lung  lesion. 
The  conservatism  which  still  governs  the  treatment 
of  pulmonary  tuberculosis  applies  especially  to  tu- 
berculosis of  the  larynx.  Surgical  procedures  prac- 
ticed on  the  tuberculous  larynx  have  been  almost 
entirely  abandoned.  While  the  scope  of  thoracic 
surgery  is  becoming  wider,  surgery  of  the  larynx  is 
now  being  limited  to  the  exceptional  cases. 

The  treatment  should  be  (1)  preventive;  (2) 
general,  or  indirect;  and  (3)  local,  or  direct. 

( 1 )  Every  patient  with  active  pulmonary  tuber- 
culosis with  a positive  sputum  should  be  considered 
a potential  case  of  laryngeal  tuberculosis.  There- 
fore, every  measure  designed  to  arrest  the  pulmon- 
ary lesion  helps  to  prevent  laryngeal  tuberculosis. 
Collapse  therapy,  the  author  believes,  successfully 
applied  in  carefully  selected  cases,  invariably  pre- 
vents the  occurrence  of  laryngeal  tuberculosis.  In 
5,382  cases  of  pulmonary  tuberculosis  in  which 
collapse  therapy  had  been  employed  in  various  parts 
of  the  United  States,  laryngeal  tuberculosis  devel- 
oped in  only  twelve  cases;  and  in  these  twelve 
cases  the  collapse  was  inadequate  to  arrest  the  dis- 
ease. 

Abnormal  conditions  in  the  upper  air  passages, 
such  as  nasal  obstructions,  inflammatory  conditions 
in  the  nasopharynx,  diseased  tonsils,  should  be  cor- 
rected. Excessive  use  of  tobacco  and  excessive  use 
of  the  voice  will  often  cause  a catarrhal  condition, 
thereby  lowering  the  local  resistance  of  the  larynx. 


(2)  Each  case  should  be  individualized  and  the 
pulmonary  lesion  should  be  given  intensive  study. 
Bed  rest  is  still  our  mainstay,  but  we  now  have  in 
addition  collapse  therapy.  Heretofore,  laryngeal  tu- 
berculosis was  considered  a contraindication  of  col- 
lapse therapy.  The  author  feels  convinced  that  the 
presence  of  laryngeal  tuberculosis  should  never  be 
considered  a contraindication  of  collapse  therapy. 
He  believes  on  the  contrary  that  laryngeal  tuber- 
culosis makes  the  indications  for  this  form  of  treat- 
ment so  much  more  urgent.  No  effort  should  be 
spared  to  build  up  the  resistance  of  the  patient  by 
the  usual  methods. 

(3)  Vocal  rest  is  of  primary  importance  in  the 
local  or  direct  treatment,  especially  if  the  laryngeal 
lesion  is  of  the  acute  or  subacute  type.  Chronic 
lesions  do  not  seem  to  be  harmed  through  the  mod- 
erate use  of  the  voice. 

Cauterization,  the  method  of  choice,  especially 
when  the  lesion  is  localized,  promotes  fibrosis  and 
healing  and  often  relieves  pain.  The  cases  that  are 
suitable  for  cauterization  are  few,  but  a large  pro- 
portion of  them  are  cured.  When  cauterization  is 
insufficient  to  relieve  dysphagia,  nerve  blocking  with 
alcohol  gives  relief  for  several  weeks  or  months. 

Heliotherapy  has  been  reported  successful,  but 
the  evidence  at  hand  is  not  convincing.  Mental 
suggestion  may  account  for  some  good  results.  The 
method  is  not  without  its  dangers  and,  on  the 
whole,  unnecessary  in  a well  ordered  sanatorium. 
Local  medication  is  of  slight  value.  Sprays,  consist- 
ing of  menthol,  oil  of  chaulmoogra,  and  albolene 
will  often  relieve  the  patient  of  discomfort  in  the 
larynx  and  may  be  used  freely  by  the  patient  him- 
self. 

Statistical  Summary:  “A  group  of  500  cases  of 
pulmonary  tuberculosis  was  examined  twenty  years 
ago.  Whereas,  the  incidence  of  laryngeal  tuber- 
culosis in  1914  was  25.6  per  cent,  the  incidence  in 
1934  was  found  to  be  14.6  per  cent. 

“This  pronounced  reduction  in  the  frequency  of 
the  occurrence  of  laryngeal  tuberculosis  can  readily 
be  explained  by  the  improved  methods  of  diagnosis 
and  the  consequent  earlier  application  of  treatment; 
also  by  the  improved  methods  of  treatment.  Where- 
as collapse  therapy  was  not  employed  in  any  of  these 
cases  in  1914,  it  was  employed  in  20  per  cent  of 
the  cases  of  the  present  group.” 

Laryngopulmonary  Tuberculosis,  J u I t u s P - 
Dworetzky,  Am.  Rev.  of  Tuber.,  April,  1935. 
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PROBLEMS  OF  PSYCHIATRY 

Deploring  the  misunderstanding  between  psy- 
chiatrists and  practitioners  of  general  medicine,  Dr. 
C.  F.  Williams,  president  of  the  American  Psychia- 
tric Association  recently  urged  that  the  breach,  al- 
ready grown  narrower,  be  eliminated  entirely  by  a 
better  understanding  by  each  group  of  the  concepts 
and  practices  of  the  other.  In  this  connection  he 
said : 

“The  present  breach  between  psychiatry  and 
general  medicine,  happily  becoming  narrower  every 
year,  has  been  occasioned  by  the  failure  on  the  part 
of  general  medicine  to  take  into  consideration  this 
necessity  of  considering  a human  being  not  only  as 
a biologic  whole  but  also  his  relationship  to  his 
environment.  In  the  psychiatric  field  there  has 
been  developing  a pronounced  reaction  against  the 
cold,  biological  attitude  of  clinical  medicine,  result- 
ing in  a swing  toward  the  hypothetical  approach. 
As  a result  we  observe  today  two  distinct  attitudes, 
the  one  emphasizing  the  laboratory  method,  the 
other  relying  more  upon  observation  and  utilizing 
the  technique  of  the  sociologist.  This  tendency 
among  psychiatrists  to  stress  environmental  factors 
has  perhaps  annoyed  the  clinicians  as  much  as  the 
latter’s  emphasis  upon  chemistry,  physics  and  biol- 
ogy has  irritated  the  psychiatrists.” 

“The  breach  has  been  further  widened  by  the 
exertions  of  well  meaning  but  often  poorly  informed 
individuals  whose  purpose  it  is  to  popularize  and 
promote  the  social  aspects  of  mental  hygiene.  What 
we  need  of  course  is  not  this  army  of  popular  lect- 
urers, cult  ‘professors’  Freudian  biographers  and 
novelists,  but  sound  psychiatric  training  as  a part  of 
medical  education.  The  clinical  physician  must  be 
given  a better  understanding  of  the  importance  of 
emotional  and  environmental  factors  in  health  and 
disease.  At  the  same  time,  we,  as  psychiatrists 
need  to  adopt  more  of  the  conservative,  laboratory 
minded  attitude  of  the  trained  clinician.” 

Dr.  Williams,  who  is  superintendent  of  the  Col- 
umbia S.  C.  State  Hospital,  spoke  on  “Adminis- 
trative Psychiatry”  and  urged  the  association  to 
take  the  leadership  in  formulating  means  to  com- 
bat the  ever-increasing  population  in  hospitals  for 
mental  disease.  He  stated  that  the  time  was  rapidly 
approaching  when  some  substitute  would  have  to 
be  found  for  the  permanent  confinement  of  the 
mentally  ill  in  hospitals.  He  said: 

“Through  the  awakening  of  the  public  con- 
sciousness as  the  result  of  the  advance  in  many 


phases  of  psychiatric  activity  there  is  a growing 
conviction  that  institutional  provision  alone  is  in- 
efficient, unwise  and  uneconomic  method  of  meet- 
ing the  problem  of  mental  illness  and  mental 
health;  that  for  too  long  we  have  been  dealing 
with  end  products  and  have  not  given  adequate 
attention  to  the  supply  at  the  source;  that  to  pro- 
tect ourselves  from  the  ever  increasing  burden,  the 
underlying  causes  of  mental  sickness  must  be 
sought  and  removed;  that  patients  with  mental  ill- 
ness must  he  recognized  early  and  given  adequate 
treatment  so  they  may  be  cured  or  aided  in  their 
adjustments  and  not  become  charges  upon  the  com- 
munity or  state.” 

As  part  of  a definite  program  towards  such  an 
end,  Dr.  Williams  urged  that  “Mental  hospitals 
should  be  more  universally  used  as  teaching  centers 
for  medical  students  and  physicians.” 

“In  recent  years  there  has  been  a general  awak- 
ening on  the  part  of  the  medical  profession  as  to 
the  need  of  psychiatric  training.  * * * It  is  felt  that 
properly  planned  seminars  may  assist  in  meeting 
this  need.” 

Similarly,  he  stated,  the  general  movement  at 
the  present  time  was  to  coordinate  every  branch  of 
medicine  into  a comprehensive  and  integrated 
whole.  With  this  in  mind,  he  advocated  the  estab- 
lishment of  a psvchiatric  service  in  all  general  hos- 
pitals. “At  first”,  Dr.  Williams  said,  “there  might 
be  some  difficulty  about  securing  adequately  trained 
men  to  staff  such  a service,  but  with  the  inclusion 
of  psychiatry  as  a major  aspect  of  medicine  in  the 
curriculum  of  our  medical  schools  such  a difficulty 
would  not  exist  very  long.” 

Dr.  Williams  advocated  definite  concerted  action 
in  any  and  all  preventive  means  available  to  com- 
bat the  rising  tide  of  hospital  admissions.  Specifi- 
cally he  recommended  the  appointment  of  a com- 
mittee on  preventive  psychiatry  “for  the  purpose  of 
brimring  together  all  the  available  information  lead- 
ing  to  scientifically  or  empirically  determined  etio- 
logical factors  and  of  devising  measures  for  dealing 
with  them  more  definitely  and  adequately.  The 
formation  of  such  a committee  would  seem  most 
desirable  at  this  time  and  its  appointment  is  earnest- 
ly recommended.” 

In  conclusion,  Dr.  Williams  urged  that  in  the 
future  programs  of  the  association  more  time  be 
alloted  to  papers  dealing  with  the  broader  aspects 
of  psychiatry  in  relation  to  the  social  order,  which 
has  been  neglected  in  the  past. 
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PRESIDENT’S  PAGE 


I wish  to  take  this  opportunity  to  express  my  deep  appreciation 
to  all  those  who  contributed  to  the  success  of  our  sixty-eighth  annual 
meeting  at  Wheeling  in  May.  From  all  indications  the  Wheeling 
meeting  was  probably  the  finest  and  best  gathering  of  medical  men 
in  the  history  of  our  Association.  It  was  your  meeting,  and  your  in- 
terest and  cooperation  is  what  made  it  a success. 

I wish  to  pay  special  tribute  to  the  members  of  the  Ohio  County 
Medical  Society  for  their  cordial  and  unaffected  hospitality.  The 
doctors  of  Wheeling  and  vicinity  left  no  stone  unturned  in  seeing  to 
it  that  their  visiting  confreres  enjoyed  a pleasant  and  profitable  con- 
vention. 

I also  wish  to  thank  all  of  the  various  association  committees, 
officers,  the  Woman’s  Auxiliary,  and  the  entire  membership  for  the 
fine  spirit  of  harmony  and  understanding  which  prevailed  at  the 
Wheeling  session.  My  greatest  hope  is  that  this  same  spirit  will 
continue  to  be  in  evidence  in  the  years  to  come.  If  we  can  maintain 
the  spirit  of  the  Wheeling  meeting,  we  can  accomplish  much  for  organ- 
ized medicine  in  West  Virginia. 

1 have  no  message  in  this  month’s  page;  it  is  a page  dedicated  to 
the  Wheeling  camaraderie  which  brought  about  the  dose  association 
of  fellowship  and  ideals  which  we  have  needed  for  a long  time.  If 
you  wish  my  message,  let  me  refer  you  to  my  Presidential  Address 
which  the  Journal  has  been  kind  enough  to  publish  on  page  241  of 
this  issue. 

To  Dr.  Charles  G.  Morgan,  our  President-elect,  I extend  hearty 
congratulations  and  my  best  wishes  for  a successful  administration. 


President 
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NEW  OFFICIAL  FAMILY 

Di  *.  Charles  G.  Morgan,  Moundsville,  is 
the  new  President-elect  of  the  West  Virginia 
State  Medical  Association.  He  was  unani- 
mously elected  by  the  House  of  Delegates  at 
the  Wheeling  meeting  and  will  take  over  the 
duties  of  his  office  next  January  first.  Dr. 
Morgan  is  a past  president  of  the  Marshall 
County  Medical  Society,  served  for  many 
years  on  the  Council  of  the  association  and  is 
wrell  qualified  by  training  and  experience  to 
carry  the  responsibility  which  has  been  placed 
upon  his  shoulders. 

To  our  President-elect,  the  Journal 
washes  to  express  its  best  washes  for  a success- 
ful administration.  To  our  present  President, 
Dr.  R.  H.  Walker,  wre  wash  to  extend  our 
congratulations  for  the  progress  of  organized 
medicine  in  West  Virginia  under  his  guid- 
ance. \\  e feel  that  the  association  acted  wase- 
ly  in  selecting  Dr.  Morgan  to  carry  on  the 
record  of  achievement  of  the  present  admin- 
istration. 

Other  officers  elected  at  the  Wheeling 
meeting  include  Dr.  Ivan  Fawxett,  Wheel- 
ing, first  vice  president ; Dr.  Ward  Wylie, 
Mullens,  second  vice  president,  and  Dr.  T. 
M.  Barber,  treasurer.  New  councillors  are 
Dr.  R.  J.  Reed,  Jr.,  Wheeling;  Dr.  B.  C. 
John,  Morgantowai;  Dr.  James  McClung, 
Richwrood;  Dr.  R.  J.  Wilkinson,  Hunting- 
ton;  Dr.  Fred  E.  Brammer,  Dehue,  and  Dr. 
Ralph  Hogshead,  Montgomery.  Dr.  Howard 
T.  Phillips,  Wheeling,  was  elected  to  suc- 
ceed himself  as  A.  M.  A.  delegate.. 


I he  Wheeling  meeting,  with  441  regis- 
tered members  in  attendance,  was  the  largest 
in  the  history  of  the  Association.  The  pre- 
vious attendance  record  was  set  at  Hunting- 
ton  last  year,  with  405  doctors  in  attendance. 
The  Wheeling  registration  was  almost  40  per 
cent  of  the  entire  membership. 


C.  G.  Morgan,  M.  I).,  Moundsville 

\\  e wrish  to  extend  our  hearty  congratula- 
tions to  the  doctors  of  Ohio  county  for  the 
fine  success  of  the  Wheeling  meeting  and  to 
express  our  appreciation  for  their  wonderful 
hospitality.  We  also  wfish  to  pay  tribute  to 
the  Woman’s  Auxiliary  of  the  Ohio  County 
Medical  Society  for  the  fine  program  and  en- 
tertainment for  the  visiting  doctors’  waves. 


SCIENTIFIC  EDITORIALS 

The  attention  of  the  Journal  Publication 
Committee  has  been  called  to  the  need  and 
demand  for  at  least  one  scientific  editorial  in 
the  Journal  each  month.  In  the  past  the 
Journal  has  used  but  few  scientific  editor- 
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ials.  Now  that  the  request  has  been  received, 
we  wish  to  take  this  opportunity  to  invite  our 
readers  to  contribute  scientific  editorials  for 
prospective  publication  over  the  signature  of 
the  contributor. 

We  particularly  hope  that  the  younger 
members  of  the  Association  will  become  active 
in  the  preparation  of  such  editorials.  If  the 
editorials  are  thoughtfully  and  studiously 
prepared  they  should  be  a real  feature  of  the 
Journal.  We  desire  to  point  out  that  all 
contributions  to  the  Journal  should  be  type- 
written, double  spaced,  and  written  on  only 
one  side  of  the  paper.  Contributions  should 
be  mailed  to  the  Association  headquarters, 
Box  787,  Charleston,  West  Virginia. 


THYMUS  AND  PINEAL  FUNCTIONS 

The  long  moot  questions  of  the  functions 
of  the  thymus  and  pineal  glands  appear  to 
have  been,  in  part  at  least,  answered.  Rown- 
tree,  speaking  before  the  American  College 
of  Physicians,  at  the  recent  meeting  in  Phil- 
adelphia, discussed  the  work  he  and  his  col- 
laborators have  done  with  gland  extracts. 

Using  an  aqueous  thymus  extract  prepared 
from  the  calf,  they  injected  white  rats  intra- 
peritoneally  daily.  These  animals  have  now 
been  carried  twenty-six  months  without  ob- 
vious departure  from  normal.  Their  off- 
spring were  likewise  treated  from  birth  and 
no  changes  appeared.  In  the  third  genera- 
tion, however,  a speeding  up  of  both  growth 
and  development  were  noted  which  increased 
rapidly  in  succeeding  generations  up  to  the 
sixth.  The  work  has  now  been  carried  through 
ten  generations,  and  after  the  sixth  the  rate 
of  acceleration  from  generation  to  generation 
was  much  slowed  up  as  compared  with  that 
noted  before  the  sixth.  At  the  tenth  genera- 
tion the  length  of  the  reproduction  cycle,  that 
is  from  birth  until  the  first  delivery  of  off- 
spring, was  speeded  up  to  approximately  one- 
third  the  length  of  time  in  the  untreated. 

Working  in  a similar  manner  with  pineal 
extract,  changes  were  noted  in  the  first  gen- 


eration of  offspring  which  were  accentuated 
through  the  succeeding  generations.  Growth 
was  slowed  up  markedly,  but  development 
was  speeded  up.  An  asymmetry  of  growth 
and  development  was  also  noted.  Genital  de- 
velopment was  especially  precocious.  These 
observations  confirm  the  clinical  observations. 

Based  on  this  work,  Rowntree  concludes 
that  the  thymus  contains  a principle  which 
accelerates  the  rate  of  both  growth  and  de- 
velopment, and  that  the  pineal  contains  a 
principle  which  retards  growth  and  accent- 
uates development. 


100  PER  CENT  SOCIETIES 

There  are  eight  county  medical  societies  on 
the  Association  roster  with  100  per  cent  mem- 
bership records  in  good  standing.  These  are, 
in  the  order  of  size,  Kanawha,  Monongalia, 
Barbour  - Randolph  - Tucker,  Grant-Hardy- 
Hampshire-Mineral,  Lewis,  Wyoming,  Ma- 
son and  Doddridge. 

Within  the  month  a number  of  other  so- 
cieties are  expected  to  enter  the  1 00  per  cent 
class.  Societies  with  but  one  delinquent  mem- 
ber include  Brooke,  Greenbrier  Valley,  East- 
ern Panhandle,  Parkersburg  Academy, 
Raleigh,  Taylor  and  Tyler- Wetzel. 

The  total  association  delinquent  list  is  now 
79  members.  The  total  membership  of  the 
Association  is  now  1287,  the  largest  member- 
ship we  have  ever  had.  We  urge  all  county 
secretaries  who  have  not  already  done  so  to 
get  in  their  remaining  delinquents. 


COMMUNICATIONS 

To  the  Members  of  the  I Vest  Virginia  State 
Medical  Association: 

Your  Committee  on  Revision  of  the  Constitu- 
tion and  By-Laws  requests  that  any  member  who 
cares  to  submit  suggestions  as  to  changes  in  the 
present  constitution  and  by-laws  do  so.  Please  send 
all  suggestions  to  Mr.  Joe  W.  Savage,  executive 
secretary,  acting  as  secretary  of  the  committee. 

Very  respectfully, 

Walter  E.  Vest,  Chairman. 
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Sixty-Eighth  Annual  Meeting,  West  Virginia  State 
Medical  Association 


COUNCIL  MEETING 

The  Council  of  the  West  Virginia  State  Medical 
Association  met  at  the  McLure  Hotel,  Wheeling, 
at  2:30  o’clock  on  Monday  afternoon  May  6,  1935 
with  Dr.  Roy  Ben  Miller,  chairman,  presiding. 
Those  present  were:  Dr.  Miller,  Dr.  R.  H. 

Walker,  Dr.  T.  M.  Barber,  Dr.  B.  W.  Steele, 
Dr.  B.  S.  Clements,  Dr.  W.  G.  Harper,  Dr.  M. 
T.  Morrison,  Dr.  R.  J.  Reed,  Jr.,  Dr.  E.  P. 
Smith,  Dr.  W.  R.  Goff,  Dr.  R.  M.  Bobbitt,  Dr. 
G.  G.  Irwin,  Dr.  G.  R.  Maxwell,  Dr.  W.  T. 
Gocke,  Dr.  D.  A.  MacGregor  and  Mr.  Joe  W. 
Savage,  executive  secretary.  Visitors  included  Dr. 
fames  R.  Bloss,  Dr.  C.  A.  Ray,  Dr.  W.  E.  Vest, 
I)r.  f.  H.  Anderson  and  Dr.  T.  M.  Hood. 

Minutes  of  the  last  meeting  were  read  and  ap- 
proved. 

The  report  of  the  secretary  was  read  by  Mr. 
Savage  and  accepted.  The  treasurer’s  report,  pre- 
pared by  B.  H.  Puckett,  certified  public  accountant, 
was  presented  by  Dr.  Barber  and  accepted. 

The  report  of  the  Publication  Committee  was 
presented  by  Dr.  Bloss.  On  motion  of  Dr.  Bob- 
bitt the  report  wras  accepted. 

On  motion  of  Dr.  Maxwell,  all  committee  re- 
ports were  referred  to  the  House  of  Delegates  for 
presentation  at  the  evening  meeting.  The  District 
Councillors’  reports  were  dispensed  with  on  motion 
of  Dr.  Irwin,  seconded  by  Dr.  Gocke. 

The  following  doctors  were  presented  on  be- 
half of  their  respective  county  societies  for  honor- 
ary  membership  in  the  State  Association.  Dr.  H. 
K.  Owens,  Dr.  S.  R.  Holroyd,  Dr.  E.  T.  W. 
Hall,  Dr.  D.  W.  Shirkey,  Dr.  J.  S.  Shaffer,  Dr. 
Mark  O.  Fisher,  Dr.  S.  H.  D.  Wise,  and  Dr.  E. 
H.  Douglas. 

Mr.  Savage  reported  that  all  of  these  doctors 
were  eligible  for  honorary  membership  under  the 
terms  and  conditions  of  the  Constitution  and  By- 
Laws  of  the  Association.  On  motion  of  Dr.  Mor- 
rison honorary  membership  was  conferred  upon 
these  doctors. 

Dr.  Walker  reported  on  the  present  status  of 
the  School  of  Medicine  of  West  Virginia  Univer- 


sity. Dr.  Walker  pointed  out  that  the  School  of 
Medicine  had  been  degraded  by  the  A.  M.  A.  and 
that  he  had  been  asked,  as  president  of  the  Associa- 
tion, to  serve  on  a special  committee  appointed  by 
the  University  Board  of  Governors  to  study  the 
situation  and  to  prepare  recommendations  relative 
to  remedying  the  existing  situation.  On  motion  of 
Dr.  Irwin  this  matter  was  referred  to  the  House  of 
Delegates  and  Dr.  Walker  was  authorized  to  ap- 
point a special  committee  to  take  the  matter  up  with 
the  House  of  Delegates. 

A petition  signed  by  eleven  physicians  of  Beck- 
ley,  West  Virginia,  protesting  against  hospital  list 
practice  within  the  city  of  Bcckley  was  brought  up 
for  consideration.  Dr.  Irwin  reported  that  he  had 
made  a special  trip  to  Beckley  in  an  effort  to  get 
matters  adjusted.  He  said  he  had  found  a will- 
ingness on  the  part  of  the  hospitals  to  cooperate 
in  this  matter  but  pointed  out  that  no  complaint 
had  ever  been  registered  with  the  Raleigh  County 
Medical  Society,  which  society  has  jurisdiction  over 
the  city  of  Beckley.  Dr.  Irwin  suggested  that  the 
complaint  be  referred  back  to  the  Raleigh  County 
Society.  He  stated  that  he  felt  sure  the  Raleigh 
County  Society  could  work  out  an  amicable  adjust- 
ment satisfactory  to  all  parties  concerned.  At  least, 
Dr.  Irwin  felt  the  Raleigh  society  should  have  an 
opportunity  to  act  on  the  matter  before  the  Coun- 
cil. There  being  no  objection,  Dr.  Miller  in- 
structed the  secretary  to  present  the  complaint  to 
the  Raleigh  society. 

Under  the  head  of  unfinished  business  the  ques- 
tion of  a separate  charter  for  the  Barbour  County 
Medical  Society  was  brought  up.  This  was  dis- 
cussed at  considerable  length  by  Dr.  Harper,  Dr. 
Maxwell,  Dr.  Miller,  Dr.  Goff  and  Dr.  Gocke. 
It  w'as  reported  that  the  name  of  the  Myers  Drug 
Company  had  been  changed  to  Modern  Drugs  In- 
corporated and  that  a new  certificate  of  incorpora- 
tion had  been  issued  in  that  name.  It  was  further 
pointed  out  that  there  had  been  no  change  in  the 
labels  on  medicinal  products  manufactured  by  the 
company,  but  that  the  new  labels  had  been  ordered 
and  samples  of  the  new  labels  were  presented  to 
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the  Council.  It  was  further  pointed  out  that  the 
names  of  the  doctors  connected  with  the  Myers 
Clinic  at  Philippi  had  been  presented  for  member- 
ship in  the  B-R-T  Society  but  that  the  applications 
had  not  yet  been  acted  upon.  In  view  of  the 
above  Dr.  Goff  moved  that  the  second  district 
councillors  and  the  Council  chairman  continue  their 
observation  and  study  of  the  situation  and  report 
at  the  next  Council  meeting.  This  motion  pre- 
vailed. 

Dr.  Walker  announced  the  appointment  of  a 
special  committee  to  make  recommendations  con- 
cerning the  School  of  Medicine  to  the  House  of 
Delegates.  He  appointed  on  this  committee 
Doctors  MacGregor,  Goff,  Gocke,  Bobbitt,  Bu- 
ford, R.  B.  Bailey  and  A.  H.  Hoge.  The  com- 
mittee was  instructed  to  meet  immediately  after  ad- 
journment of  Council. 

On  motion  of  Dr.  Morrison  the  Publication 
Committee  of  The  West  Virginia  Medical 
Journal  was  retained  for  the  next  ensuing  year. 

On  motion  of  Dr.  Harper,  seconded  by  Dr. 
Goff,  the  salary  of  Mr.  Savage  was  increased  $25 
per  month;  the  increase  to  be  drawn  from  the 
profits  of  The  West  Virginia  Medical  Jour- 
nal. 

Dr.  Irwin  brought  up  the  question  of  importing 
out  of  state  speakers  for  the  sectional  programs. 
It  was  pointed  out  that  this  was  an  expensive  pro- 
cedure for  the  Association  and  that  the  sectional 
programs  should  be  used  to  train  and  develop  our 
own  talent  in  West  Virginia.  It  was  then  moved  by 
Dr.  Bobbitt  and  seconded  by  Dr.  Smith  to  recom- 
mend to  the  Program  Committee  that  the  Council 
considered  it  a matter  of  good  policy  to  limit  sec- 
tional programs  entirely  to  members  of  the  Associa- 
tion. This  motion  prevailed. 

A letter  was  presented  from  Major  Francis 
Turner,  director  of  the  State  Department  of  Public 
Welfare,  requesting  an  advisory  committee  to  con- 
fer with  his  department  on  all  matters  concerning 
medical  practice  within  the  state.  It  was  moved  by 
Dr.  MacGregor  and  variously  seconded  that  the 
present  ERA  Advisory  Committee  consider  this  re- 
quest in  conjunction  with  the  president  and  secre- 
tary of  the  Association  and  that  an  advisory  com- 
mittee for  the  Department  of  Public  Welfare  be 
worked  out.  It  was  understood  that  the  ERA 
Advisory  Committee  would  serve  in  the  same  ca- 
pacity to  the  Department  of  Public  Welfare  if  pos- 
sible. This  motion  carried  unanimously. 

The  question  of  disposing  of  the  Nicholson  house 


was  brought  up  by  Dr.  Gocke.  On  motion  of  Dr. 
Gocke,  variously  seconded  and  carried,  a commit- 
tee composed  of  the  president,  treasurer  and  the 
secretary  of  the  Association  with  two  other  mem- 
bers appointed  by  the  president,  was  given  power 
to  act  in  this  regard. 

The  resignation  of  Mr.  R.  G.  Kelly,  the  Asso- 
ciation’s attorney,  was  accepted  with  regret.  On 
motion  of  Dr.  Walker,  seconded  by  Dr.  Irwin, 
Mr.  Ben  Moore  of  Charleston  was  named  as  Asso- 
ciation attorney. 

On  motion  of  Dr.  Gocke,  seconded  by  Dr.  Max- 
well, the  Council  v/ent  on  record  recommending 
that  the  federal  government  cooperate  with  the 
George  Washington  Foundation  at  Berkeley 
Springs  in  furthering  the  aims  and  objectives  of  the 
Foundation. 

On  motion  of  Dr.  Gocke,  seconded  by  Dr. 
Irwin,  the  secretary  was  given  power  to  act  in 
compiling  new  membership  record  forms  for  the 
Association  and  for  all  of  the  component  county 
medical  societies. 

A question  of  unwarranted  competition  on  the 
part  of  various  state  hospitals  and  institutions  with 
duly  established  private  hospitals  was  variously  dis- 
cussed. It  was  pointed  out  that  surgical  operations 
were  being  done  on  private  patients  at  some  of  the 
insane  hospitals,  that  a general  hospital  was  being 
proposed  in  connection  with  Hopemont  Sanitarium 
and  that  various  out-patient  clinics  w'ere  being  pro- 
posed for  other  state  institutions.  Following  this 
discussion  a committee  consisting  of  Dr.  Goff,  Dr. 
Harper  and  Dr.  Maxwell  was  appointed  to  draw 
up  resolutions  to  present  to  the  House  of  Delegates 
in  opposition  to  the  unwarranted  competition  above 
mentioned. 

T here  being  no  further  business  to  come  before 
the  Council  the  meeting  adjourned  at  4:55  p.  m. 

Joe  W.  Savage, 

Executive  Secretary. 


HOUSE  OF  DELEGATES 

May  6,  1935 

T he  House  of  Delegates  of  the  West  Virginia 
State  Medical  Association  met  in  the  auditorium  of 
the  McLure  Hotel,  Wheeling,  on  the  evening  of 
May  6,  1935  and  the  meeting  was  called  to  order 
by  Dr.  R.  H.  Walker,  president,  at  8 o’clock,  hol- 
lowing roll  call,  the  minutes  of  the  previous  meet- 
ing were  approved. 
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The  following  reports  (published  in  the  conven- 
tion transactions  in  this  issue  of  the  Journal) 
were  then  presented  and  accepted : 

Report  of  the  Executive  Secretary  by  Mr.  Sav- 
age. 

Report  of  the  Treasurer  by  I)r.  T.  M.  Barber. 

Report  of  the  Committee  on  Necrology  by  Dr. 
W.  E.  Vest. 

Report  of  the  Committee  on  Public  Policy  and 
Legislation,  read  by  Mr.  Savage  on  behalf  of  Dr. 
M.  L.  Dillon,  chairman. 

Report  of  the  Committee  on  Medical  Relief  by 
Dr.  B.  H.  Swint. 

Report  of  the  Committee  on  Publication  by  Dr. 
J.  R.  Bloss. 

Report  of  the  Committee  on  Scientific  Work  by 
Dr.  R.  K.  Buford. 

Report  of  the  Founder’s  Monument  Committee 
by  Dr.  Vest  and  Dr.  T.  M.  Hood.  On  motion  of 
Dr.  C.  A.  Ray,  the  House  of  Delegates  voted  un- 
animously to  defray  the  necessary  expense  incident 
to  completing  the  Founder’s  Monument  at  Rives- 
ville. 

Report  of  the  Committee  on  Public  Health  by 
Dr.  Robert  Hood. 

The  following  resolution  was  then  presented  by 
Dr.  J.  R.  Bloss  and  unanimously  carried: 

Whereas,  the  National  Committee  on  Mater- 
nal Welfare  has  asked  that  a State  Committee  on 
Maternal  Welfare  be  appointed  in  West  Virginia; 
and 

Whereas,  the  West  Virginia  State  Medical 
Association  has  been  invited  to  select  the  personnel 
for  such  committee;  and 

Whereas,  great  need  exists  within  West  Vir- 
ginia for  properly  organized  and  properly  directed 
maternal  welfare  work;  and 

Whereas,  not  only  maternal  welfare  work  but 
all  like  efforts  affecting  health  matters  should  be 
guided  and  directed  by  the  organized  medical  pro- 
fession ; 

Therefore , he  it  Resolved,  that  the  West  Vir- 
ginia State  Medical  Association,  through  its  House 
of  Delegates,  accept  the  invitation  of  the  National 
Committee  on  Maternal  Welfare  to  select  a State 
Committee  on  Maternal  Welfare;  and 

Be  it  Further  Resolved  that  such  committee  shall 
consist  of  a State  Chairman  appointed  by  the  Presi- 
dent and  six  members,  one  from  each  councillor 
district,  to  be  elected  by  the  House  of  Delegates; 
and 


Be  it  Further  Resolved,  that  a District  Maternal 
Welfare  Committee  of  three  members  be-  author- 
ized for  each  councillor  district  to  be  constituted  as 
follows:  The  member  of  the  State  Committee  shall 
be  chairman  of  this  District  Committee  and  he  shall 
be  empowered  to  appoint  the  other  two  members 
from  the  organized  medical  profession  within  his 
district,  due  regard  being  had  for  the  geographical 
distribution  of  both  the  population  and  the  profes- 
sion. 

Dr.  J.  L.  Blanton  then  introduced  the  follow- 
ing resolution  which  was  unanimously  carried: 

W hereas,  the  National  Committee  on  Child 
Welfare  has  asked  that  a State  Committee  on  Child 
Welfare  be  appointed  in  West  Virginia;  and 
W hereas,  the  West  Virginia  State  Medical 
Association  has  been  invited  to  select  the  personnel 
for  such  committee;  and 

Whereas,  great  need  exists  within  West  Vir- 
ginia for  properly  organized  and  properly  directed 
child  welfare  work;  and 

W hereas,  not  only  child  welfare  work  but  all 
like  efforts  affecting  health  matters  should  be  guided 
and  directed  by  the  organized  medical  profession; 

Therefore,  be  it  Resolved,  that  the  West  Vir- 
ginia State  Medical  Association,  through  its  House 
of  Delegates,  accept  the  invitation  of  the  National 
Committee  on  Child  Welfare  to  select  a State  Com- 
mittee on  Child  Welfare;  and 

Be  it  Further  Resolved,  that  such  committee 
shall  consist  of  a State  Chairman  appointed  by  the 
President  and  six  members,  one  from  each  coun- 
cillor district,  to  be  elected  by  the  House  of  Dele- 
gates, and 

Be  it  Further  Resolved,  that  a District  Child 
Welfare  Committee  of  three  members  be  author- 
ized for  each  councillor  district  to  be  constituted  as 
follows:  The  member  of  the  State  Committee 

shall  be  Chairman  of  this  District  Committee  and 
he  shall  be  empowered  to  appoint  the  other  two 
members  from  the  organized  medical  profession 
within  his  district,  due  regard  being  had  for  the 
geographical  distribution  of  both  the  population  and 
the  profession. 

On  motion  of  Dr.  A.  H.  Hoge,  duly  carried, 
the  president  of  the  Association  was  authorized  to 
appoint  a committee  of  three  members  from  the 
House  of  Delegates  to  consider  the  advisability  of 
adopting  the  new  congressional  districts  for  the 
election  of  our  District  Councillors,  or  to  continue 
to  select  our  District  Councillors  according  to  the 
old  congressional  districts;  the  aforesaid  committee 
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to  report  its  recommendation  to  the  House  of  Dele- 
gates at  the  1936  meeting. 

o o 

On  motion  of  Dr.  Vest,  the  following  resolu- 
tion was  presented: 

Whereas,  there  has  recently  been  much  discus- 
sion as  to  the  exact  meaning  of  certain  portions  of 
the  Constitution  and  By-Laws  of  the  West  Vir- 
ginia State  Medical  Association,  and 

Whereas,  careful  study  demonstrates  a question 
as  to  the  exact  intent  of  such  portions  of  the  Con- 
stitution and  By-Laws,  therefore  be  it. 

Resolved,  by  the  House  of  Delegates  of  the 
West  Virginia  State  Medical  Association  that  a 
committee  of  three  be  elected  at  this  meeting  to  re- 
vise the  Constitution  and  By-Laws  and  present  its 
report  to  the  House  of  Delegates  at  the  annual 
meeting  in  1936. 

Dr.  Vest  moved  the  adoption  of  the  resolution. 
This  was  seconded  by  Dr.  Bloss  and  the  resolution 
carried. 

Following  the  adoption  of  the  resolution,  Dr. 
Vest  was  elected  as  chairman  of  the  Committee, 
with  Dr.  R.  K.  Buford  and  Dr.  A.  H.  Hoge  as 
the  other  two  members. 

On  motion  of  Dr.  Buford,  the  House  of  Dele- 
gates went  on  record  approving  the  George  Wash- 
ington Foundation  at  Berkeley  Springs. 

The  following  resolution  was  presented  by  Dr. 
Russell  Wolfe: 

Be  it  Hereby  Resolved,  that  the  following  addi- 
tion be  made  to  the  Medical  Practice  Act  of  West 
Virginia:  “Using  any  other  title  than  optician  or 

optometrist  to  indicate  that  one  is  engaged  in  the 
business  of  refracting  or  fitting  glasses  to  the  human 
eye  shall  be  construed  as  violating  the  Medical  Prac- 
tice Act  of  West  Virginia.”  Dr.  Wolfe  moved  the 
adoption  of  the  resolution,  which  motion  was 
seconded  by  B.  F.  Harden  and  carried. 

There  bein<r  no  further  business  to  come  before 
the  House  of  Delegates,  the  meeting  adjourned  at 
9:30  o’clock. 


May  7,  1935 

The  House  of  Delegates  convened  in  the  audi- 
torium of  the  McLurc  Hotel,  Wheeling,  at  9:20 
o’clock  p.  m.,  with  Dr.  R.  H.  Walker,  president, 
presiding.  The  first  order  of  business  was  the  elec- 
tion of  officers,  and  the  following  were  elected: 
President,  Dr.  Charles  G.  Morgan,  Mounds- 
ville. 


First  Vice  President,  Dr.  Ivan  Fawcett,  Wheel- 
ing. 

Second  Vice  President,  Dr.  Ward  Wylie,  Mul- 
lens. 

Treasurer,  Dr.  T.  M.  Barber,  Charleston. 

First  District  Councillor,  Dr.  Robert  J.  Reed, 
Jr.,  Wheeling. 

Second  District  Councillor,  Dr.  B.  C.  John, 
Morgantown. 

Third  District  Councillor,  Dr.  James  McClung, 
Richwood. 

Fourth  District  Councillor,  Dr.  R.  J.  Wilkin- 
son, Huntington. 

Fifth  District  Councillor,  Dr.  Fred  E.  Brammer, 
Dehue. 

Sixth  District  Councillor,  Dr.  Ralph  Hogshead, 
Montgomery. 

Chairman,  Scientific  Committee,  Dr.  Ivan  Faw- 
cett, Wheeling. 

Members,  Scientific  Committee,  Dr.  Walter  C. 
Swann,  Huntington,  and  Dr.  T.  G.  Reed,  Char- 
leston. 

Member,  Committee  on  Professional  Relations, 
Dr.  C.  C.  Romine,  Morgantown. 

Committee  on  Medical  Education,  Dr.  W.  S. 
Fulton,  Wheeling,  chairman;  Dr.  C.  B.  Wylie, 
Morgantown,  and  Dr.  B.  S.  Brake,  Clarksburg. 

Committee  on  Necrology,  Dr.  W.  E.  Vest, 
Huntington,  chairman. 

A.  M.  A.  Delegate,  (1936-37)  Dr.  Howard  T. 
Phillips,  Wheeling. 

Alternate  A.  M.  A.  Delegate  (1936-37)  Dr. 
Ivan  T.  Fawcett,  Wheeling. 

Committee  on  Maternal  Welfare: 

First  District — Dr.  M.  B.  Williams,  Wheeling. 

Second  District — Dr.  E.  F.  Heiskell,  Morgan- 
town. 

Third  District — Dr.  J.  F.  Williams,  Clarks- 
burg. 

Fourth  District — Dr.  E.  J.  Humphrey,  Hunt- 
ington. 

Fifth  District — Dr.  H.  G.  Steele,  Bluefield. 

Sixth  District — Dr.  W.  E.  Hoffman,  Charleston. 

Committee  on  Child  Welfare: 

First  District — Dr.  Russell  Bond,  Wheeling. 

Second  District — Dr.  Carl  Johnson,  Morgan- 
town. 

Third  District — Dr.  R.  C.  Hood,  Clarksburg. 

Fourth  District — Dr.  Raymond  Sloan,  Hunting- 
ton. 

Fifth  District — Dr.  H.  R.  Connell,  Bluefield. 

Sixth  District — Dr.  A.  A.  Shawkey,  Charleston. 
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Convention  city  for  1936:  Fairmont. 

Dr.  Welch  England,  Parkersburg,  then  made 
the  following  report  on  behalf  of  the  Committee  on 
the  President’s  Address: 

Your  committee  appointed  by  Vice  President 
Strange  to  report  on  the  annual  address  of  Presi- 
dent Walker  wishes  to  submit  the  following: 

We  have  carefully  gone  over  the  address  of 
President  Walker  and  take  this  opportunity  to  com- 
mend him  upon  his  splendid  and  careful  study  of 
medical  economics  in  this  state. 

We  especially  commend  l)r.  Walker  for  the  ac- 
complishments during  the  recent  legislature  and  for 
his  plea  for  the  protection  of  the  private  physicians 
against  the  corporate  practice  of  medicine. 

We  approve  most  heartily  of  Dr.  Walker’s 
recommendation  that  we  should  make  more  use  of 
the  Woman’s  Auxiliary  and  aid  the  Auxiliary  in 
widening  the  scope  of  its  influence. 

We  urge  every  member  of  this  Association  to 
read  again  the  warning  of  our  president  against  the 
prospect  of  compulsory  health  insurance  and  his  ad- 
vice in  how  health  insurance  can  be  avoided. 

We  find  the  address  of  our  president  to  be  a 
most  earnest  and  sincere  study  of  economic  condi- 
tions in  West  Virginia.  It  is  apparent  that  Dr. 
Walker  put  in  much  thought  and  hard  work  in 
order  to  present  a clear  picture  of  our  situation. 

As  to  the  appointment  of  a full-time  physician  to 
instruct  and  work  with  our  secretary,  the  commit- 
tee representing  the  younger  group  on  whose 
shoulders  the  responsibility  of  the  Association  will 
eventually  fall,  feel  that  they  are  too  young  either 
to  reject  or  approve  that  recommendation.  We 
feel  that  that  should  be  passed  on  to  the  Council 
and  to  that  unofficial,  nebulous,  yet  revered  body, 
the  old  vanguard  of  the  medical  society. 

We  commend  the  President’s  Address  to  the 
members  of  the  "West  Virginia  State  Medical  Asso- 
ciation for  their  earnest  consideration. 

This  report  was  accepted  on  motion  of  Dr. 
Gocke,  variously  seconded. 

Dr.  Robert  C.  Hood  presented  the  following 
resolution : 

Be  it  Resolved,  that  the  President  of  the  West 
Virginia  State  Medical  Association  on  recommenda- 
tion of  its  Committee  on  Maternal  Welfare  and 
Committee  on  Child  Welfare,  be  authorized  to  ap- 
point one  or  more  extension  workers  at  no  expense 
to  the  Association,  to  provide  such  postgraduate  in- 
struction, extension  service,  etc.,  as  may  be  desired 
by  the  Association  or  its  Committees  on  Maternal 


Welfare  and  Child  Welfare.  The  object  of  this 
resolution  is  to  assist  the  practicing  physicians  of 
West  Virginia  to  carry  on  better  maternal  welfare 
and  child  welfare  services  through  instructional  and 
cooperative  assistance  under  the  direction  of  the 
Association  and  its  representative  committees. 

The  resolution  was  presented  on  behalf  of  Dr. 
J.  R.  Bloss,  secretary-treasurer  of  the  West  Vir- 
ginia Obstetrical  Society,  and  Dr.  John  T.  Thorn- 
ton, chairman  of  the  Pediatric  Section.  Dr.  Gocke 
moved  the  adoption  of  the  resolution,  which  motion 
was  seconded  by  Drs.  Goff  and  Amick  and  carried. 

Dr.  D.  A.  MacGregor,  on  behalf  of  a special 
Council  committee  to  make  recommendations  rela- 
tive to  the  school  of  medicine  of  West  Virginia  Uni- 
versity, offered  the  following  resolution: 

Whereas,  West  Virginia  University  has  main- 
tained for  more  than  thirty  years,  a School  of  Medi- 
cine in  which  a two  years’  course  has  been  given; 
and 

Whereas,  in  consequence  of  a recent  survey 
thereof  made  by  a committee  from  the  American 
Medical  Association,  its  Grade  A rating  heretofore 
enjoyed  will  be  lowered  unless  certain  changes  are 
made ; and 

Whereas,  this,  The  West  Virginia  Medical 
Association  believes  that  the  best  interests  of  West 
Virginia  and  its  citizens  will  be  served  by  the  con- 
tinuance of  the  School  of  Medicine  in  such  manner 
and  giving  such  work  as  to  justify  the  continuance 
of  such  Grade  A rating;  and 

Whereas,  it  is  believed  that  the  governing  au- 
thorities of  the  University  will  desire  an  expression 
of  the  attitude  of  this  Association, 

Now,  Therejorc,  be  it  Resolved,  that  this  Asso- 
ciation request  the  governing  bodies  of  West  Vir- 
ginia University  to  obtain  additional  space  and  equip- 
ment for  the  School  of  Medicine  and  to  the  extent 
necessary,  reorganize  and  strengthen  the  teaching 
staff  so  that  more  efficient  work  may  be  done  by 
the  students  therein  to  the  end  that  the  Grade  A 
rating  be  maintained  and  the  students  be  better 
qualified  to  pursue  advanced  work  in  medicine;  and 
Be  it  Further  Resolved,  That  said  governing 
bodies  after  reestablishing  said  School  of  Medicine 
and  its  present  scope  of  work  to  the  Grade  A basis, 
immediately  plan  for  facilities  for  the  students  there- 
in to  complete  the  pursuit  of  two  additional  years’ 
study  of  medicine,  either  by  an  arrangement  with 
an  existing  approved  medical  school  offering  a four 
year  course  of  study,  or  by  extending  the  two  year 
course  now  offered  to  four  years;  and 
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Be  it  Further  Resolvedy  That  copies  of  this  reso- 
lution be  sent  to  His  Excellency,  the  Governor  of 
West  Virginia,  to  the  members  of  the  Board  of 
Governors  of  West  Virginia  University,  and  to  the 
West  Virginia  Board  of  Control,  together  with  ex- 
pressions of  assurance  that  this  Association  will  at 
all  times  cooperate  and  assist  in  carrying  on  the  pro- 
gram herein  recommended. 

Dr.  Bloss  moved  the  adoption  of  the  resolution 
which  was  seconded  by  Dr.  Henry  and  carried. 

On  motion  of  Dr.  Bloss,  the  Founder’s  Monu- 
ment Committee  which  arranged  the  building  of 
the  monument  at  Rivesville  was  given  direction  and 
supervision  of  the  unveiling  ceremonies. 

Dr.  William  R.  Goff,  acting  on  behalf  of  a spe- 
cial Council  committee  appointed  for  the  purpose, 
introduced  the  following  resolution: 

Whereas,  The  West  Virginia  State  Medical 
Association  in  session  at  Wheeling  believes  that  the 
general  hospitals  in  the  state  are  adequate  for  the 
care  of  patients,  and, 

Whereas,  The  physicians  in  private  practice  and 
laboratories  available  are  competent  to  make  proper 
diagnosis,  and, 

Whereas,  This  Association  heartily  approves  the 
efforts  being  made  to  increase  the  bed  capacity  of 
hospitals  for  insane  and  tubercular  patients  and  fur- 
ther wishes  to  reaffirm  its  promises  of  the  past  in 
that  members  of  our  Association  stand  ready  at  all 
times  to  assist  the  staffs  in  the  various  state  institu- 
tions in  any  way  possible; 

Therefore  he  it  Resolved , That  this  Association 
disapproves  the  establishment  of  general  hospitals 
and  out  patient  clinics  in  connection  with  our  state 
hospitals  in  competition  with  the  existing  general 
hospitals  and  physicians  in  private  practice,  and 

Be  it  Further  Resolved , That  any  expenditures 
contemplated  should  be  made  to  increase  the  bed 
capacity  and  efficiency  of  our  hospitals  for  the  in- 
sane and  tubercular  patients. 

The  motion  was  seconded  by  Dr.  Gocke  and 
Dr.  Buford  and  carried. 

On  behalf  of  the  delegates  from  Monongalia 
county,  Dr.  B.  C.  John  presented  the  following 
resolution : 

We,  the  delegates  representing  Monongalia 
county  before  this  Association  have  been  instructed 
to  present  the  following  resolution  for  consideration 
and  approval: 

Whereas,  it  has  come  to  our  attention  that  cer- 
tain claims  are  given  preference  over  claims  for 


medical  services  in  the  settlement  of  estates  and, 

Whereas,  There  are  certain  limitations  placed 
on  medical  claims  which  do  not  apply  to  certain 
other  claims, 

Be  it  Resolved , By  this  House  of  Delegates  that 
they  approve  of  changes  by  the  state  legislation  of 
these  acts,  so  that  claims  for  medical  or  surgical 
services  shall  be  given  the  same  consideration  that 
are  given  any  other  preferred  claims. 

Therefore , We  request  that  this  resolution  be  ap- 
proved and  that  it  be  referred  to  the  Committee  on 
Legislation  with  instructions  for  them  to  follow  the 
proper  procedure  in  attempting  to  have  these 
changes  made  legal. 

Dr.  A.  E.  Amick  moved  the  adoption  of  the 
resolution,  which  was  seconded  by  Dr.  P.  A.  Haley 
and  carried. 

There  being  no  further  business,  the  meeting  ad- 
journed on  motion  of  Dr.  C.  O.  Henry  at  1 1 
o’clock. 


REPORT  OF  SECRETARY 

This  report  will  deal  chiefly  with  membership 
and  finance.  You  will  shortly  hear  the  reports  of 
the  Journal  Publication  Committee,  the  Committee 
on  Legislation,  the  Committee  on  Scientific  Work, 
the  State  Committee  on  Medical  Relief  and  various 
other  groups  and  committees  of  this  association.  I 
have  played  some  part  in  the  work  of  all  these 
committees  and  groups.  They  will  report  at  some 
length  upon  their  activities  and  it  would  be  some- 
what unbecoming  in  me  to  cover  the  same  ground 
with  additional  detail.  These  committee  reports 
will  largely  cover  the  objectives,  policies  and  ac- 
complishments of  organized  medicine  in  West  Vir- 
ginia during  the  past  year.  Hence  my  own  report 
will  be  short  and  to  the  point. 

At  the  Huntington  meeting  last  year  the  Coun- 
cil authorized  the  outright  purchase  of  the  Nichol- 
son house  in  Charleston.  Prior  to  the  Huntington 
meeting  the  Nicholson  house  was  carried  on  bor- 
rowed money  and  secured  by  a note  signed  by  half 
a dozen  loyal  and  influential  members  of  the  asso- 
ciation. On  this  note  we  were  paying  six  per  cent 
interest.  Our  own  investments  were  yielding  ap- 
proximately three  and  one-half  per  cent.  It  was 
for  the  purpose  of  securing  the  maximum  return 
on  our  cash  reserve  that  the  house  was  taken  over. 

The  Nicholson  house  was  purchased  and  the  note 
taken  up  last  June  first.  Since  that  time  we  have 
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collected  $490  in  rental.  The  house  was  without 
a tenant  from  October  until  February,  but  is  now 
rented  with  a more  or  less  permanent  tenant  and 
should  yield  $840  per  year  until  it  is  eventually 
sold.  This  should  give  us  a net  yield  of  about  $700 
per  year.  Prior  to  purchasing  the  house,  it  was 
costing  the  association  $810  per  year  interest  on 
the  note,  or  $110  more  than  the  net  yield.  Hence 
it  is  apparent  that  the  purchase  of  the  Nicholson 
residence  was  a good  business  venture,  because  in- 
stead of  costing  the  association  money,  it  is  now 
yielding  an  income  of  better  than  $50  per  month. 

I personally  feel  that  the  association  should  not 
be  in  the  real  estate  business  and  I hope  it  will  be 
the  pleasure  of  this  body  to  dispose  of  the  Nicholson 
house  just  as  soon  as  a satisfactory  price  can  be  ob- 
tained. It  seems  to  me  that  whatever  reserve  this 
association  might  have  should  be  in  negotiable  se- 
curities that  could  be  quickly  and  easily  converted 
into  cash  if  necessary.  I would  like  to  recommend 
that  a price  be  fixed  on  the  Nicholson  house  and 
that  it  be  turned  over  to  a reputable  agent  to  dis- 
pose of. 

The  financial  statement  of  Mr.  Puckett,  certified 
public  accountant,  will  show  that  we  now  have 
$6,203.09  in  cash  on  hand.  To  this  should  be 
added  $450  representing  the  payment  of  dues  of 
45  additional  members  after  the  books  were  turned 
over  to  Mr.  Puckett.  I cite  this  not  for  the  pur- 
pose of  showing  additional  cash  on  hand,  but  as  an 
indication  that  the  membership  status  of  the  asso- 
ciation is  in  better  shape  than  might  appear  in  the 
annual  audit. 

At  the  Huntington  meeting  last  year,  the  total 
membership  of  the  association  was  1086.  The  total 
membership  today  is  1273,  or  an  increase  of  187. 
The  total  income  from  membership  during  the 
past  12  months  was  $10,784.33.  Two  years  ago, 
which  was  one  of  our  worst  years,  the  membership 
income  was  only  $8,463.50.  There  has  been, 
therefore,  a material  increase  in  income  revenue 
since  the  worst  days  of  the  depression.  The  fact 
that  we  have  more  members  today  than  in  any 
year  in  the  association’s  history  is  a strong  indica- 
tion of  the  ever  growing  influence  of  organized 
medicine  in  West  Virginia.  I think  there  has  been 
a general  feeling  that  there  would  be  a sharp  de- 
cline in  membership  in  1935. 

At  the  Huntington  meeting  last  year  we  had 
109  unpaid  members,  most  of  whom  paid  up  and 
were  reinstated  during  the  remainder  of  the  year. 
Today  we  have  110  unpaid  members  which  is  just 


about  the  average  of  last  year.  During  the  remain- 
ing months  of  1935  I feel  that  almost  all  of  these 
unpaid  members  will  come  in.  At  least  that  has 
been  our  experience  in  the  past.  In  any  event,  we 
stand  today  just  about  where  we  were  12  months 
ago,  with  the  exception  that  we  have  187  new 
members  paid  up  and  on  our  records. 

This  is  only  a part  of  the  financial  picture.  The 
remainder  of  this  picture  covers  the  West  Vir- 
ginia Medical  Journal  which  has  just  com- 
pleted the  second  most  successful  financial  year  in 
its  history.  The  Journal  cleared  and  set  aside 
a little  more  than  $1700  during  the  past  year, 
which  is  second  only  to  our  1930  record  when  we 
cleared  $2009.00.  When  we  consider  that  our 
1933-1934  Journal  profit  was  only  $573.52,  we 
can  well  believe  that  we  are  on  the  road  to  re- 
covery. The  past  year’s  unusual  Journal  profit 
was  made  in  spite  of  an  increase  in  the  monthly 
printing  cost,  the  removal  of  all  advertising  matter 
from  the  front  cover,  and  the  use  of  more  illus- 
trations than  in  any  other  similar  period. 

I reported  to  you  at  Huntington  that  we  were 
successful  in  negotiating  a number  of  new  adver- 
tising  contracts  at  the  beginning  of  1934.  The  re- 
sults of  those  new  contracts  are  just  now  beginning 
to  show,  f urther,  we  have  arranged  between  15 
and  20  additional  new  contracts  since  the  Hunt- 
ington meeting  which  should  carry  us  through  the 
next  year  quite  handsomely.  The  Journal  is 
carrying  more  advertising  today  than  ever  before 
and  should  continue  to  prosper. 

As  for  the  routine  services  of  the  association  head- 
quarters, they  have  been  very  much  the  same  as  in 
the  past,  except  that  they  have  increased  to  a con- 
siderable degree.  If  the  detail  work  of  the  associa- 
tion headquarters  continues  to  increase,  the  time 
will  come  eventually  when  either  additional  office 
help  will  be  necessary  or  the  purchase  of  labor- 
saving  office  machinery  will  be  greatly  needed.  The 
only  point  I wish  to  bring  out  in  this  regard  is 
that  the  more  detail  work  there  is  for  my  office  to 
dispose  of,  the  less  time  we  have  to  go  out  over  the 
state  on  missionary  work.  For  the  time  being  I 
think  we  can  get  along  nicely  on  our  present  setup, 
but  this  is  an  indication  of  what  might  be  necessary 
in  the  not  too  distant  future. 

From  the  standpoint  of  actual  results  achieved, 
this  has  perhaps  been  the  most  successful  year  in 
the  history  of  this  organization.  We  were  ex- 
tremely fortunate  in  securing  the  passage  of  the 
compensation  bill  and  other  favorable  legislation  in 
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the  legislature,  we  have  the  largest  membership  we 
have  ever  had,  we  have  shown  an  unusual  and  un- 
expected Journal  profit,  we  have  emerged  from 
an  unsettled  period  of  strife  and  misunderstanding 
with  a united  front,  and  we  have  raised  the  prestige 
and  influence  of  organized  medicine  to  a high  plane 
in  West  Virginia.  It  seems  to  me  that  we  are 
better  fortified  and  better  organized  to  fight  the 
battle  against  sickness  insurance  than  we  have  ever 
been  before. 

In  regard  to  legislation,  I hope  it  will  be  the 
pleasure  of  this  associaiton  to  decide  its  1937  legis- 
lative program  at  some  date  in  the  near  future. 
The  sooner  this  program  is  agreed  upon,  the  sooner 
will  we  be  able  to  begin  our  work.  If  our  legis- 
lative program  calls  for  public  education,  it  is  im- 
portant that  we  have  at  least  a year  in  which  to 
build  up  public  sentiment.  In  any  event,  it  is  al- 
ways of  importance  to  fully  educate  our  own  mem- 
bers in  this  regard  so  that  they  will  know  what  is 
coming,  so  they  can  study  the  subject  and  discuss  it 
intelligently,  and  so  that  objections,  if  there  are  any, 
can  be  ironed  out  within  our  association  before  we 
get  in  the  legislative  halls.  The  chagrin  and  em- 
barrassment incident  to  our  “medical  supervision” 
bill  in  the  recent  session  is  something  which  I hope 
none  of  us  ever  have  to  live  through  again. 

While  on  the  subject  of  the  recent  legislature, 
I want  to  take  this  opportunity  to  pay  a just  tribute 
to  Dr.  Ward  Wylie  of  Mullens,  secretary  of  the 
Wyoming  County  Medical  Society  and  chairman 
of  the  Committee  on  Medicine  and  Sanitation  of 
the  West  Virginia  House  of  Delegates.  In  my 
eight  year’s  of  legislative  work,  I have  never  met 
up  with  a more  loyal  or  more  devoted  sponsor  of 
the  interests  of  this  association.  He  was  ably  assisted 
by  Dr.  J.  A.  Morford  of  Grantsville,  another  ster- 
ling and  dependable  member  of  the  lower  house. 

I would  like  the  Council  to  consider  the  advis- 
ability of  establishing  uniform  membership  records 
for  all  of  the  county  societies  in  the  state,  to  con- 
form to  the  same  records  in  the  headquarters  of 
the  association.  If  the  Council  will  approve  the 
plan  and  give  me  authority  to  work  it  out,  I be- 
lieve we  can  have  standardized  records  in  use  by 
all  the  county  societies  by  the  first  of  the  coming 
year.  It  is  my  opinion  that  the  change  in  the  entire 
record  system  of  the  association  and  the  county 
societies  could  be  worked  on  an  expenditure  of  less 
than  one  hundred  dollars.  Our  present  association 
record  system,  which  has  been  handed  down  over 
a period  of  many  years,  is  still  fairly  efficient.  Some 


of  the  county  records  are  kept  in  a most  efficient 
manner;  the  records  of  other  county  societies  are 
somewhat  haphazard.  By  standardizing  all  the 
records  of  our  members  throughout  the  state,  I be- 
lieve we  could  soon  create  an  extremely  valuable 
set  of  documents  to  be  handed  down  to  our  pos- 
terity. 

In  closing  I wish  to  apologize  for  the  brevity  of 
this  report.  To  outline  the  work  of  the  past  year 
in  all  its  various  aspects  would  require  many  more 
pages  than  you  see  here.  I could  tell  you  at  length 
of  compensation  and  relief  administration  work,  of 
placing  dozens  of  young  physicians  in  permanent 
positions,  of  finding  relief  men  for  our  own  mem- 
bers, of  the  increased  usefulness  and  popularity  of 
the  association  library,  of  the  triumphs  and  heart- 
aches of  the  last  legislative  session,  of  the  county 
society  activities,  of  a hundred  and  one  other  rou- 
tine details  that  come  up  from  day  to  day.  I feel 
that  such  a recital  would  be  somewhat  of  a burden 
on  you,  and  somewhat  of  a flag-waving  exercise 
for  my  office.  I believe  you  can  get  a better  picture 
of  the  usefulness  of  your  association  without  such  a 
recital.  You  are  interested  in  results;  not  in  details. 
The  results  which  are  not  outlined  herein  will  be 
presented  to  you  in  the  committee  reports.  I hope 
they  will  be  satisfactory  to  you. 

May  I now  express  my  deep  appreciation  to  the 
officers  and  members  of  this  association  for  their 
kindly  spirit  of  helpfulness  and  cooperation  toward 
my  office  during  the  past  year.  It  has  been  a 
pleasure  to  serve  you  and  to  work  for  you.  I only 
hope  that  my  own  modest  efforts  in  your  behalf 
have  met  witli  your  approval. 

Respectfully  submitted, 

Joe  W.  Savage, 

Executive  Secretary- 


CERTIFICATE  OF  AUDITOR 
To  the  Council, 

West  Virginia  State  Medical  Association, 

Charleston,  West  Virginia. 

Gentlemen: 

Pursuant  to  my  engagement,  I have  audited  the  re- 
ceipts and  disbursements  of  the  several  funds  of  the  West 
Virginia  State  Medical  Association  covering  the  fiscal  year 
ended  May  1,  1935.  Beginning  with  the  balances  as 
set  forth  in  my  audit  for  the  preceding  year,  I have  made 
test  verifications  of  receipts,  examined  cancelled  vouchers 
covering  all  disbursements,  and  reconciled  cash  book  bal- 
ances with  statements  from  the  depository.  As  a result 
of  my  audit.  I hereby  certify  that  all  receipts  of  record 
have  been  fully  accounted  for  as  stated  in  the  attached 
statements. 

The  balance  at  the  beginning  of  the  period  was  com- 
posed of  cash  and  securities.  In  May,  1934,  all  market- 
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able  securities  were  sold  in  order  to  obtain  funds  for  the 
purchase  of  the  Nicholson  property. 

At  the  beginning  of  the  fiscal  year  under  review,  there 
was  a balance  in  cash  and  securities  in  the  amount  of 
$21,781.43.  There  was  a total  income  from  all  sources 
during  the  year  of  $18,026.09,  disbursements  exclusive 
of  investments  of  $18,328.90,  leaving  a balance  of 
$21,478.62.  Of  this  sum  $13,442.57  was  invested  in 
the  Nicholson  property.  One  thousand,  four  hundred 
and  twenty-seven  dollars  and  40  cents  invested  in  an  an- 
nuity contract  with  the  Fidelity  Investment  Association, 
leaving  a cash  balance  in  bank  in  the  amount  of 
$6,608.65. 

In  addition  to  the  assets  enumerated  there  is  a cash 
value  on  the  insurance  contract  carried  on  the  life  of  Dr. 
Nicholson.  The  annual  premium  in  the  amount  of 
$1,272.50  was  paid  from  the  Indigent  Fund  increasing 
it's  value  from  $5,148.83  to  $5,860.00. 

Respectfully  submitted. 

Ben  H.  Puckett. 

Certified  Public  Accountant. 


Combined  Statement  of  Receipts  and  Disburse- 
ments After  eliminating  Inter- 
Account  Transfers 


Disbursements: 

Salary  of  Executive  Secretary. .$  4.200.00 


Office  Salaries  1,057.25 

Office  Supplies  and  Expense  307.56 

Office  and  Library  Rent 480.00 

Library  Expense  46.50 

Telephone  and  Telegraph  259.26 

Postage  420.28 

Traveling  Expense  598.1  1 

Convention  Expense  813.04 

Surety  Bond  — Executive  Sec- 
retary   50.00 

Legal  Retainer  150.00 

Legislative  Fund 600.00 

Legal  Services  1,000.00 

Miscellaneous  Unclassified  596.94 


Balance  May  1,  1935 


West  Virginia  Medical  Journal 

Balance  Brought  Forward  May 
May  1.  1934  


Fiscal  Year  Ended  May  1,  1935 


Balance  Brought  Forward  May 
1,  1934  ... 


Receipts: 


Dues  ...$  1 0.3  1 8.3 3 

Advertising  5,511.52 

Emblems  and  Frames 125.25 

Profit  on  Sale  of  Bonds 703.17 

Interest  40.57 

Commercial  Exhibits  682.87 

Rent  592.45 

Miscellaneous  51.93 


$21,781.43 


18.026.09 


$39,807.52 

Disbursements: 

General  Fund  $10,578.94 

Medical  Journal  Fund 4,649.02 

Indigent  Fund  1,572.50 

Medical  Defense  Fund 250.00 

Convention  Fund  534.84 

Nicholson  Property  Fund  743.60  $18,328.90 


Balance  May  1,  1935: 

Cash  — Charleston  National 

Bank:  Checking  Account.. $ 6,203.09 

Savings  Account  405.56 

Annuity  Contract  with  Fidelity 

Investment  Association  1,427.40 

Investment  in  Nicholson  prop- 
erty   13,442.57  $21,478.62 


General  Fund 


Balance  Brought  Forward  May 

1,  1934  $ 5,689.27 

Receipts: 

Dues  $10,334.83 

Less  - Refunds..  16.50  $10,318.33 


Hospital  Asso- 
ciation of  West 
Virginia 

— Rent,  Etc.  _ 30.93 

Transfers: 

Indigent  Fund..$  600.00 
Medical  Defense 

Fund  3,000.00  3,600.00  13,949.26 


Total  to  be  ac- 
counted for  $19,638.53 


Receipts: 

Advertising  $ 6,285.40 

Less  - Discounts  773.88  $ 5,511.52 


Emblems  and 

Frames  Sold  ..  125.25 

Profit  on  sale  of 
United  States 
T reasury 


Bonds: 

Sale  Price  $ 4,927.30 

Cost  4,679.71  247.59 

Miscellaneous  ..  21.00 

Total  to  be 


Accounted  for  .. 


Disbursements: 

Printing  $ 4,121.22 

Less  - Discounts  139.41  $ 3,981.81 


Engraving  289.17 

Postage  135.00 

Advertising  Commissions  37.20 

Emblems  and  Express  151.80 

Miscellaneous  Unclassified  54.04 


Balance  May  1,  1935: 

Cash  $ 6,683.01 

Annuity  Con- 
tract with  Fi- 
delity Invest- 
A s s o c i a - 
tion.  Balance 
May  1,  1934.$  1,067.40 
Paid  this  period  360.00  1,427.40 


Indigent  Fund 

Balance  Brought  Forward  May 
1,  1934  


Receipts: 

Profit  on  Sale  of  Federal  Land 
Bank  Bonds: 

Sale  Price  $ 4,570.91 

Cost  4,115.33 


Total  to  be  Accounted  for. 


10,578.94 
$ 9,059.59 

Fund 
$ 6,854.07 


$ 5,905.36 
$12,759.43 

$ 4,649.02 


$ 8.110.41 


$ 5,360.08 

455.58 
$ 5,815.66 
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Disbursements: 

Annual  Premium  for  Insurance 
on  life  of  Dr.  Hugh  G. 

Nicholson  $ 1.272.50* 

Mrs.  S.  A.  Daniel  300.00 


$ 1,572.50 

Transfer  to  General  Fund 600.00  $ 2,172.50 


BALANCE  MAY  1,  1935 S 3,643.16 


*The  cash  surrender  value  on  this  policy  is  S5.860.00 
as  of  July  1,  1935. 


Medical  Defense  Fund 

Balance  Brought  Forward  May 

1,  1934  

$ 

3,270.24 

Receipts: 

40.57 

Interest  on  Savings  Account  ... 

Total  to  be  Accounted  for 

$ 

3,310.81 

Disbursements: 

H.  L.  Snyder.  Attorney.—  — S 

100.00 

Dr.  W.  H.  Wellingford  

150.00 

S 

250.00 

Transfer  to  General  Fund  ... 

3,000.00 

S 

3.250.00 

Balance  May  1,  1935 

$ 

60.81 

Convention 

Fund 

Balance  Brought  Forward  May 

1,  1934  

s 

318.75 

Receipts. 

682.87 

Commercial  Exhibits  

Total  to  be  Accounted  for  ... 

$ 

1,001.62 

Disbursements: 

Supplies  and  Labor  $ 

162.03 

Traveling  Expense  

223.3  1 

534.84 

Entertainments  — 

149.50 

$ 

Balance  May  1,  1935. 

$ 

466.78 

Nicholson  Property  Fund 

Balance  Brought  Forward  May 

1,  1934  . 

$ 

289.02 

Receipts. 

Rent  S 

627.45 

Less  - Commission  

35.00 

$ 

592.45 

Total  to  be  Accounted  for 

$ 

881.47 

Disbursements: 

Insurance  $ 

101.28 

Taxes  

1.52 

Repairs  

Interest  — Charleston  National 

364.09 

Bank  

272.85 

Advertising  

3.86 

$ 

743.60 

$ 

137.87 

Cost  of  Property: 

Purchase  Price  $13.440. 3 2 

Recording  Deed  

2.25 

$1  3,442.57 

Deficit  — Fund  Account 

MAY  1,  1935  ......  $13,304.70 


COMMITTEE  REPORTS 

REPORT  OF  THE  LEGISLATIVE  COMMITTEE 

Your  Legislative  Committee’s  annual  report 
herein  submitted,  embraces  only  the  recently  com- 
pleted regular  session  of  1935.  Reports  on  extra- 
ordinary sessions,  held  in  the  interim  period  between 
the  date  of  the  last  annual  convention  and  the 
present  state-wide  meeting,  were  made  to  the 
Council  of  the  association  and  have  been  printed  in 
the  Journal. 

We  are  particularly  proud  of  our  report  on  the 
1935  regular  session,  if  for  no  other  reason  than 
the  fact  that  it  marks  the  successful  culmination  of 
a fight  which  organized  medicine  has  been  making 
for  twenty  years.  Our  reference  here,  of  course, 
is  to  the  passage  of  the  liberalized  workmen’s  com- 
pensation bill  with  which  most  members  of  the  asso- 
ciation, no  doubt,  are  familiar  by  this  time.  The 
work  of  the  association’s  Legislative  Committee  was 
primarily  directed  toward  amending  Subsection  (c) 
of  Section  3 of  Article  IV  of  the  old  law  so  as  to 
divorce  by  statute  compensable  injuries  from  the 
operation  of  list  hospital  practice.  Under  the  old 
law  it  was  possible  for  hospitals  and  employers  to 
make  contracts  which  embraced  not  only  hospital- 
ization but  also  medical  treatment  for  compensable 
injuries  as  well  as  family  sickness,  and  this  practice 
was  so  generally  carried  out  that  list  hospitals,  par- 
ticularly in  southern  West  Virginia,  had  a monopoly 
on  treatment  of  compensable  injuries,  but  neither 
the  hospital,  the  members  of  its  staff,  nor  the  gen- 
eral practitioner  received  remuneration  for  services 
performed  in  treatment  of  compensable  cases,  where 
the  injured  employee  was  a list  subscriber. 

The  old  compensation  law  was  so  abused  in  this 
connection  that  the  Legislative  Committee  of  the 
Medical  Association  joined  forces  with  the  propon- 
ents of  a liberalized  workmen’s  compensation  stat- 
ute in  an  effort  to  rewrite  Subsection  (c)  of  Section 
3 to  the  extent  of  requiring  that  the  costs  of  treat- 
ment of  compensable  injuries  be  paid  for  from  the 
compensation  fund  and  thus  make  it  unlawful  for 
the  employers  of  labor  to  force  hospitals  and  em- 
ployees to  agree  to  contracts  which  included  com- 
pensable injuries  in  the  operation  of  subscription 
list  practice.  Those  who  followed  the  activities  of 
the  legislature  through  the  press  or  the  legislative 
journals,  no  doubt,  are  familiar  with  the  difficulties 
which  the  Legislative  Committee  of  the  Association 
encountered  in  this  connection.  While  industry  op- 
posed the  general  liberalization  of  the  compensation 
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law,  the  southern  coal  people  were  particularly 
bitter  in  their  opposition  to  any  change  in  the  lan- 
guage of  Subsection  (c)  of  Section  3,  and  the  ex- 
tent of  this  opposition  is  best  expressed  in  the  vote 
on  a motion  which  would  have  restored  the  old 
language  of  that  section  when  the  bill  was  before 
the  Senate.  That  motion  was  defeated  by  the  nar- 
row margin  of  13  to  12.  As  originally  introduced, 
the  bills  amending  the  workmen’s  compensation  law 
contained  provisions  even  more  controversial,  as  far 
as  industry  in  general  was  concerned,  than  did  the 
bill  finally  enacted.  Accordingly,  the  Legislative 
Committee,  fearing  that  the  general  compensation 
measures  might  not  get  through  in  their  highly 
controversial  form,  had  prepared  specific  bills  cal- 
culated to  correct  the  evils  of  the  law  with  respect 
to  its  application  to  list  practice.  These  bills  were 
introduced  and  held  in  readiness  for  action  in  the 
event  that  the  general  compensation  measures  be- 
came stalled. 

Your  Legislative  Committee  feels  that  the  new 
compensation  law,  which  will  become  effective  on 
June  7,  will  rectify  a condition  which  has  made  for 
much  controversy  within  the  medical  profession  and 
remove  inequalities  which  have  existed  ever  since 
the  compensation  law'  wras  originally  enacted  with 
the  present  language  of  Subsection  (c),  Section  3, 
Article  IV,  contained  therein. 

At  the  outset  of  the  legislative  session,  one  of 
the  main  objectives  of  the  Legislative  Committee 
was  to  secure  the  passage  of  the  so-called  “medical 
supervision  bill” — known  as  House  Bill  No.  102. 
After  considerable  work  and  several  hearings  be- 
fore the  Committee  on  Medicine  and  Sanitation  of 
the  House  of  Delegates,  t our  committee  w'as  suc- 
cessful in  having  the  bill  reported  upon  the  floor 
of  the  House  with  a favorable  recommendation. 
Unfortunately,  however,  and  quite  unexpectedly, 
the  members  of  the  House  wrere  soon  receiving 
telegrams  from  members  of  the  Medical  Association 
protesting  against  the  bill.  Considerable  embarrass- 
ment w’as  experienced  by  your  Legislative  Com- 
mittee as  a result,  inasmuch  as  it  had  been  instructed 
to  sponsor  the  “medical  supervision  bill”  by  the 
Council  of  the  Association.  When  opposition  de- 
veloped W'ithin  the  association,  however,  your  com- 
mittee thought  it  wiser  to  return  the  bill  to  Com- 
mittee and  let  it  remain  there  w’ithout  seeking  fur- 
ther action  rather  than  be  a party  to  evoking  a 
possible  serious  controversy  within  the  medical  asso- 
ciation and  leave  the  obvoius  outw’ard  impression  of 
lack  of  unity  and  harmony.  More  than  two  score 


opposition  telegrams  and  other  communications 
from  members  of  the  association  to  members  of  the 
legislature  were  turned  over  to  your  Legislative 
Committee  by  the  legislators  and  are  now  in  the 
files  of  your  committee  in  Charleston. 

Another  measure  of  major  import  to  the  med- 
ical profession  was  watched  with  interest  and  fos- 
tered by  the  association  through  its  Legislative  Com- 
mittee, namely,  the  Uniform  Narcotics  Act.  This 
legislation,  now  a law,  had  the  endorsement  of  the 
American  Medical  Association  and  was  sponsored 
by  the  division  of  the  federal  treasury  department 
having  in  its  charge  the  regulation  of  the  drug  and 
narcotics  traffic,  and  brings  the  state  laws  into  con- 
formity with  federal  statutes  and  regulations,  as 
well  as  the  laws  of  neighboring  states  which  have 
been  progressive  enough  to  cooperate  with  the  fed- 
eral authorities  and  enact  similar  legislation. 

Your  Legislative  Committee  likewise  watched 
with  much  interest  and  care  the  progress  of  legis- 
lation dealing  with  liquor  control  and  companion 
measures  dealing  with  problems  on  the  highways, 
and  is  pleased  to  report  that  more  stringent  regula- 
tion of  drunk  and  reckless  driving  is  now  to  be 
found  in  the  statute  books.  Road  commission  au- 
thorities inform  us  that  more  than  150  drivers, 
most  of  them  irresponsible  people  who  oftentimes 
become  a financial  charge  upon  the  hospitals  and 
members  of  the  medical  profession,  either  had  their 
vehicles  impounded  or  their  operator’s  licenses  and 
registration  certificates  revoked  pending  filing  of 
financial  responsibility  proof,  as  is  provided  under 
the  new  statutes,  during  the  first  month  the  new 
laws  were  in  effect.  This  means  that  many  irre- 
sponsible drivers  with  mechanically  defective  auto- 
mobiles will  be  kept  off  the  public  highways. 

Numerous  other  measures  of  lesser  or  indirect 
importance  to  the  medical  profession  were  studied 
and  their  application  to  our  interests  looked  into, 
as  outlined  in  the  April  and  May  issues  of  the 
Journal.  Likewise,  the  usual  number  of  small 
measures  dealino-  with  licensing  of  individuals  and 
kindred  subjects,  upon  which  the  Legislative  Com- 
mittee generally  has  to  center  its  interests  and  use 
defensive  tactics,  were  disposed  of  satisfactorily. 
We  might  add  that  the  Christian  Science  lobby 
which  heretofore  caused  trouble  at  previous  legis- 
lative sessions  moved  in  on  Charleston  from  Wash- 
ington and  remained  there  a week,  but  found  con- 
ditions unfavorable  and  did  not  cause  our  commit- 
tee any  difficulty,  notwithstanding  the  fact  that 
measures  which  it  espouses  have  now  been  adopted 
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in  44  states.  The  implied  compliment  was  greatly 
appreciated  by  your  Committee. 

Respectfully  submitted, 

M.  L.  Dillon, 

C hairman. 

James  McClung, 

A.  L.  Amick, 

Members. 


COMMITTEE  ON  MEDICAL  RELIEF 

Your  Committee  on  Medical  Relief  made  its 
first  report  at  the  Huntington  meeting  last  year. 
At  that  time  this  Committee  had  been  in  existence 
but  four  months.  We  were  traveling  an  uncharted 
pathway.  We  were  guiding  the  expenditure  of 
more  than  one  hundred  thousand  dollars  per  year 
for  medical  service  rendered  by  licensed  physicians 
to  persons  on  the  relief  rolls.  We  were  doing  our 
best  with  a problem  that  had  never  before  been 
faced  by  the  medical  profession  of  West  Virginia; 
the  problem  of  coping  with  the  menace  of  state 
medicine  in  the  guise  of  a federal  subsidy. 

As  we  reported  to  you  last  year,  our  first  task 
was  to  organize  the  entire  state  by  securing  the  ap- 
pointment of  county  medical  society  relief  com- 
mittees in  each  county.  These  county  committees 
served  as  intermediate  courts  between  the  practicing 
physicians  and  the  county  relief  administrations. 
Our  state  committee  was  then  set  up  with  the 
State  Relief  Administration  as  a supreme  court  to 
decide  upon  all  matters  of  policy  and  to  hear  appeals 
from  the  decisions  of  the  county  committees.  With 
this  machinery  once  in  action,  we  were  able  to  ad- 
minister the  relief  program  in  West  Virginia  with 
some  fair  degree  of  success. 

At  the  Huntington  meeting  last  year  we  re- 
ported two  major  accomplishments.  First,  we  suc- 
ceeded in  doubling  the  fee  for  first  house  visits  and 
first  office  calls.  Second,  we  established  a “discre- 
tionary fee”  of  $25,  any  part  of  which  could  be 
used  in  any  unusual  or  difficult  case  not  covered  in 
the  actual  fee  schedule. 

For  several  months  following  the  Huntington 
meeting  the  administration  of  medical  relief  ran  a 
rather  uneventful  course.  In  the  fall,  however, 
when  the  county  roads  began  to  get  in  bad  shape, 
we  started  to  receive  complaints  on  the  automobile 
mileage  allowance.  At  that  time  the  mileage  allow- 
ance was  five  cents  each  way.  We  held  several 
conferences  on  the  subject  with  the  West  Virginia 


Relief  Administration  and  finally,  about  the  middle 
of  October,  received  authority  to  increase  the  mile- 
age allowance  to  10  cents  each  way  on  hard  sur- 
face roads  and  to  15  cents  each  way  on  dirt  roads. 
This  increase  solved  one  of  the  most  difficult  prob- 
lems faced  by  this  Committee,  and  we  have  had 
very  little  trouble  since  the  increase  was  granted. 

Another  problem  faced  by  the  Committee  was 
in  securing  prompt  payment  for  medical  services 
rendered  those  persons  on  work  relief.  This  prob- 
lem was  further  complicated  by  the  fact  that  work 
relief  checks  had  to  be  made  out  to  the  worker 
instead  of  the  physician.  It  was  then  up  to  the 
physician  to  secure  the  endorsement  of  the  worker 
before  he  could  cash  the  check.  Federal  regula- 
tions provide  that  all  checks  issued  for  work  relief 
must  coincide  with  the  auditor’s  time  sheet,  and 
therefore  such  checks  could  not  be  issued  until  the 
amount  of  the  physician’s  bill  had  been  actually 
“worked  out.”  When  projects  were  scarce,  this 
regulation  often  brought  about  a long  delay  in  the 
payment  of  the  physician’s  bill. 

Although  we  could  not  change  the  federal  regu- 
lation, we  did  eventually  secure  a statement  of 
policy  from  the  State  Relief  Administration  which 
instructed  all  county  administrators  to  pay  all  med- 
ical bills  within  40  days.  The  county  adminis- 
trators were  instructed  to  pay  such  bills  out  of 
direct  relief  funds  if  the  amount  involved  was  not 
“worked  out”  within  the  40  day  period.  This 
eased  the  situation  to  a great  extent. 

The  problem  still  remained  of  issuing  work  re- 
lief checks  for  medical  services  to  the  worker, 
rather  than  to  the  physician.  In  order  to  remedy 
this  situation  we  put  through  a new  requisition 
form  about  two  months  ago  which  is  now  being 
used  throughout  the  state.  On  the  new  requisition 
form  is  a place  for  the  patient,  or  member  of  his 
family,  to  sign  at  the  time  of  the  physician’s  visit. 
The  signature  of  the  patient  indicates  that  the  visit 
has  been  made  and  treatment  received.  I bis  sig- 
nature in  reality  gives  authority  to  the  county  re- 
lief administration  to  issue  the  work  relief  check 
direct  to  the  attending  physician. 

We  have  received  a lot  of  favorable  comment 
on  this  new  requisition  form,  and  a few  complaints. 
Some  doctors  have  complained  that  they  resent 
having  their  visits  checked  by  their  relief  patients. 
Other  doctors  have  written  in  that  they  frequently 
do  not  receive  their  requisition  forms  until  after 
the  visit  has  been  made  and  consequently  they  must 
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make  a special  return  visit  to  get  the  signature.  We 
can  only  say  in  reply  that  the  signature  of  the 
patient  is  entirely  optional  with  the  attending  physi- 
cian. If  he  does  not  wish  to  secure  the  patient’s 
signature,  he  may  ignore  it  and  he  will  be  paid  just 
the  same.  Of  course  he  will  not  be  paid  as  prompt- 
ly, for  the  check  will  have  to  go  through  the  afore- 
mentioned red  tape,  but  he  will  be  paid  eventually. 
In  other  words,  the  patient’s  signature  on  the  new 
requisition  forms  will  expedite  matters  for  the  phy- 
sician, and  the  physicians  may  use  this  expedient,  or 
not  use  it,  as  they  prefer.  This  Committee  feels 
that  the  new  forms  will  eliminate  much  red  tape, 
but  the  entire  matter  is  optional  with  the  attending 
physician,  as  it  should  be. 

From  time  to  time  during  the  past  year,  this 
Committee  has  been  called  upon  to  set  up  new 
rules  and  regulations,  as  new  conditions  have 
arisen.  We  have  endeavored  at  all  times  to  temper 
our  decisions  with  due  consideration  for  both  the 
medical  profession  and  the  West  Virginia  Relief 
Administration.  By  following  this  policy,  we  feel 
that  we  have  retained  the  confidence  of  both  organ- 
izations  to  a large  extent.  We  realize,  of  course, 
that  there  are  some  physicians  in  West  Virginia 
who  do  not  approve  of  the  general  policy  or  the 
work  of  this  Committee,  but  we  feel  that  for  the 
most  part,  the  doctors  are  fairly  well  satisfied  with 
the  medical  relief  program.  On  a few  occasions 
we  have  been  urged  to  adopt  a more  militant  atti- 
tude toward  the  relief  administration.  Perhaps  such 
an  attitude  might  be  more  successful,  although  we 
can  report  that  we  have  never  yet  been  turned 
down  on  any  request  we  have  made  of  the  relief 
administration.  7 he  reason  why  we  have  never 
been  refused  is  because  our  attitude  has  not  been 
militant  and  because  our  requests  have  always  been 
logical  and  fair.  Our  attitude  has  been  one  of 
understanding  cooperation  and  we  have  always  ap- 
proached the  relief  administration  in  a straight, 
business-like  way.  We  mention  this  attitude  only 
because,  upon  a few  rare  occasions,  we  have  been 
accused  of  being  “weak-kneed”  and  of  “selling  out” 
the  medical  profession. 

On  July  first  the  new  federal  appropriation  of 
nearly  five  billion  dollars  will  become  available.  It 
is  our  understanding  that  practically  all  relief  will 
be  on  a “work”  basis  after  that  date.  If  so,  we 
can  look  for  an  entirely  new  set-up  or  plan  in  the 
administration  of  medical  relief.  What  this  new 
set-up  will  be,  we  don’t  know.  ^Ve  only  know 


that  some  change  may  be  expected  and,  if  this 
Committee  continues  to  hold  office,  we  will  do  the 
best  we  can  to  bring  about  a fair  and  equitable 
arrangement  for  the  doctors  of  West  Virginia. 

We  feel  that  a considerable  number  of  our 
doctors,  especially  those  who  reside  close  to  the  bor- 
ders of  other  states,  are  inclined  to  look  with  un- 
justifiable envy  upon  their  neighboring  confreres. 
We  have  heard  from  a number  of  our  doctors  on 
this  subject.  One  doctor  complained  bitterly  that 
the  relief  fees  in  West  Virginia  were  lower  than  in 
the  state  adjoining  his  county  society.  His  state- 
ment was  true.  And  yet  in  the  journal  of  the 
state  complained  of,  appeared  an  editorial  deplor- 
ing the  failure  of  its  medical  relief  program  and  cit- 
ing West  Virginia  as  one  state  in  the  Union  which 
had  successfully  worked  out  its  medical  relief  prob- 
lem. Shortly  thereafter  we  received  a communica- 
tion from  the  medical  association  of  this  particular 
state,  setting  forth  that  their  program  was  a failure, 
that  their  budget  was  never  sufficient  to  meet  the 
cost  of  medical  bills,  that  the  money  available  was 
prorated  among  the  physicians,  and  that  they  had 
little  or  no  control  of  the  situation.  They  wanted 
to  know  how  our  plan  was  operated  in  this  state 
so  they  could  model  after  it. 

We  cite  this  example  not  to  cast  any  particular 
glory  on  West  Virginia  but  simply  to  point  out  that 
distant  pastures  always  look  the  greenest.  Close  in- 
spection often  proves  otherwise. 

As  a matter  of  record,  we  would  like  to  state 
that  we  are  no  more  in  sympathy  with  the  federal 
medical  relief  program  than  the  average  doctor  in 
this  room.  We  view  the  whole  situation  with  some 
alarm.  And  yet  none  of  us  can  afford  to  ignore  it, 
because  if  we  do  not  maintain  adequate  control  over 
the  policies  and  expenditures  of  the  relief  program, 
we  will  soon  find  ourselves  in  a sorry  plight.  The 
West  Virginia  Relief  Administration,  unlike  most 
lay  bodies,  has  had  the  wisdom  and  foresight  of 
seeking  the  advice  and  guidance  of  our  medical 
association  on  its  medical  problems.  It  behooves  the 
association,  which  we  represent,  to  aid  the  Relief 
Administration  rather  than  to  ignore  the  situation 
and  allow  the  program  to  be  administered  wholly 
by  lay  hands.  There  are  numerous  features  of  the 
existing  set-up  that  wTe  do  not  like,  but  the  situation 
would  be  far  worse  without  the  guiding  hand  of 
organized  medicine.  If  we  are  to  protect  the  pro- 
fession against  state  medicine,  we  must  guide  rather 
than  fight  federal  subsidies  in  West  Virginia.  In 
other  words  we  are  going  to  have  medical  relief 


290 


The  West  Virginia  Medical  Journal 


June , 1935 


for  some  time  to  come.  Let’s  make  the  best  of  it. 

In  closing,  we  wish  to  express  our  appreciation 
to  all  the  county  medical  societies  and  to  their  re- 
lief committees  for  the  fine  spirit  of  helpfulness  and 
cooperation  of  the  past  year.  Without  the  support 
of  these  local  committees,  the  work  of  your  state 
committee  would  be  futile.  We  also  wish  to  say  a 
comforting  word  on  behalf  of  the  West  Virginia 
Relief  Administration.  This  body  is  composed  of 
fair-minded  and  intelligent  men  who  are  leaders  in 
their  respective  fields.  This  group,  together  with 
the  administrative  personnel  of  the  state  office,  has 
due  regard  for  the  ideals  and  ethics  of  the  medical 
profession  and  we  can  continue  to  look  for  fair  and 
just  consideration  at  their  hands.  It  has  been  a 
pleasure  to  deal  with  them,  and  to  serve  this  asso- 
ciation. Our  work  has  been  hard,  and  at  times, 
trying.  For  the  past  year  we  have  met  at  least  once 
each  week;  sometimes  oftener.  We  have  faced 
problems  too  numerous  to  mention  and  we  have 
endeavored  always  to  make  our  decisions  from  the 
group  rather  than  the  individual  standpoint.  The 
results  are  for  you  to  judge. 

Respectfully  submitted, 

B.  H.  Swin  e,  Chairman. 
R.  D.  Roller, 

G.  G.  Irwin. 


REPORT  OF  THE  PUBLICATION  COMMITTEE 

Your  Publication  Committee  is  very  pleased  to 
report  to  you  that  the  past  year  has,  from  a financial 
standpoint,  been  the  second  best  year  in  the  ex- 
perience of  the  Journal.  Only  1930,  with  an 
annual  profit  of  $2009.00,  has  exceeded  the  past 
year,  which  shows  a profit  slightly  in  excess  of 
$1700.00  as  a result  of  the  Journal’s  activities. 
This  is  particularly  pleasing  to  your  Committee  be- 
cause at  the  beginning  of  the  year  the  price  for 
publishing  the  Journal  was  increased  $180.00. 
Secondly,  it  was  decided  to  clear  the  front  cover 
page  of  the  Journal  of  advertising,  which  re- 
sulted in  a loss  of  revenue  for  this  preferred  space. 
Attention  is  also  called  by  the  Committee  to  the 
fact  that  during  the  past  year  more  illustrations  have 
been  used  in  connection  with  the  publication  of 
articles  than  has  been  done  during  any  similar 
period. 

This  financial  report  is  particularly  pleasing  be- 
cause this  profit  has  been  made  in  the  face  of  very 


unsettled  business  conditions.  It  should  be  a matter 
of  satisfaction,  not  only  to  the  Publication  Commit- 
tee, but  to  the  Council,  House  of  Delegates  and 
members  of  the  Association  as  a whole,  that  your 
Journal  has  been  able  so  firmly  to  establish  itself 
as  a desirable  medium  through  which  to  reach  the 
medical  profession  of  West  Virginia  that  the  ad- 
vertisers have  so  supported  us  that  this  profit  has 
resulted.  Moreover,  we  point  with  pride  to  the 
fact  that  your  Journal  is  one  of  the  very  few 
state  journals  of  the  country  which  have  been  able 
to  show  a profit  during  this  period. 

The  change  which  was  determined  upon  by 
your  Publication  Committee  in  the  physical  make- 
up of  your  Journal,  that  is,  removing  all  adver- 
tising from  the  front  cover,  has  brought  to  us  more 
unsolicited  compliments  than  has  any  one  change 
made  in  its  physical  appearance  in  the  past  several 
years.  We  cannot  but  feel  that  in  the  long  run 
this  will  add  much  to  the  desirability  of  the  Jour- 
nal as  a continued  means  of  reaching  the  physicians 
of  the  state  by  firms  whose  activities  are  national  in 
scope.  Your  Publication  Committee  has  continued 
the  policy  of  a strict  adherence  to  the  ethical  stand- 
ards of  the  Council  on  Pharmacy  and  Chemistry 
of  the  A.  M.  A.  This,  we  think,  means  much  to 
our  advertising  pages. 

The  scientific  material  which  has  appeared  in  the 
pages  of  the  Journal  during  the  past  year  has,  in 
the  opinion  of  your  Committee,  been  of  merit.  It 
may  be  that  at  times  papers  are  published  which  do 
not  meet  with  the  approval  of  the  entire  member- 
ship of  the  state  association.  Your  Publication  Com- 
mittee has,  however,  continued  to  adhere  to  the 
idea  that  a state  medical  journal  has  a particular 
and  peculiar  place  to  fill  in  the  field  of  medical 
literature.  Your  Committee  feels  still  as  in  the  past, 
that  the  state  medical  journal  should  be  a pub- 
lication for  the  members  of  that  particular  state 
medical  association.  It  is  felt  that  the  state  journal 
should  be  the  medium  through  which  the  phy- 
sicians of  the  state  bring  to  their  fellow  members 
their  own  experiences,  ideas  and  accomplishments. 

Your  Committee  again  wishes  to  express  to  you 
its  deep  appreciation  of  the  services  of  the  business 
manager,  Mr.  Joe  W.  Savage.  Without  his  until- 
ing  efforts  in  securing  new  advertising,  watching 
the  minute  details  of  publication,  cost  and  so  on,  the 
financial  profit  shown  this  past  year  would  not 
have  been  possible.  Mr.  Savage  has  been  coopera- 
tive in  every  particular  and  the  Committee  takes 
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this  opportunity  of  again  commending  his  earnest 
services  to  you. 

We  would  call  your  attention  again,  as  we  have 
done  several  times  in  the  past  already,  to  the  im- 
portance of  the  careful  preparation  of  manuscripts 
submitted  for  publication.  Authors  are  to  a marked 
degree,  careless  in  spelling,  punctuation,  paragraph- 
ing and  English  usage  generally.  At  times  it  has 
seemed  to  your  Publication  Committee  that  papers 
containing  subject  matter  of  real  merit  and  show- 
ing much  study  and  prolonged  observation  on  the 
part  of  the  authors,  failed  so  far  to  express  the 
meaning  intended  as  to  render  them  almost  hope- 
less for  publication.  We  often  wonder  whether  or 
not  some  of  the  authors  recognize  their  literarj 
efforts  as  they  appear  in  the  pages  of  your  Jour- 
nal. An  effort  has  been  studiously  made  this  year, 
as  in  the  past,  to  correct  to  the  best  of  our  ability 
the  literary  errors  in  manuscripts  submitted.  Your 
Committee  often  wonders  if  it  is  realized  by  the 
membership  just  how  great  the  volume  of  work 
entailed  in  this  respect  actually  is. 

The  Publication  Committee  desires  to  insist  upon 
secretaries  securing  all  papers  delivered  before  their 
county  societies.  By  the  end  of  the  Journal’s 
tear  we  begin  to  run  short  of  material  for  the 
scientific  pages.  We  feel  sure  that  many  papers 
are  presented  which  should  be  published  in  the 
Journal. 

Your  Committee  trusts  that  it’s  efforts  have  met 
with  the  approval  of  the  Council  and  the  House  of 
Delegates,  in  their  desire  to  carry  out  your  wishes 
concerning  your  publication.  Any  errors  or  short- 
comings which  may  have  occurred  have  been  those 
of  judgment  and  we  crave  your  indulgence. 

If  it  should  be  the  pleasure  of  the  Council  to  con- 
tinue the  personnel  of  the  present  Publication  Com- 
mittee, we  can  only  assure  you  of  our  continued 
efforts  to  maintain,  not  only  the  present  high  stand- 
ard established  for  your  Journal,  but  we  have 
plans  for  its  further  betterment,  and  we  shall  en- 
deavor in  every  way  within  our  power  to  raise  this 
standard  to  a still  higher  level. 

Jas.  R.  Bloss,  Chairman- 
C.  A.  Ray, 

C.  R.  Ogden, 

J.  Howard  Anderson. 
W alter  E.  Vest, 


NECROLOGY  REPORT 

It  is  with  sincere  sorrow  and  deep  regret  that 
this  committee  submits  the  following  necrology  re- 
port: 

Earnest  Robert  McIntosh,  Weston,  W.  Va., 
June  2,  1934. 

William  Lee  Coogle,  Rivesville,  W.  Va.,  June 
9,  1934. 

W.  I).  Grimm,  Buckhannon,  W.  Va.,  July  16, 
1934. 

E.  T.  Ridley,  Bluefield,  W.  Va.,  July  19,  1934. 
B.  B.  Ranson,  Harpers  Ferry,  W.  Va.,  July  22, 
1934. 

Lon  C.  Morrison,  Milton,  W.  Va.,  July  28, 
1934. 

James  E.  Brown,  Jr.,  Princeton,  W.  Va., 
August  25,  1934. 

John  E.  McQuain,  Spencer,  W.  Va.,  September 

19j  1934. 

William  Floyd  Farley,  Holden,  W.  Va.,  Sept- 
ember 26,  1934. 

E.  K.  Wilson,  Romney,  W.  Va.  October  14, 
1934. 

John  B.  Walkinshaw,  Wellsburg,  W.  Va.,  Nov- 
ember 14,  1934. 

Thurman  Gillespy,  Huntington,  W.  Va.,  Nov- 
ember 21,  1934. 

W.  S.  Michael,  Junior,  W.  Va.,  November  21, 

1934. 

R.  LT.  Drinkard,  Wheeling,  W.  Va.,  January 
1,  1935. 

J.  E.  Robins,  Charleston,  W.  -Va.,  January  8, 

1935. 

Z.  T.  Kalbaugh,  Piedmont,  W.  Va.,  January 
15,  1935. 

P.  E.  Stiger,  Hancock,  Maryland,  January  29, 
1935. 

A.  L.  Peters,  Hurricane,  W.  Va.,  February  21, 
1935. 

G.  W.  Banks,  Shepherdstown,  W.  Va.,  Febru- 
ary 26,  1935. 

L.  W.  Talbott,  Elkins,  W.  Va.,  March  17, 
1935. 

J.  W.  Walker,  Winona,  W.  Va.,  March  20, 
1935. 

H.  L.  Walls,  Nitro,  W.  Va.,  March  1 1,  1935. 
T.  M.  Calvert,  Mannington,  W.  Va.,  April  2, 

1935. 

Harry  Coffman,  Keyser,  W.  Va.,  1935. 
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AUXILIARY  CONVENTION  NEWS 


MRS.  M.  F.  PETERSEN  MRS.  S.  M.  PRUNTY  MRS.  A.  H.  STEVENS 

Mrs.  Petersen  of  Charleston  is  the  retiring  president  of  the  State  Auxiliary,  Mrs.  Prunty  of  Parkersburg  is 
the  incoming  president  and  Mrs.  Stevens  of  Fairmont  is  the  president-elect. 


The  Woman’s  Auxiliary  to  the  West  Virginia 
State  Medical  Association  held  its  eleventh  annual 
meeting  in  Wheeling,  May  6-7-8,  1935. 

Registration  was  at  the  McLure  Hotel,  with 
Mrs.  Robert  J.  Reed,  Jr.,  in  charge. 

Headquarters  were  at  the  Windsor  Hotel  where 
all  meetings  were  held. 

At  4:00  o’clock,  Monday  afternoon,  May  6th, 
the  executive  board  held  its  preconvention  meeting 
with  Mrs.  M.  F.  Petersen,  president,  presiding. 
This  was  followed  by  an  informal  dinner  and 
dance  at  the  Wheeling  Country  Club. 

During  the  dinner,  a Mrs.  Reed,  a daughter  of 
the  Founder  of  the  Medical  Society  of  West  Vir- 
ginia, was  introduced  and  gave  a short  history  of 
her  father’s  life.  Dr.  A.  H.  Hoge  of  Blucfield, 
I)r.  D.  A.  MacGregor,  and  Dr.  Robert  J.  Reed, 
Jr.,  and  Dr.  R.  H.  Walker  spoke  briefly. 

Tuesday,  May  6th,  at  9:30  a.  m.,  the  meeting 
was  called  to  order  by  Mrs.  Petersen.  Invocation, 
Mrs.  R.  U.  Drinkard,  Wheeling;  address  of  wel- 
come, Mrs.  J.  W.  Gilmore,  Wheeling;  response, 
Mrs.  Steele  of  Logan.  Minutes  of  the  tenth  annual 
meeting  were  read  and  approved.  The  treasurer’s 
report  followed  the  presentation  of  the  budget, 
which  was  followed  by  reports  from  the  various 


committee  heads.  Old  and  new  business  was  dis- 
cussed and  disposed  of.  We  were  then  favored  with 
a most  interesting  and  entertaining  talk  by  Mrs.  B. 
S.  Preston  of  Charleston,  her  topic  being  “The 
Lure  of  Legendary  Medicine.” 

After  a delightful  luncheon  and  entertainment 
in  the  home  of  Dr.  and  Mrs.  W.  S.  Fulton,  there 
were  group  meetings  held  in  the  Hotel  Windsor, 
headed  by  chairmen  of  the  various  departments. 
Ways  and  means  of  improving  these  departments 
were  discussed. 

Wednesday,  May  7th,  the  meeting  was  called  to 
order.  In  memoriam  services  were  held  for  three 
from  the  Parkersburg  Auxiliary.  Roll  call  and  re- 
ports of  credentials  and  registration,  were  followed 
by  reports  of  the  county  presidents. 

The  report  of  the  nominating  committee  was: 

President-elect,  Mrs.  A.  H.  Stevens,  Fairmont; 
first  vice  president,  Mrs.  C.  C.  Romine,  Morgan- 
town; second  vice  president,  Mrs.  E.  H.  Starcher, 
Logan;  third  vice  president,  Mrs.  H.  H.  Eskcr, 
Clarksburg;  recording  secretary,  Mrs.  J.  H.  Rob- 
inson, Huntington;  treasurer,  Mrs.  Robert  J. 
Reed,  Jr.,  Wheeling.  Members  of  the  advisory 
board:  Dr.  1).  A.  MacGregor,  Wheeling;  Dr.  R. 
C.  Hood,  Clarksburg;  Dr.  R.  K.  Buford,  Char- 
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leston;  Mrs.  F.  V.  Langfitt,  Clarksburg;  Mrs. 
M.  F.  Petersen,  Charleston. 

At  1 1 :30  a.  m.  we  were  honored  with  an  ad- 
dress by  Mrs.  Rogers  N.  Herbert,  of  Nashville, 
Tcnn.,  president-elect  of  the  A.  M.  A.  Auxiliary. 
M rs.  Herbert  urged  the  interpretation  of  the  aims 
of  the  medical  profession  to  the  laity  and  promo- 
tion of  health  education  among  the  adults,  through 
lay  organizations. 

Luncheon  was  held  at  the  Wheeling  Country 
Club  with  Dr.  Morris  Fishbein,  of  Chicago,  editor 
I of  the  A.  M.  A.  Journal  as  guest  speaker.  Others 
who  gave  short  talks  were  Dr.  W.  S.  Fulton  and 
Dr.  Robert  J.  Reed,  Jr.  After  this  Mrs.  S.  M. 
Prunty  of  Parkersburg,  president  took  the  chair. 

| Mrs.  Petersen,  outgoing  president  was  presented 
with  a gift  of  silver  by  Mrs.  Langfitt. 

The  climax  of  the  convention  was  the  joint 
meeting  of  the  Auxiliary  and  the  Medical  Associa- 
tion, with  a banquet  and  dance  at  the  Fort  Henry 
Club. 

A vote  of  thanks  is  extended  to  the  Ohio  County 
Auxiliary  and  their  chairman  Mrs.  Howard  T. 
Phillips  for  their  hospitality. 

Mrs.  (H.  P.)  Maude  H.  Evans. 


WOMAN’S  AUXILIARY 

PARKERSBURG 

The  Auxiliary  to  the  Parkersburg  Academy  of 
Medicine  met  on  April  9,  with  Mrs.  E.  C.  Hart- 
man, president,  presiding.  The  following  officers 
were  elected  to  serve  for  the  coming  year: 

President,  Mrs.  R.  H.  Wharton;  vice  president, 
Mrs.  E.  W.  Crooks;  second  vice  president,  Mrs. 
Russell  Sidell;  recording  secretary,  Mrs.  R.  D. 
Lattimer;  corresponding  secretary,  Mrs.  A.  M. 
Dcarman;  treasurer,  Mrs.  B.  B.  Nicholson. 

Delegates  to  the  state  meeting  were:  Mrs.  R. 
H.  Wharton  and  Mrs.  W.  B.  Richardson.  Alter- 
nates: Mrs.  O.  I).  Barker  and  Mrs.  B.  B.  Nichol- 
son. 

There  being  no  further  business  the  meeting  ad- 
journed until  May. 

Mrs.  Mary  Nicholson, 
Corresponding  Secretary. 

KANAWHA  COUNTY 

The  Woman’s  Auxiliary  of  Kanawha  Medical 
Society  entertained  with  a tea  on  April  25,  in  honor 
of  the  newly  elected  officers  of  the  organization. 


At 

1022  Virginia  Street,  Charleston,  W.  Va. 
the 

EMERGENCY  AND 
ORTHOPEDIC  SURGICAL 
CLINIC 

Is  Maintained  For  The  Examination  And 
Treatment  of  Fractures  And  Other  Injuries. 

Bone  and  Joint  Diseases. 
Congenital  and  Acquired  Deformities. 


Open  8 A.  M.  to  10  P.  M.  Daily 
SPECIAL  CLINIC  HOURS  EACH  SATURDAY 
12  TO  2 P.  M.  FOR  CRIPPLED  CHILDREN 

DR.  E.  BENNETTE  HENSON 

Surgeon  in  Charge 


We  Make 

WASSERMANN,  HECHT-GRADWOHL 
and 

KAHN  TESTS 

on  All  Blood  Specimens 

Clinical  Pathology 
Blood  Chemistry  - Vaccines  - Tissues 
Basal  Metabolism  - Pregnancy  'l  est 

CINCINNATI  BIOLOGICAL 
LABORATORIES 

DR.  A.  FALLER,  Director 

1 9 West  Seventh  Street  Cincinnati,  Ohio 

Approved  by  the  American  Medical  Association 
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Mrs.  Ira  Preston  Champe’s  home  was  the  scene  of 
the  festivities  with  the  following  guests  of  honor 
present: 

Mrs.  John  Moore,  president;  Mrs.  Russell  Kes- 
sel,  first  vice  president;  Mrs.  William  Polsue, 
second  vice  president;  Mrs.  W.  S.  Shepherd,  third 
vice  president;  Mrs.  T.  G.  Reed,  recording  secre- 
tary; Mrs.  V.  T.  Churchman,  Jr.,  corresponding 
secretary;  Mrs.  Vernon  L.  Peterson. 

The  guests  were  introduced  by  Mrs.  M.  F. 
Petersen,  state  president,  and  Mrs.  O.  H.  Bobbitt, 
past  president  of  the  Kanawha  Auxiliary.  Seventy- 
six  guests  were  in  attendance. 

Mrs.  V.  T.  Churchman,  Jr., 
Corresponding  Secretary . 


During  the  business  meeting  the  following  offi- 
cers  were  elected  for  the  coming  year: 

President,  Mrs.  H.  V.  Thomas;  president-elect, 
Mrs.  E.  P.  Smith;  vice  president,  Mrs.  G.  H. 
Brownfield;  secretary,  Mrs.  E.  D.  Wise;  treas- 
urer, Mrs.  K.  Y.  Swisher. 

Reports  of  various  committees  on  the  year’s  work 
were  heard  and  the  meeting  adjourned  until  May 
28. 

Beatrice  G.  Thomas, 
Corresponding  Secretary . 


WITH  OUR  ADVERTISERS 


MARION  COUNTY 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  met  on  April  30,  at  the  home  of 
Dr.  and  Mrs.  F.  F.  Sowers.  Mrs.  A.  H.  Stevens, 
president,  presided  over  the  meeting.  Mrs.  J.  R. 
Tuckwiller  reviewed  the  article  “What  Are  Your 
Health  Frontiers?”  from  the  May  Hygeia.  Mrs. 
Stevens  reviewed  the  book  “The  Great  Doctors” 
by  Sigerist. 


R-  B.  DAVIS  BOOKLET 
A very  interesting  and  instructive  booklet  on 
food  values  and  nutrition  has  been  prepared,  cover- 
ing particularly  the  newer  knowledge  of  vitamin 
and  mineral  metabolism.  A clear-cut  discussion  of 
origin  and  function  of  all  the  accepted  vitamins  is 
indulged  in.  Charts  showing  the  relative  content  of 
vitamins,  calcium,  phosphorus,  and  total  caloric 
value  of  the  most  common  foods  are  presented. 

Though  the  booklet  is  small  in  size,  it  forms  a 
very  handy  reference  work  to  the  busy  practitioner 


McMILLAN  HOSPITAL  Charleston,  W.  Va. 


General  Surgery: 

W.  A.  McMillan,  M.  D.,  F.  A.  C.  S. 
J.  Roes  Hunter,  M.  I).,  F.  A.  0.  S. 
It.  H.  Dunn,  M.  D„  F.  A.  C.  S. 

I.  I*.  Cliampc,  Jr.,  M.  I). 
Obstetrics: 

U.  0.  McClure,  M.  I). 

Obstetrics  and  Gynecology: 

F.  A.  Clark,  M.  D. 

Neurology  and  Neuro-Surgery: 

Archer  A.  Wilson.  M.  D. 


Eye,  Ear,  Nose  and  Throat: 

V.  E.  Holcombe,  M.  D. 
Roentgenology: 

V.  L.  Peterson,  M.  D. 

Internal  Medicine: 

11.  L.  Robertson,  M.  D..  F.  A.  C.  r. 
William  C.  Stewart,  M.  I). 
Medicine  and  Pediatrics: 

Hugh  G.  Thompson.  M.  D. 


Orthopedic  Surgery: 

Randolph  L.  Anderson,  M.  D. 
Urology: 

Thomas  G.  Reed,  M.  D. 
General  Medicine: 

W.  0.  McMillan,  M.  D. 
Pathology: 

M.  Gillies,  M.  D. 

Resident  Physician: 

II.  W.  Meredith,  M.  D. 


McMillan  Hospital  Training  School;  Sara  Hamilton,  R.  N.,  Supt  of  Nurses;  Alma  McKay,  R.  N.,  Asst.  Supt. 
Elizabeth  Somerville,  R.  N.,  Night  Supervisor;  Winifred  McWhirter,  Floor  Superintendent. 
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Westbrook  Sanatorium 

RICHMOND,  VIRGINIA 

Telephone  5-3245 


Tas.  K.  Hall,  M.  D.  P.  V.  Anderson,  M.  D. 

A ssociates 

O.  B.  Darden,  M.  D. 

E.  H.  Alderman,  M.  I). 

E.  H.  Williams,  M.  I). 

The  sanatorium  is  a private  institution  with  150  beds,  located  in  the  Gintcr 
Park  Suburb  on  the  Richmond-Washington  National  automobile  highway.  Midway 
between  the  North  and  the  distant  South,  the  climate  of  this  portion  of  Virginia 
is  almost  ideal.  Nearby  are  many  reminders  of  the  Civil  War,  and  many  places  of 
historic  interest  are  within  easy  walking  distance. 

The  plant  consists  of  fourteen  separate  buildings,  most  of  which  are  new,  located 
in  the  midst  of  a beautifully  shaded  lawn,  surrounded  by  a 125-acre  tract  of  land. 
Remoteness  from  any  neighbor  assures  absolute  quietness. 

The  large  number  of  detached  buildings  makes  easy,  satisfactory  and  congenial 
groupings  of  patients.  Separate  buildings  are  provided  for  men  and  women.  Rooms 
may  be  had  single  or  en  suite  with  or  without  private  bath.  A few  cottages  are 
designed  for  individual  patients. 

The  buildings  are  lighted  by  electricity,  heated  by  hot  water,  and  are  well  equipped 
with  baths. 

The  scope  of  the  work  of  the  sanatorium  is  limited  to  the  diagnosis  and  treatment 
of  nervous  and  mental  disorders,  alcoholic  and  drug  habituation.  Every  helpful  facility 
is  provided  for  these  purposes,  and  the  institution  is  well  equipped  to  care  for  such 
patients.  It  affords  an  ideal  place  for  rest  and  upbuilding  under  medical  supervision. 
Six  physicians  reside  at  the  sanatorium  and  devote  their  entire  attention  to  the  patients. 
A chartered  training  school  for  nurses  is  an  important  part  of  the  institution  in  provid- 
ing especially  equipped  nurses — both  men  and  women — -for  the  care  of  the  patients. 

Systematized  out-of-door  employment  constitutes  an  important  feature  of  the 
treatment.  Wonderful  work  in  the  arts  and  crafts  is  carried  on  under  a trained 
teacher.  There  are  bowling,  tennis,  croquet,  billiards  and  pool. 

The  sanatorium  maintains  its  own  truck  farm,  dairy,  and  poultry  yards. 

Illustrated  Booklet  on  Request 
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and  should  be  kept  constantly  on  his  desk.  The 
book  has  been  prepared  by  the  R.  B.  Davis  Com- 
pany, the  makers  of  Cocomalt,  and  may  be  secured 
without  cost  on  request.  Write  to  R.  B.  Davis 
Company,  Dept.  W.  Va.,  Hoboken,  N.  J. 


PUBLIC  HEALTH  NEWS 

Mrs.  Ada  Coddington  McDermott  for  the  past 
eleven  years  director  of  the  bureau  of  social 
hygiene  of  the  State  Health  Department,  has  ten- 
dered her  resignation  to  Dr.  A.  E.  McClue,  state 
health  commissioner,  effective  June  first.  Dr.  A. 
M.  Price  has  been  named  acting  director  of  the 
bureau. 


MEDICAL  GOLFERS 

International  golf  will  be  played  at  Atlantic  City 
on  June  10th  when  members  of  the  American  Med- 
ical Golfing  Association  and  golf  enthusiasts  of  the 
Canadian  Medical  Association  join  forces  at  North- 
field  Country  Club. 

The  A.  M.  G.  A.’s  invitation  to  the  Canadian 
Medical  Association  to  hold  a joint  tournament  this 
year  has  been  accepted  by  Dr.  T.  C.  Routley,  gen- 
eral secretary  of  the  C.  M.  A.,  who  replied:  “I  am 


sure  our  Canadian  colleagues  will  appreciate  highly 
the  honor  you  have  done  them  in  asking  them  to 
be  present  at  the  Twenty-First  Annual  Tourna- 
ment of  the  American  Medical  Golfing  Associa- 
tion.” 

Two  additional  events  will  be  added  to  the  day’s 
already  generous  program  of  nine  events  and  seventy 
prizes: 

1.  The  International  Event,  featuring  the 
“President’s  Cup,”  a new  trophy  presented  by  Dr. 
Chas.  Lukens  of  Toledo,  and  nine  other  American 
prizes  for  our  Canadian  friends  to  carry  back  home. 

Important  in  oue 
Babies! 

Larsen  “Freshlike”  Strained  Vege- 
tables are  first  quality  garden  fresh 
vegetables  cooked,  strained  and 
sealed  under  vacuum  to  protect  vita- 
mins and  mineral  salts.  For  further 
protection  we  seal  in  spe- 
cial enamel  lined  cans. 

LAP.SEN  3 

" Freshlike ” 

Strained  Vegetables 

THE  LARSEN  COMPANY,  Gropn  Bey.  Wis 
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STUART  CIRCLE  HOSPITAL,  Richmond,  Va. 
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Medicine : 

.Alexander  G.  Brown,  Jr.,  M.  D. 
Manfred  Call,  U D 
Manfred  Call,  Ilf,  M.  D. 

O.  O.  Ashworth,  M.  I). 

Surgery : 

Robert  C.  Bryan,  M.  1). 

Stuart  N.  Michaux,  M.  I). 
Charles  R.  Robing,  M.  I). 

A.  Stephen  Graham,  M.  I). 


Obstetrics: 

Greer  Baughman,  M.  I). 

Ben  II.  Gray,  M.  I). 

Win.  Durwood  Suggs,  M.  I). 

Ophthalmology,  Otolaryngology: 

Clifton  M.  Miller,  M.  I). 

R ii  w i lght,  M D. 

W.  L.  Mason,  M.  1). 

Urological  Surgery: 

Joseph  F.  Geisinger,  M.  I). 


Pathology : 

Regena  Beck,  M.  I). 

Physiotherapy : 

Rica  Lange,  B.  S.,  Technician 
Oral  Surgery: 

Guy  R.  Harrison,  I).  I).  S. 
Roentgenology  and  Radiology: 
Fred  M.  Hodges,  M.  1). 

L.  O.  Snead,  M.  I). 


Stuart  Circle  Hospital  has  been  operated  for  twenty  years.  It  affords  scientific  care  to  patients  in  general 
Medicine,  Surgery,  Obstetrics  and  the  various  medical  and  surgical  specialties.  Detailed  information  furnished 

CHARLOTTE  PFEIFFER.  R.  N.,  Superintendent. 
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THE  MANAGEMENT  OF  THE  PSYCHONEUROTIC 
BY  THE  GENERAL  PRACTITIONER* 

(Oration  on  Medicine) 

By  M.  I.  Mendeloff,  M.  D. 

Charlestoti , West  Virginia 


'"J^he  longer  one  practices  medicine  the  more 
patients  one  sees  in  whom  bodily  disease 
is  the  result  of  a disturbed  psyche.  Moersch 
in  an  analysis  of  500  cases  studied  at  the 
Mayo  Clinic  found  psychogenic  factors  of 
varying  degree  in  44  per  cent.  Stevenson  in 
a study  of  150  cases  from  a gastrointestinal 
clinic  found  about  two-thirds  represented  an 
emotional  problem,  and  Reynolds  studying 
935  private  patients  seen  in  the  practice  of 
internal  medicine  concluded  that  over  20  per 
cent  were  psychoneurotics. 

Granted  that  a fairly  large  percentage  of 
patients  who  consult  us  for  various  ailments 
are  psychoneurotics  and  represent  various 
emotional  problems,  what  shall  be  the  atti- 
tude of  the  general  practitioner  and  of  the 
internist  towards  them.  Should  we  dismiss 
them  as  neurotics,  telling  them  “there  is 
nothing  wrong,  it  is  all  in  your  head,  go  and 
forget  it,”  or  should  we  develop  a certain 
plan  in  handling  them  intelligently  in  order 

+ Read  before  the  West  Virginia  State  Medical  Association  at 
Wheeling  on  May  8,  1935. 


to  keep  them  from  drifting  into  the  hands  of 
quacks  and  charlatans. 

In  order  to  do  this  the  general  practitioner 
should  familiarize  himself  with  the  milder 
functional  conditions  which  precede  the  on- 
set of  more  marked  psychiatric  symptoms 
later.  More  art  and  less  science  is  needed  in 
the  practice  of  medicine,  as  has  been  stressed 
by  Alvarez. 

Reynolds  classified  the  psychoneurotic 
cases  encountered  in  his  practice  into  the  fol- 
lowing groups: 

1.  Cases  in  which  the  sexual  life  is  the 
etiological  factor. 

2.  Cases  in  which  the  environment  of  the 
individual  is  the  factor,  and  by  environment 
is  here  meant  all  the  factors  having  an  in- 
fluence upon  the  patient’s  reaction  to  life. 

3.  Cases  who  throughout  their  life  have 
suffered  from  nervous  exhaustion. 

4.  Cases  in  which  the  nervous  manifesta- 
tions are  the  result  of  some  organic  change. 

The  first  and  second  group  require  pains- 
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taking  delving  into  the  patient’s  history  from 
childhood  to  adolescence,  inquiry  into  marital 
life,  ascertaining  the  presence  or  absence  of 
any  physical  incompatibilities.  The  relation 
of  the  patient  to  his  parents,  brothers  and 
sisters,  and  with  the  other  members  of  the 
family  is  important,  as  is  also  the  relations 
to  employees  or  to  business  associates.  In 
many  cases  it  will  be  necessary  to  find  out  the 
economic  condition  of  the  patient  and  the 
financial  status  of  the  business  or  the  profes- 
sion with  which  he  is  associated,  for  all  this 
information  may  prove  important  in  shedding 
light  on  the  background  from  which  the 
symptoms  spring. 

Most  commonly  our  patients  will  fall  into 
the  third  group,  presenting  a symptom  com- 
plex known  as  nervous  exhaustion.  The 
symptoms  of  nervous  exhaustion  are  legion 
and  may  spring  from  every  organ  in  the  body. 
These  patients  will  complain  of  tiredness 
out  of  proportion  to  effort  and  frequently 
the  examination  will  fail  to  disclose  any 
pathology  to  account  for  it.  Lack  of  energy, 
nervousness,  insomnia  and  tachycardia  may 
be  present.  Some  physicians  call  this  condi- 
tion neurocirculatory  asthenia  or  simply 
neurasthenia.  Most  commonly  they  complain 
of  gastrointestinal  symptoms,  miserable  feel- 
ing in  the  stomach,  pain  in  the  bowels, 
diarrhea  or  constipation  and  quite  often,  of 
passing  mucus  in  their  stools.  They  go  from 
one  clinic  to  another,  and  from  one  physician 
to  another,  exhausting  their  own  financial  re- 
sources and  those  of  their  friends  and  rela- 
tives. 

Dejerine  of  Paris  in  referring  to  these 
patients  says  “in  our  lives  there  are  mount- 
ains and  molehills,  but  in  the  lives  of  these 
people  there  are  only  mountains.”  These  in- 
dividuals enjoy  going  through  “organ  re- 
cital” which  includes  every  organ  in  the  body, 
for  the  exhaustion  renders  them  more  con- 
scious of  their  pains  and  of  their  fatigue. 

Quite  frequently  they  will  implore  you  to 
give  them  medicine  to  relieve  them  of  that 
miserable  feeling  and  at  times  will  gladly 
submit  themselves  to  operation  in  the  hope 


that  their  trouble  may  be  corrected  and  a cure 
effected. 

A well  taken  history  in  these  cases  is  the 
best  approach  to  the  final  diagnosis.  You 
may  not  be  able  to  obtain  the  desired  infor- 
mation from  the  patient  and  it  will  be  wise 
to  interview  the  husband  and  the  other  mem- 
bers of  the  family  before  you  decide  what 
type  of  personality  you  are  dealing  with.  Re- 
member that  in  obtaining  the  history  the 
patient  will  emphasize  physical  facts  and  will 
minimize  nervous  facts.  Get  a clear  picture 
of  the  patient’s  personality  and  study  the 
patient  as  a sociological  problem. 

Alvarez  lays  particular  stress  on  question- 
ing the  patients  as  to  how  long  since  they 
have  worked  and  also  with  reference  to  per- 
sonality changes.  Find  out  if  prior  to  the 
onset  of  this  illness  the  patient  has  been  los- 
ing interest  in  home  or  friends,  and  whether 
the  church  work  has  been  proven  to  be  bore- 
some.  The  meticulous  housewife  will  show 
lack  of  interest  in  her  home  and  the  devoted 
mother  will  grow  apathetic  toward  her  chil- 
dren, in  short  find  out  if  the  patient  is  bor- 
dering on  a condition  of  nervous  breakdown. 

After  you  have  obtained  a history  proceed 
with  the  physical  examination  and  laboratory 
studies  in  order  to  eliminate  any  possibility 
of  definite  organic  pathology  which  could 
explain  adequately  the  symptoms  complained 
of.  Frequently,  however,  no  pathology  is 
found  or  the  findings  may  be  minimal  and 
bear  no  relationship  to  the  symptoms.  Occa- 
sionally slight  deviations  from  normal  may 
be  found,  a sluggish  gall-bladder,  a retro- 
verted  uterus,  suspicious  looking  tonsils  or 
teeth. 

Should  slight  abnormalities  be  found  do 
not  treat  these  people  vigorously,  for  by  doing 
so  you  implant  new  fears  in  their  unstable 
nervous  mechanism.  The  reason  why  these 
individuals  are  subjected  to  so  much  need- 
less investigation  and  useless  surgery  is  be- 
cause of  the  erroneous  conception  prevalent 
among  a great  number  of  physicians  that  for 
every  symptom  there  must  be  present  some 
anatomical  change.  Real  knowledge  demands 
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not  only  familiarity  with  the  anatomical 
changes  but  with  the  relationship  between 
the  gross  changes  and  the  effort  on  the  part 
of  the  patient  to  adjust  himself  to  these 
changes.  The  patient  may  have  a slight 
cardiac  abnormality  but  the  symptoms  mani- 
fested may  be  out  of  proportion  to  the  ana- 
tomic changes  present. 

The  patient  with  nervous  exhaustion  is 
rendered  excessively  conscious  of  his  pain. 
At  first  the  symptoms  may  be  vague  and  not 
confined  to  any  particular  domain,  but  sooner 
or  later  they  become  more  definite,  such  as 
gastrointestinal  or  cardiac  symptoms.  Often 
in  order  to  obtain  the  sympathy  of  the  hus- 
band or  members  of  the  family  these  symp- 
toms become  acute,  such  as  smothering  or 
pain  in  chest  or  uncontrollable  vomiting,  or 
the  patient  may  become  stuporous  and 
aphasic.  The  truth  is  that  the  patient  has  had 
a nervous  breakdown  caused  by  having  in- 
herited vulnerable  nerve  tissue  and  that  the 
strain  and  stress  of  our  modern  life  has 
brought  this  vulnerable  state  of  the  nervous 
system  to  the  surface.  Economic  distress,  un- 
wanted pregnancy,  marital  difficulties  may  act 
as  the  “trigger  mechanism”  which  starts  the 
patient  down  the  incline  towards  disability. 

1 believe  it  is  highly  important  to  recog- 
nize this  condition  in  order  to  treat  these 
people  intelligently.  How  often  do  we  see 
them  with  record  of  several  operations  and 
with  no  relief.  Usually  the  appendix  has 
been  removed,  the  uterus  anchored,  an  ovar- 
ian cyst  removed,  tonsils  enucleated,  or  teeth 
extracted,  but  the  patient  still  feels  miserable 
and  of  no  account,  and  frequently  may  have 
been  made  worse. 

In  the  evaluation  of  the  complaints 
Moersch  states  as  follows:  “If  the  complaint 
refers  to  one  organ  and  has  been  of  relatively 
short  duration,  the  probability  is  that  organic 
disease  will  be  found.  If  many  complaints 
are  made,  or  if  the  condition  has  been  of 
long  duration,  it  becomes  increasingly  likely 
that  a functional  disturbance  will  be  found.” 
This  statement  has  been  of  great  help  to  me 
in  properly  evaluating  nervous  complaints. 


When  the  diagnosis  of  nervous  exhaustion 
has  been  made  it  is  the  duty  of  the  physician 
to  manifest  a most  sympathetic  understand- 
ing toward  the  patient.  Quite  often  these  in- 
dividuals are  seeking  one  who  will  listen  to 
their  woes,  for  too  often  they  are  turned  out 
by  the  physician  with  the  pronouncement 
that  nothing  wrong  was  found  and  for  them 
to  go  home  and  forget  it.  I admit  that  these 
individuals  will  often  try  the  patience  of  Job 
and  cause  you  to  regret  the  day  you  saw  them, 
but  if  you  will  only  keep  them  from  sub- 
mitting themselves  to  needless  surgery,  you 
will  have  done  them  a favor  and  spared  sur- 
gery from  severe  criticism. 

Tell  these  people  that  they  were  born  with 
a frail  make-up  and  that  they  must  learn  to 
live  with  their  inadequate  constitutions.  In 
the  days  when  life  was  simple  and  the  de- 
mands few  they  got  along  well,  but  under 
modern  conditions  with  the  tempo  accelerated, 
these  people  find  themselves  hopelessly  in- 
adequate to  cope  with  the  complexities  of  life. 

Often  it  is  possible  to  suggest  a change  by 
advising  a sojourn  in  the  country,  or  to  spend 
some  time  with  a tactful  relative  or  friend. 
In  this  way  there  can  be  a gain  in  weight  and 
strength  and  any  annoyances  at  home  may  be 
sidestepped. 

With  regards  to  diet,  you  will  find  these 
people  to  have  run  through  the  gamut  of 
diet  fads  from  hay  to  banana.  My  advice  is 
to  eat  everything  in  moderation  and  to  avoid 
foods  which  continuously  cause  distress.  For 
medication,  the  only  drugs  indicated  are  the 
barbiturates j I avoid  luminal,  it  makes  them 
feel  all  in  and  washed  out.  Bromural,  adalin 
and  medinal  are  better  drugs  to  be  used  in 
these  cases.  Exercise  is  important,  such  as 
walking  or  swimming.  Of  these,  swimming 
is  the  best.  Get  a few  together,  particularly 
of  the  same  interest,  background  and  of  social 
standing,  have  them  join  swimming  classes 
such  as  are  given  in  the  Y.  M.  C.  A.  or  Y. 
W.  C.  A.  Golf  and  croquet  are  also  advis- 
able, but  avoid  over  tiring. 
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Mental  treatment  may  be  important,  but 
it  should  be  applied  before  organic  changes 
have  developed.  As  to  the  kind  of  mental 
therapy  it  will  depend  on  the  patient’s  per- 
sonality. Here  is  where  your  information  ob- 
tained with  reference  to  the  patient’s  make  up 
is  important. 

In  women  at  menopause  the  administra- 
tion of  progynon  or  theelin  may  be  useful. 

Patients  suffering  from  organic  disease  are 
uaually  unstable  nervously.  When  the  dis- 
ease affects  the  heart,  blood  vessels,  partic- 
ularly those  of  the  nervous  system,  or  disease 
of  the  genital  organs,  the  nervous  symptoms 
may  be  marked.  When  a patient  is  informed 
that  he  is  suffering  from  angina  pectoris, 
hypertension  or  from  cerebral  arteriosclerosis, 
and  that  death  may  supervene  at  any  time, 
the  trend  of  thought  engendered  by  these  re- 
marks can  be  easily  understood.  We  should 


talk  to  these  people  more  about  anginal  life 
and  not  about  anginal  death. 

Prolonged  infectious  disease  frequently 
gives  rise  to  a disturbed  nervous  equilibrium. 
Frequently  this  condition  follows  chronic 
malnutrition. 

In  conclusion  I would  stress  the  following: 

1.  A large  percentage  of  patients  who 
consult  the  general  practitioner  are  psycho- 
neurotics. 

2.  On  careful  examination  these  individ- 
uals either  fail  to  show  any  organic  pathology 
to  explain  the  symptoms,  or  the  changes  are 
so  slight  that  in  themselves  they  could  not 
be  held  responsible  for  the  symptoms  com- 
plained of. 

3.  A large  group  of  such  individuals  are 
suffering  from  nervous  exhaustion. 

4.  A well  taken  history  is  the  best  ap- 
proach to  a correct  diagnosis. 


THE  RELATIONSHIP  BETWEEN  URINARY  PATHOLOGY 
AND  ABDOMINAL  SYMPTOMATOLOGY* 


‘By  Elmer  Hess,  M.  D.,  F.  A.  C.  S. 

Erie , Pennsylvania 


rJpHERE  is  nothing  in  the  human  body  that 
is  so  difficult  of  interpretation,  very  often, 
as  abdominal  symptomatology.  I am  not 
speaking  of  the  frank,  clear-cut  picture  of  ab- 
dominal disease  but  of  those  many  cases  who 
consult  us  with  all  sorts  of  vague  abdominal 
disturbances  for  which  in  the  past,  very  often, 
the  surgeon  has  scheduled  an  exploratory 
Japorotomy. 

Many  patients  make  the  rounds  from  one 
physician  to  another,  complaining  of  vague 
pains  and  discomforts  in  their  abdomens. 
They  may  or  may  not  have  been  subjected 
to  a series  of  so-called  exploratories  with  the 
Joss  of  an  appendix,  the  drainage  of  a gall- 
bladder, or  various  other  abdominal  pro- 
cedures. They  may  have  simply  been  labeled 
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as  neurasthenics  and  treated  symptomatically 
by  drugs.  These  people  form  an  increasingly 
large  proportion  of  the  practice  of  the  var- 
ious medical  cults  that  crop  up  through  the 
course  of  years  because  we,  the  regular  prac- 
titioners of  medicine,  have  failed  to  interpret 
properly  their  symptomatology  and  without 
a proper  interpretation,  naturally,  they  are 
doomed  to  more  or  less  chronic  invalidism. 

Since  patients  come  to  us  chiefly  for  the 
relief  of  pain,  a careful  study  of  the  causes 
of  abdominal  pain  is  essential  in  every  case. 
For  the  sake  of  review,  therefore,  I wish  to 
call  your  attention  to  some  recent  work  that 
is  going  to  change  partially,  at  least,  some  of 
our  ideas  concerning  the  transmission  of  pain 
impulses. 

Learmonth  and  Braasch  of  the  Mayo 
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Clinic  have  demonstrated  within  the  last  four 
years,  beyond  any  question  of  doubt,  that 
pain  sensations  of  the  urinary  bladder  are 
largely  transmitted  through  its  sympathetic 
innervation  via  the  presacral  plexus,  while 
for  some  time  it  has  been  definitely  shown  by 
Herbst,  Papin,  Harris,  myself  and  others, 
that  renal  sympathectomy  will  control  pain- 
ful sensations  arising  in  the  pelvis,  upper 
ureter,  and  kidney. 

More  thorough  study,  experimentally  and 
clinically,  is  necessary  but  great  strides  are 
being  made  in  the  study  of  pain  itself.  We 
are  working  experimentally  and  clinically 
with  the  sympathetic  system  for  the  solution 
of  many  of  these  pain  complexes.  For  ex- 
ample, in  a differential  diagnosis  of  dynamic 
ileus  and  actual  bowel  obstruction,  a simple 
sort  of  test  works  beautifully.  Spinal  anes- 
thesia will  give  rapid  results  if  there  is  not 
actual  bowel  obstruction.  This  is  really  a 
sympathetic  block  and  the  result  is  due  pri- 
marily to  the  effects  on  the  sympathetic  sys- 
tem. Much  of  the  inter-relationship  between 
the  gastrointestinal  and  genitourinary  tracts 
is  directly  due  to  this  specialized  section  of 
the  nervous  system  and  its  interesting  rami- 
fications. 

Now,  for  a moment,  let  us  consider  path- 
ology, particularly  in  the  urinary  tract,  which 
so  often  is  the  cause  of  the  undiagnosed  ab- 
dominal pain  or  distress  in  these  types  of 
patients.  Perhaps  the  best  way  to  bring  out 
the  points  which  I would  like  to  make  is  to 
cite  you  examples  of  the  mistakes  of  some  of 
my  colleagues,  the  general  surgeons,  and 
some  of  the  errors  that  have  occurred  in  my 
own  work. 

Pain  may  develop  in  any  part  of  the  ab- 
domen. If  it  occurs  on  the  left  side,  natur- 
ally the  kidney  or  ureter  on  that  side  would 
be  almost  immediately  suspected.  If,  how- 
ever, it  occurs  on  the  right  side,  it  may  sug- 
gest gall-bladder  or  duct  disease,  disease  of 
the  duodenum  or  pyloric  end  of  the  stomach, 
pleurisy,  particularly  of  the  diaphragmatic 
type,  pneumonia,  subdiaphragmatic  abscess, 
perinephritic  abscess,  appendicitis,  abnormal- 


ities in  the  cecum  or  other  portions  of  the 
bowel,  various  types  of  intestinal  stasis  up  to 
complete  obstruction,  hernia,  disease  of  the 
spine,  such  as  tuberculosis,  sacroiliac  disease, 
and  other  conditions,  particularly  of  the 
female  generative  organs,  or  in  some  cases 
prostatic  involvements,  infection  in  the  sem- 
inal vesicles  or  the  vas  deferens.  If  the  pain 
as  described  is  in  the  abdomen,  the  peritoneal 
contents  are  usually  suspected.  If,  however, 
the  pain  is  posterior,  unilateral,  and  with 
radiation  to  the  genitalia  or  leg,  the  genito- 
urinary tract  may  be  suspected.  The  inter- 
pretations depend  upon  the  fixity  or  location 
and  the  reference  of  the  pain. 

One  must  always  satisfy  himself  as  to  the 
exact  location  of  the  maximum  point  of  pain. 
Pain  that  is  constantly  shifting  must  be  con- 
sidered, often,  as  of  central  rather  than  local 
origin.  A good  rule  to  observe  is  that  pain 
with  tenderness  is  local ; pain  without  tender- 
ness is  referred.  It  is  purely  a subjective 
symptom,  without  limits,  from  any  distressed 
feeling  through  all  variations  to  the  unbear- 
able type.  It  must  be  considered  as  to  its 
severity ; its  constancy  ; its  character,  boring 
or  lancinating;  its  sudden  or  gradual  onset. 
Is  it  colicky  or  intermittent?  Does  it  stop 
suddenly  or  gradually  wear  away?  Is  it  re- 
lieved or  aggravated  by  changes  in  position 
or  by  evacuation  of  the  bowels  or  bladder? 
What  relationship  does  it  have  to  the  inges- 
tion of  food?  Is  it  influenced  by  movements 
of  the  chest  wall  on  breathing?  If  the  de- 
scription and  interpretation  of  the  pain  is  de- 
veloped by  observation  and  careful  history, 
plus  palpation,  with  these  questions  in  mind 
an  immediate  solution  to  the  problem  usually 
presents  itself. 

The  taking  of  histories  by  the  majority  of 
us  is  almost  a lost  art,  and  a careful  physical 
examination  without  preliminary  dependence 
upon  laboratory  work  requires  of  the  exam- 
iner keen  observation  and  the  proper  inter- 
pretation of  what  his  own  senses  are  able  to 
tell  him.  The  proper  observation  and  palpa- 
tion of  the  abdomen,  together  with  ausculta- 
tion, will  be  sufficient  to  make  a diagnosis  in 
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the  majority  of  cases,  and  yet  without  the 
confirmatory  aid  from  the  x-ray  and  labora- 
tory, of  course,  many  grave  errors  will  be 
made. 

It  seems  elemental  to  raise  these  points 
before  an  audience  of  this  character,  and  yet 
I am  convinced  as  never  before  of  the  fact 
that  either  through  carelessness,  or  because 
we  are  so  busy,  we  fail  to  be  elemental  in  the 
most  important  part  of  our  relationship  with 
our  patients.  After  this  type  of  examination 
has  been  made  then  it  is  necessary  to  call 
upon  the  laboratory  and  the  specialist,  not  so 
much  to  make  the  diagnosis  for  us  but  to 
back  us  up  by  verification  of  our  clinical  find- 
ings with  such  data  as  to  place  our  manage- 
ment of  these  vague  cases  upon  a firm  scien- 
tific foundation. 

Let  us  for  a moment  discuss  some  of  the 
differential  diagnostic  points  in  appendicitis. 
This,  of  course,  we  all  recognize  as  one  of 
the  most  dangerous  of  all  the  acute  lesions 
in  the  abdomen  and  often  the  surgeon  is 
forced  to  operate  without  much  chance  for 
careful  observation.  I think  it  is  far  better  to 
take  out  an  innocent  appendix  when  in  doubt 
than  to  take  chances  with  rupture  or  gang- 
rene. However,  there  are  more  conditions 
which  may  simulate  appendicitis  than  any  of 
us  sometimes  realize.  Pyelitis  is  one  of  these, 
particularly  in  children.  Pyelitis  and  right- 
sided pneumonia  are  about  in  the  same  class. 
There  are  a few  differential  points  that  will 
help  us  in  the  separation  of  these  three  con- 
ditions. In  pyelitis,  there  is  usually  chill  and 
the  child  or  adult  does  not  appear  to  be  as 
sick  as  the  temperature  or  other  symptoms 
would  indicate.  The  rigidity  of  the  abdomen 
is  never  quite  so  marked  in  pyelitis  or  pneu- 
monia, and  costovertebral  tenderness  is 
almost  always  present  in  pyelitis.  Pus  in  the 
urine  may  occur  in  both  pyelitis  and  appen- 
dicitis. I have  seen  many  cases  of  pyelitis 
where  the  urine  was  perfectly  normal,  the 
reason  being  that  the  ureter  from  the  in- 
fected kidney  was  completely  blocked  and 
the  only  urine  obtained  was  from  the  healthy, 
uninfected  organ. 


In  appendicitis,  the  flexion  and  extension 
of  the  right  leg  will  relieve  and  aggravate 
the  pain  if  palpation  is  made  over  McBur- 
ney’s  point,  while  in  renal  conditions  the 
pain  will  usually  not  be  relieved  or  aggra- 
vated by  such  a procedure.  Careful  study  of 
the  temperature  curve  will  help  to  rule  out 
the  difference  between  renal  and  ureteral 
infections  and  intra-abdominal  ones.  In  ap- 
pendicitis, the  temperature  never  reaches  such 
heights,  nor  dees  it  fall  as  low  as  in  pyelitis. 
If  the  patient’s  condition  is  such  and  a com- 
petent urologist  is  at  hand,  cystoscopy  will 
usually  rule  one  or  the  other  condition  imme- 
diately out  of  the  picture.  This  is  particularly 
true  in  the  so-called  chronic  cases  of  appen- 
dicitis, a diagnosis  that  I feel  hides  a great 
many  of  the  surgeon’s  errors. 

A common  cause  for  mistake  is  a calculus 
in  the  middle  or  lower  third  of  the  ureter. 
It  may  be  interesting  to  note  that  several 
years  ago  in  eighty  consecutive  cases  of 
ureteral  stone,  all  but  two  had  been  pre- 
viously operated  upon  for  appendicitis,  some 
of  these  patients  having  had  as  many  as  five 
laparotomies.  They  were  finally  relieved  of 
their  symptoms  when  a ureteral  stone  was 
found  and  removed. 

The  pain  of  ureteral  colic  is,  as  a rule, 
much  more  intense  than  in  appendicitis. 
Careful  questioning  will  usually  reveal  the 
reference  of  the  pain  to  the  head  of  the  penis, 
the  testicle,  or  inner  side  of  the  thigh  in  the 
male,  or  to  the  bladder  neck  in  the  female. 
There  is  more  or  less  infection  with  retention 
in  the  pelvis  of  the  kidney  on  the  side  of  the 
calculus,  whether  there  is  complete  or  partial 
blockage  of  the  ureter.  That  means  just  one 
thing — costovertebral  tenderness. 

How  many  of  us  in  making  an  examina- 
tion of  an  abdomen  are  careful  to  always  do 
a bimanual  palpation  with  one  hand  pressing 
in  the  costovertebral  angle?  Let  us  for  a 
moment  look  at  the  symptoms  that  we  may 
expect  from  calculous  disease.  A stone  in  the 
renal  pelvis  may  grow  to  huge  proportions 
without  ever  giving  any  symptoms,  while  a 
very  small  stone  blocking  or  partially  block- 
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ing  the  uretero-pelvic  junction  may  give  ter- 
rific pain  and  because  of  the  sympathetic 
nervous  system  may  give  such  gastrointestinal 
symptoms  that  a diagnosis  of  ruptured  gastric 
or  duodenal  ulcer  may  be  made.  Stones  in 
the  upper  third  of  the  ureter  are  usually  ac- 
companied by  nausea  and  vomiting,  and  the 
referred  pain  to  the  genitalia  will  usually  be 
missing.  The  opposite,  of  course,  is  true  of 
stones  arrested  in  the  lower  or  middle  third. 

A baby  was  referred  to  the  surgical  service 
of  St.  Vincent’s  Hospital  with  a diagnosis  of 
acute  appendicitis,  was  examined  by  the  sur- 
geon and  prepared  for  operation,  when  the 
nurse  noticed  that  the  child  urinated  almost 
pure  pus.  Careful  physical  examination  then 
revealed  that  the  baby’s  abdomen  was  soft 
and  the  temperature  had  dropped  to  normal 
during  the  night.  Cystoscopy  the  following 
morning  ruled  out  the  appendicitis  and  a 
ureteral  retention  catheter  with  renal  lavage 
cleaned  up  an  acute  pyelonephritis. 

A man,  twenty-seven  years  of  age,  was 
admitted  to  the  surgical  service  of  St.  Vin- 
cent’s Hospital  with  all  the  typical  signs  of 
an  acute  appendicitis  and  at  operation  a nor- 
mal appendix  was  removed.  Strangely,  all 
of  the  symptoms  disappeared  only  to  return 
six  months  later  and  now  the  diagnosis  be- 
came adhesions.  The  patient  refused  further 
surgical  attention.  Several  months  later  a 
roentgenological  study  revealed  a suspicious 
looking  shadow  in  the  region  of  the  appendix. 
Cystoscopy  proved  the  shadow  to  be  a stone 
in  the  lower  end  of  the  right  ureter. 

A male,  thirty  years  of  age,  had  a retro- 
cecal appendiceal  abscess  which  ruptured  into 
the  ureter  and  drained  out  through  the 
bladder.  This  was  mistaken  for  an  acute  pye- 
lonephritis. A fistula  to  the  bowel  was  dis- 
covered when  an  attempt  was  made  to  cathe- 
terize  the  ureter  and  do  a pyelogram.  So, 
you  see,  it  is  easy  to  reverse  the  error. 

Perinephritic  abscesses  are  at  times  ex- 
tremely confusing,  diagnostically.  There  is 
one  point  that  we  all  should  keep  in  mind; 
namely,  that  the  pain  in  perinephritic  abscess 
is  constant,  boring,  and  seldom  is  relieved 


until  the  abscess  is  drained.  Tenderness  is 
always  in  the  costovertebral  angle  but  the 
differential  diagnosis  between  this  condition 
and  a retrocecal  appendiceal  abscess  is  very 
difficult.  Urological  examination,  unfortun- 
ately, in  the  vast  majority  of  cases,  will  ren- 
der little,  if  any,  assistance.  Just  recently  I 
saw  a case  in  consultation  sent  in  as  appen- 
dicitis. Cystoscopic  examination  revealed  a 
normal  pyelogram  but  some  distortion  of  the 
ureter.  This  patient  had  had  daily  bowel 
movements  ever  since  he  had  been  taken  ill. 
1 le  had  pain  and  tenderness  in  the  costo- 
vertebral angle  and  deep  seated  tenderness  in 
the  back  and  over  the  right  abdomen  with  a 
distinctly  palpable  mass  in  the  region  of  the 
right  kidney.  He  was  not  rigid  and  he  did 
not  seem  to  be  particularly  sick.  Under  local 
anesthesia  a small  incision  was  made  over 
Petit’s  triangle  but  no  pus  could  be  found. 
An  incision  over  McBurney’s  disclosed  a huge 
retrocecal  appendiceal  abscess  which  was 
evacuated. 

You  are  all  perfectly  aware  of  the  fact 
that  gastric  and  duodenal  ulcers  are  often 
mistaken  for  appendiceal  disease,  particularly 
those  cases  which  perforate.  After  perfora- 
tion the  gastric  or  duodenal  contents  follow 
the  attachment  of  the  mesentery  down  into 
the  right  iliac  fossa  and  give  pain  and  tender- 
ness over  McBurney’s  due  to  the  collection 
by  gravity  at  this  point.  Often  gastric  dis- 
tress may  be  due  to  chronic  ulcers  of  the 
stomach  or  duodenum  and  vice  versa.  These 
vague  symptoms  may  be  due  to  renal  disease 
with  this  reflex  phenomena  in  the  upper  ab- 
domen. Sharp,  acute  pain  in  the  left  side  of 
the  abdomen,  radiating  to  the  testicle  or  back, 
would  almost  immediately  make  the  average 
physician  suspicious  of  a renal  lesion  and  a 
proper  investigation,  cystoscopicallv,  would  be 
insisted  upon.  After  all,  it  is  the  right  side  of 
the  abdomen  which  causes  us  the  most  diffi- 
culty from  a differential  diagnostic  point  of 
view. 

Sometimes  lesions  in  the  lower  chest  are 
very  misleading  and  the  symptomatology 
which  they  create  is  often  confusing.  Some 
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years  ago  I was  called  in  by  a general  sur- 
geon to  see  a patient  whom  he  thought  had 
pleurisy  with  an  accumulation  of  pus  in  the 
lower  chest  with  elevation  of  temperature, 
dyspnea,  and  excessive  pain  over  the  lower 
ribs  on  breathing.  An  x-ray  of  the  chest  in- 
dicated the  diagnosis  of  a walled-off  empyema 
following  pneumonia  and  pleurisy.  The  diag- 
nostic needle  failed  to  find  pus  and  there  was 
absolutely  nothing  in  the  patient’s  history  or 
physical  findings  to  suggest  a renal  lesion. 
The  surgeon,  a very  careful  man,  thought  he 
would  rule  out  the  genitourinary  tract.  Being 
a fight  fan  helped  me  to  make  a diagnosis. 
The  moment  1 saw  this  patient  I recognized 
a well  known  pugilist.  History  revealed  that 
this  man  had  on  several  occasions  received 
several  terrific  blows  over  the  left  kidney, 
and  that  following  several  fights  there  had 
been  a little  urinary  bleeding.  Cystoscopy 
revealed  a huge  pyonephrosis  and  the  symp- 
toms of  empyema  immediately  cleared  up 
following  nephrectomy. 

This  case  merits  a little  discussion.  Why 
were  there  no  urinary  symptoms?  The 
answer  is,  I believe,  easy.  The  ureter  on  the 
left  side  was  completely  blocked  and  the  only 
urine  that  was  being  passed  came  from  the 
good  kidney.  There  was  no  bladder  infection 
— that  had  cleared  up  a long  time  before  the 
present  illness.  The  pvonephrotic  mass  had 
pushed  the  diaphragm  upward  and  had  cast 
such  a shadow  on  the  x-ray  that  fluid  or  pus 
was  diagnosed  in  the  chest.  The  fact  that  this 
man  had  been  treated  for  several  previous 
attacks  of  pleurisy  had  seemed  to  prove  the 
diagnosis. 

Pelvic  inflammatory  disease  in  women 
very  often  will  cause  nephrosis  due  to  the 
narrowing  of  the  ureter  by  pressure  of  the 
inflammatory  mass  upon -it.  This  will  cause 
at  times  a definite  pain  in  the  costovertebral 
angle.  There  have  been  a great  many  cases 
with  pelvic  inflammatory  disease  who  had 
little,  if  any,  pelvic  symptomatology  but  who 
were  disturbed  by  symptoms  directly  refer- 
able to  the  urinary  tract.  These  patients  will 
get  well  upon  the  subsidence  of  the  acute  in- 


flammatory condition  or  with  ureteral  dilata- 
tion in  the  chronic  non-operative  cases.  Again, 
many  of  the  urinary  symptoms  will  disappear 
after  the  pelvic  inflammatory  disease  has 
been  cleaned  up  by  some  surgical  procedure. 

In  the  male,  there  are  conditions  in  the 
genitourinary  tract  which,  very  often,  simu- 
late abdominal  pathology.  One  of  the  most 
striking  examples  of  this  came  to  my  atten- 
tion a few  years  ago  when  a patient  was  sub- 
jected to  abdominal  section  with  a diagnosis 
of  acute  bowel  obstruction.  At  operation  no 
obstruction  could  be  found.  However,  the 
clinical  picture  was  typical.  Imagine  the  sur- 
geon’s chagrin  three  days  after  operation  to 
discover  that  his  patient  had  a left-sided 
epididymitis  caused  by  a gonococcic  infection 
which  had  not  been  developed  in  the  history 
or  by  physical  examination. 

Inflammatory  and  other  lesions  of  the 
prostate  may  very  easily  cause  mistakes  in 
the  same  manner.  The  routine,  careful  rectal 
examination  of  all  patients  presenting  lower 
abdominal  symptoms  is  absolutely  essential 
to  good  practice  and  very  often  this  simple 
procedure  will  solve  the  problem  before  us. 
I believe  that  in  all  cases  of  ill-defined  ab- 
dominal pain  with  gastrointestinal  disturb- 
ances, and  where  operation  is  not  immediately 
indicated  by  the  acuteness  of  the  symptoms, 
a thorough  urological  survey  is  indicated. 
The  least  it  will  do  is  to  rule  out  the  genito- 
urinary tract  and  place  the  abdominal  symp- 
tomatology in  its  proper  classification. 

Today  few  men  list  exploratory  laporo- 
tomy  as  an  operative  procedure.  I am  con- 
vinced that  less  than  ten  per  cent  of  our  work 
as  surgeons  is  of  such  severity  that  it  requires 
what  we  choose  to  call  emergency  surgical 
procedure,  and  that  over  ninety  per  cent  of 
our  cases  can  be  carefully  studied  and  a proper 
diagnosis  made.  By  referring  many  of  these 
patients  to  the  roentgenologist  for  a gastro- 
intestinal study,  having  a careful  cystoscopic 
examination  made  when  indicated,  and  using 
all  of  our  ability  as  clinicians,  the  diagnosis  in 
the  majority  of  cases  will  be  placed  where  it 
belongs,  either  in  the  gastrointestinal  or 
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genitourinary  tract.  If  the  urologist  is  to  see 
his  stone,  pyelitis,  and  pyelonephrotic  patients 
before  they  have  had  several  abdominal  op- 
erations, it  can  only  be  as  a result  of  a very 
close  cooperation  and  understanding  in  the 
diagnostic  study  between  the  urologist  and 
the  general  surgeon.  Do  not  misunderstand 
me.  I do  not  speak  of  the  clean-cut  case  of 
abdominal  pathology;  1 speak  of  the  case  in 
which  a diagnosis  is  either  difficult  or  im- 
possible to  make  by  ordinary  methods  of  pro- 
cedure. 

One  of  the  most  misleading  conditions  in 
the  urinary  tract  with  which  we  have  to  deal 
is  the  ectopic,  movable,  or  floating  kidney. 
Many  of  these  are  only  discovered  at  autopsy, 
never  having  given  a single  symptom  during 
the  lifetime  of  the  individual. 

Many  persons  with  vague  abdominal  symp- 
toms, including  nausea,  vomiting,  gaseous 
distention,  constipation,  and  various  types  of 
abdominal  pain  are  diagnosed  as  having  a 
floating  kidney  simply  because  a low  or  a 
misplaced  kidney  is  palpable.  Many  of  these 
kidneys  are  operated  upon.  As  a matter  of 
fact,  in  the  vast  majority  of  these  cases,  the 
symptoms  are  unrelieved  following  the  sur- 
gical procedure  because  the  trouble  has  not 
been  renal.  If  a physician  finds  a kidney 
considerably  out  of  position  he  is  very  often 
inclined  to  blame  that  displacement  for  the 
entire  train  of  so-called  neurasthenic  symp- 
toms, which  we  have  always  been  taught  are 
due  to  such  displacement.  This  is  an  incor- 
rect assumption  for  in  the  vast  majority  of 
cases  there  is  an  associated  general  viscerop- 
tosis. Relief  of  the  one  without  the  other 
will  be  to  no  avail. 

Now  here  is  a fact  which  may  not  be  new 
but  one  which  I think  is  often  overlooked 
even  by  urologists.  A normal  kidney  may 
have  a perfectly  normal  excursion  of  five 
inches  in  deep  inspiration  and  deep  expira- 
tion. I have  seen  many  of  these  kidneys 
blamed  for  this  long  train  of  abdominal  and 
nervous  symptoms.  I have  seen  and  done 
nephropexy  in  these  cases  without  results. 
I do  not  believe  that  any  of  these 


kidneys  should  be  subjected  to  sur- 
gical attack  until  it  can  be  proven  without 
any  question  of  doubt  that  their  mobility  does 
cause  the  pain  and  the  gastrointestinal  dis- 
tress from  which  the  patient  complains. 
Hypermobility  with  no  other  findings  is  not 
sufficient  indication  for  any  surgical  proced- 
ure. These  kidneys  will  remain  symptomless 
unless  there  is  first,  kinking  of  the  ureter 
with  stasis  and  overdistention  of  the  renal 
pelvis  in  varying  degrees  up  to  that  condi- 
tion which  we  call  a Dietl’s  crisis;  and  second, 
there  must  be  a twist  or  pull  on  the  renal 
pedicle  of  sufficient  severity  to  interfere  with 
its  circulation  and  the  sympathetic  nerve 
fibers  so  intimately  connected  with  the  vas- 
cular pedicle.  Both  of  these  things  can  be 
demonstrated  by  any  competent  urologist. 

In  the  type  of  case  where  there  is  some 
nephrosis;  where  kinking  of  the  ureter  can 
be  demonstrated  by  pyelography;  where 
there  is  infection;  where  the  kidney  has 
descended  and  becomes  fixed  in  a low  posi- 
tion; where  the  pain  and  gastrointestinal  dis- 
tress can  be  duplicated  by  overdistention  of 
the  renal  pelvis,  then  these  kidneys  may  be 
attacked  surgically. 

Nephropexy  is  unanatomic,  unphysiologic, 
and  if  operation  is  indicated,  the  destruction 
of  the  renal  sympathetic  nerves  with  uretero- 
lysis  is  all  that  is  necessary,  and  strange  as  it 
may  seem,  many  of  these  patients  can  be  com- 
pletely relieved  of  their  symptoms  by  proper 
abdominal  support  with  occasional  lavage  of 
the  kidney,  if  there  is  infection. 

An  interesting  case  in  point  follows:  A 

female,  age  thirty-eight,  gave  a history  of  re- 
current attacks  of  pain  in  the  right  side.  Each 
attack  was  accompanied  by  a little  right  rectus 
rigidity,  constipation,  leukocytosis,  nausea, 
and  at  times  vomiting.  The  diagnosis  on  sev- 
eral occasions  was  acute  exacerbation  of  a 
chronic  appendicitis.  Several  attempts  were 
made  to  freeze  out  the  appendix  with  ice  caps. 
The  appendix  was  finally  removed  with  the 
diagnosis  of  subacute  appendicitis  at  opera- 
tion. Complete  recovery  was  experienced  for 
several  months  when  there  was  a return  of 
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the  nausea,  vomiting,  and  abdominal  pain. 
She  lost  a great  deal  of  weight.  The  patient 
made  the  statement  that  if  she  had  not  had 
her  appendix  removed  she  would  believe 
she  had  the  same  attacks  which  she  had  prior 
to  the  appendectomy.  A gastrointestinal  study 
was  made,  a probable  diagnosis  of  gastric 
ulcer  was  given  the  attending  surgeon,  and  a 
gastroenterostomy  was  now  done,  although 
no  ulcer  was  actually  demonstrated.  After 
this  procedure  her  symptoms  were  unrelieved ; 
if  anything,  she  was  very  much  worse.  Her 
difficulties  were  now  diagnosed  as  being  caused 
by  a vicious  cycle  and  she  was  advised  to  be 
reoperated  upon  and  have  the  gastroenteros- 
tomy closed.  This  was  done.  She  was  ap- 
parently well  for  a period  of  several  months 
when  again  the  same  attacks  of  gastro- 
intestinal disturbance  reappeared.  She  now 
fell  into  the  hands  of  a medical  man.  She 
had  a great  deal  of  nausea,  vomiting,  right 
rectus  rigidity,  constipation  and  tenderness 
was  now  discovered  in  her  right  costovertebral 
angle.  This  physician  knew  how  to  palpate 
a kidney  and  thought  he  could  hold  the  right 
kidney  in  his  hands  on  deep  expiration.  The 
tenderness  was  positive,  although  due  to  the 
rigidity  of  the  abdominal  musculature  and 
the  fact  that  several  abdominal  operations 
had  been  done,  the  physician  was  not  sure. 
He  requested  consultation  with  cystoscopy. 
A large,  freely  movable  right  kidney  was 
very  easily  demonstrated  by  pyelography. 
The  diagnosis  was  renal  ptosis  with  attacks  of 
acute  hydronephrosis  (Dietl’s  crisis).  This 
woman  was  relieved  of  any  further  attacks 
by  the  simple  expedient  which  we  adopt  in 
these  cases.  She  was  fitted  with  a kidney  cor- 
set and  the  kidney  was  lavaged  until  the  in- 
fection subsided.  If,  after  a year  of  this  cor- 
set treatment,  the  symptoms  are  unimproved, 
a sympathectomy  will  be  done. 

Again,  the  reverse  may  be  true.  Consider 
a male,  age  twenty-two,  with  a history  of  re- 
peated attacks  of  pain  in  the  right  side  of  the 
lower  abdomen  followed  by  almost  complete 
suppression  of  urine.  During  the  attack  he 
wras  relieved  of  his  pain  by  posture.  The 


diagnosis  was  acute  hydronephrosis  (Dietl’s 
crisis).  He  was  referred  to  me  for  operative 
consideration.  Upon  admission  to  the  hos- 
pital he  had  enormous  rigidity  of  the  entire 
abdomen  and  gave  the  following  history: 
He  was  taken  with  the  pain  following  the 
eating  of  a very  heavy  meal.  The  pain  had 
started  in  the  pit  of  his  stomach,  left  the  epi- 
gastric region,  and  was  now  constant  and 
agonizing  in  the  region  of  McBurnev’s  point. 
His  pulse  was  rapid  and  weak.  The  attack 
had  lasted  about  six  hours  and  he  had  not 
voided  since  the  attack  started. 

The  patient  wras,  unquestionably,  going 
into  shock.  He  was  too  ill  for  a Dietl’s  crisis. 
Feeling  that  some  abdominal  catastrophe  had 
occurred,  consultation  was  immediately  ob- 
tained. Had  it  not  been  for  the  history  of 
repeated  attacks  of  like  nature  I would  have 
made  an  immediate  diagnosis  of  ruptured 
gastric  or  duodenal  ulcer.  Consultation 
agreed  with  this  diagnosis.  The  abdomen  was 
opened  and  the  boy  made  an  uneventful  re- 
covery after  having  his  duodenal  ulcer  closed. 

This  case  brings  out  one  splendid  point. 
This  boy  did  have  a movable  kidney  on  the 
right  side  which  later  examination  disclosed. 
There  is  no  question  that  his  previous  attacks 
had  been  attacks  of  Dietl’s  crisis  but  the  two 
conditions  had  nothing  to  do  with  each  other. 
Two  facts  are  here  demonstrated  in  this  case. 
The  original  pain  with  nausea  and  vomiting 
with  Dietl’s  crisis  is  in  the  epigastric  region, 
due  to  the  tension  on  the  renal  sympathetic 
nerve  supply  which  causes  the  nausea  and 
vomiting  and  pain  in  the  epigastrium.  The 
pain  in  the  right  iliac  region  is  due  to  the 
fact  that  it  is  at  this  point  that  the  ureter 
crosses  the  great  vessels  in  the  pelvis  and  the 
acute  kink  usually  occurs  in  this  locality. 

I would  like  here  to  say  a word  about  the 
use  of  intravenous  iodine  preparations  in  the 
diagnosis  of  urinary  disease.  It  was  thought 
at  one  time  that  neoiopax,  uroselectan,  and 
other  preparations  of  this  kind  would  elim- 
inate the  necessity  for  painful  and  uncomfort- 
able cystoscopy.  This  is  a delusion.  In  my 
own  experiences  in  less  than  ten  per  cent  of 
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the  cases  can  the  intravenous  urogram  be  re- 
lied upon  for  diagnostic  purposes  and  unless 
the  interpretation  is  very  carefully  made, 
grave  errors  are  bound  to  occur.  Very  often, 
after  intravenous  urography,  retrograde  pye- 
lography must  be  done. 

I was  consulted  by  a male,  age  sixty-four, 
who  gave  a typical  clinical  history  of  stone 
in  the  lower  third  of  the  left  ureter.  A blind 
man  could  have  seen  this  diagnosis  with  his 
cane.  Feeling  that  intravenous  urography 
would  spare  this  man  the  discomfort  of  cysto- 
scopy, he  was  given  neoiopax.  The  plain 
x-ray  showed  what  looked  like  a fairly  large 
calculus  lodged  in  the  lower  third  of  the 
ureter  and  the  neoiopax  demonstrated  a 
shadow  of  a nephrosed  kidney  with  a dilated 
ureter  ending  at  this  sharper  shadow  which 
had  been  diagnosed  as  the  stone.  Operation 
was  decided  upon  as  the  diagnosis  certainly 
appeared  obvious.  However,  cystoscopy  was 
done  and  a retrograde  pyelogram  was  made. 
Imagine  our  surprise  to  find  no  obstruction 
in  the  ureter  and  to  find  that  the  shadow 
which  we  had  interpreted  as  an  obstructing 
stone  lay  one-half  inch  away  from  the  shadow 
of  the  x-ray  catheter.  There  was  no  opera- 
tion. I call  your  attention  to  the  uncertainty 
of  diagnosis  by  intravenous  urography  and 
warn  you  against  depending,  in  the  vast 
majority  of  the  suspected  cases,  upon  this  pro- 
cedure. I know  that  many  men  not  urologists 
are  using  it  for  diagnostic  purposes  and  you 
must  be  exceedingly  careful  in  your  interpre- 
tation when  you  employ  intravenous  urog- 
raphy in  this  manner. 

I want  to  quote  you  one  more  case.  I 
record  it  for  two  reasons.  First,  because  I 
alone  am  responsible  for  what  happened ; and 
second,  because  it  taught  me  such  a striking 
and  vivid  lesson  that  I always  insist  upon  a 
complete  urological  study  in  every  case  that 
is  now  referred  to  me. 

This  is  the  story  of  a young  man  in  his 
twenties  who  was  referred  to  me  because  his 
attending  physician  had  been  unable  to  clean 
up  a morning  drop  following  an  acute  gon- 
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orrheal  urethritis.  There  was  nothing  now 
acute  about  the  young  man’s  condition,  and 
after  questioning  him  very  carefully  I ascer- 
tained that  he  had  some  backache,  partic- 
ularly on  the  right  side,  with  attacks  of  fre- 
quency and  urgency,  and  that  he  was  always 
able  to  express  a drop  of  pus  from  the  meatus 
in  the  morning.  He  also  had  recurrent  attacks 
of  gastric  discomfort,  nausea  being  the  pre- 
dominant symptom. 

It  seemed  rather  foolish  at  the  time  to 
insist  upon  a complete  urological  survey. 
The  case  was  very  clear  cut  and  all  I did 
after  examining  him  rectally  was  to  urethro- 
scope him.  There  was  sufficient  granulation 
tissue  in  the  posterior  urethra  to  make  me  be- 
lieve that  his  trouble  was  a chronic  prostatitis 
and  seminal  vesiculitis.  The  bladder  itself 
looked  perfectly  normal,  both  ureteral  ori- 
fices being  normally  active  and  not  inflamed. 
His  gastric  distress  was  not  given  serious  con- 
sideration. This  man  was  treated  for  a period 
of  four  months  without  any  amelioration  of 
his  symptoms.  When  a complete  urological 
study  was  suggested  it  was  refused  and  I did 
not  insist  because  I still  felt  all  of  his  trouble 
was  due  to  an  old  gonococcic  condition. 
Eventually  the  patient  disappeared  after 
eight  months  of  futile  treatment.  One  of  my 
general  surgical  colleagues  called  me  up 
some  months  later  and  very  frankly  told  me 
that  he  had  tried  to  send  one  of  my  patients 
back  to  me  for  operation  and  that  he  had  re- 
fused to  return,  stating  that  I had  already 
treated  him  for  eight  months  without  doing 
him  any  good.  The  surgeon  told  me  that 
after  the  patient  refused  to  return  to  me  and 
not  knowing  what  else  to  do,  he  had  sent  the 
patient  to  a roentgenologist  for  an  x-ray  pict- 
ure of  his  back.  The  film  showed  a stone  in 
the  region  of  the  right  kidney  pelvis.  The 
surgeon  then  desired  a check-up  cystoscopy 
and  operation.  He  called  me  and  wanted  to 
know'  wffiat  to  do  and  I told  him  that  if  he 
felt  that  the  condition  was  a stone  in  the  kid- 
ney to  remove  it  by  all  means.  This  he  did. 
I had  lost  a patient  but  had  learned  a very 
valuable  lesson. 
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In  conclusion  I would  like  to  impress  upon 
you  the  necessity  for  all  of  us  to  return  to 
those  fundamental  principles  that  we  were 
taught  in  our  college  days.  We  must  take 
careful  histories  and  do  thorough  physical 
examinations,  depending  upon  our  own 
senses.  We  must  use  the  laboratory,  not  for 
diagnostic  but  for  confirmatory  purposes 
after  we  have  made  the  diagnosis  clinically. 
No  patient  with  vague  abdominal  symptom- 


atology should  have  a laporotomy  unless  to- 
gether with  our  physical  findings  we  have 
verification  from  a gastrointestinal  and  a uro- 
logical survey.  Any  lesion  of  the  urinary 
tract  may  simulate  intra-abdominal  condi- 
tions. Negative  urological  findings  are  very 
often  far  more  valuable  than  positive  ones, 
and  we  must  not  forget  that  urinary  and 
intraperitoneal  pathology  may  go  hand  in 
hand. 


THE  OSTEOCHONDRITIDES* 


H.  A.  Swart,  M.  D. 

Welch , West  Virginia 


"J^his  title  is  given  to  a group  of  diseases 
which  involve  the  growth  centers  of  bones. 
They  are  known  usually  by  the  names  of  the 
men  first  describing  them,  viz.,  Perthes,  Os- 
good, Scheuermann,  etc.  Some  investigators 
are  of  the  opinion  that  the  diseases  are  in 
reality  different  manifestations  and  localiza- 
tions of  the  same  disorder. 

The  etiology  is  unknown.  The  pathology 
is  a form  of  low  grade  inflammation  or 
aseptic  necrosis.  Few  of  these  cases  come  to 
operation,  so  that  opportunities  for  patho- 
logical study  are  rare,  and  none  of  the  dis- 
eases have  been  produced  in  animals.  The 
connection  with  trauma  is  uncertain.  Various 
theories  have  been  advanced,  such  as  the  bone 
outgrowing  its  blood  supply,  end  arteries 
being  shut  off  by  thrombi,  etc. 

The  diagnosis  is  made  from  the  history, 
physical  examination  and  x-ray  findings.  The 
history  is  that  of  a mild  disorder.  There  is  a 
dull  pain,  aggravated  by  activity  and  there  is 
usually  limitation  of  motion  if  a joint  is  in- 
volved. X-rays  show  the  typical  flattening 
and  breaking  up  of  the  epiphysis  in  well 
marked  cases.  Treatment  by  immobilization 
over  varying  periods  of  time  in  the  great 
majority  of  cases  results  in  cure. 

4 Read  at  t he  staff  meeting  of  the  Charleston  General  Hospital, 
February  21,  1935,  and  before  the  McDowell  County  Medical 
Society,  March  13,  1935. 


Osteochronditis  deformans  juvenilis  or 
Legg-Perthes  disease  affects  the  epiphysis  of 
the  head  of  the  femur.  It  is  seen  in  children 
from  the  ages  of  five  to  1 5 years  and  in  boys 
more  frequently  than  in  girls.  It  may  be  uni- 
lateral or  bilateral.  At  one  time  it  was 
thought  always  to  follow  congenital  disloca- 
tion of  the  hip,  but  now  we  know  that  this  is 
not  true.  In  many  cases  there  is  a clear  con- 
nection with  injury.  The  symptoms  are  mild 
pain  and  limp.  This  may  have  gone  on  for 
several  months  before  a physician  is  con- 
sulted. Examination  reveals  some  limitation 
of  motion  in  the  hip  especially  on  rotation 
and  abduction.  There  usually  is  no  shorten- 
ing of  the  leg,  but  there  may  be  atrophy  of 
the  thigh  and  calf.  X-ray  reveals  the  typical 
flattening  and  fragmentation  of  the  capital 
epiphysis.  (See  Figure  No.  1.) 

This  disease  is  differentiated  from  tuber- 
culosis by  the  much  milder  pain,  less  loss  of 
motion  and  x-ray  picture  of  change  confined 
to  the  epiphysis.  In  tuberculosis,  disease  of 
the  entire  head  and  acetabular  wall  is  shown. 

A few  cases  of  this  disease  have  been  oper- 
ated upon.  In  two  cases  staphylococci  were 
found.  In  two  others,  no  organism  was  cul- 
tured but  low  grade  inflammatory  changes 
were  found  on  microscopic  section. 

Treatment  is  directed  toward  complete  im- 
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mobilization  of  the  leg  and  prevention  of 
weight  bearing.  This  can  be  accomplished  by 
a spica  cast,  caliper  brace  or  merely  by  keep- 
ing the  child  in  bed.  The  treatment  may 
have  to  be  kept  up  as  long  as  three  years  be- 
fore cure  is  obtained.  X-ray  at  three  month 
intervals  will  usually  show  more  and  more 
fragmentation  during  the  first  year.  How- 
ever, at  a certain  point  this  process  ceases  and 
healing  starts.  Usually  the  normal  shape  of 


Left  hip  shows  flattening  and  fragmentation  of 
epiphysis  of  head  cf  femur.  Eight  months  after 
onset  of  illness. 


the  head  is  regained,  but  occasionally  some 
flattening  results.  If  untreated,  the  epiphysis 
remains  flat,  producing  an  awkward  gait  and 
predisposing  to  arthritis  in  later  life. 

Osgood-Schlatter’s  disease  is  an  affection 
of  the  descending  lip  of  the  upper  tibial  epi- 
physis. It  is  found  usually  in  active  boys  from 
1 0 to  15  years  of  age  and  it  has  been  con- 
tended by  some  writers  that  no  disease  pro- 
cess actually  exists,  but  that  the  thin  lip  of 
bone  is  merely  fractured.  The  symptoms  are 
pain  at  the  insertion  of  the  patellar  tendon, 
and  limp.  Swelling  and  tenderness  and  some- 


times increased  local  heat  are  found  on  exam- 
ination. X-rays  on  careful  inspection,  show 
an  irregular  appearance,  and  fragmentation 
of  the  epiphysial  lip.  These  can  be  seen  on 
the  lateral  view  only.  Immobilization  by  a 
posterior  splint,  or  leg  cast  for  five  or  six 
weeks  usually  results  in  cure.  Weight  bear- 
ing may  be  permitted  during  this  time.  Oc- 
casionally conservative  treatment  fails  and 
operation  is  resorted  to  when  the  fragments 
of  bone  are  removed. 

Vertebral  epiphysitis,  or  Scheuermann’s 
disease,  affects  the  growing  centers  of  the 
vertebra.  Symptoms  are  pain  in  the  dorsal 
region  of  the  spine  and  increasing  kyphosis. 
The  x-ray  picture  showing  roughening 
and  fuzziness  of  the  vertebral  borders  is 
diagnostic.  Treatment  by  immobilization 
with  a plaster  jacket  or  brace  for  12  to  18 
months  usually  allows  the  disease  to  heal. 
Occasionally  a painful  area  will  persist  which 
will  respond  only  to  immobilization  by  a bone 
graft.  If  untreated,  the  adolescent  round 
back  or  round  shoulders,  results. 

Larson- Johannson’s  disease  involves  the 
patellar  epiphysis.  It  is  diagnosed  by  a his- 
tory of  pain,  swelling  and  tenderness  over 
the  patella.  Immobilization  in  extension  by  a 
leg  cast  from  four  to  six  weeks  usually  re- 
sults in  cure.  This  is  a very  rare  disease  and 
has  seldom  been  seen  in  America. 

Calcaneal  epiphysitis  or  apophysitis  is  a 
disease  of  the  calcaneal  epiphysis.  It  is  found 
usually  in  growing  boys  and  is  characterized 
by  pain,  swelling  and  tenderness  at  the  in- 
sertion of  the  tendo  Achillis.  It  usually  fol- 
low's strenuous  exercises  such  as  jumping, 
running,  etc.  It  may  follow/  the  wearing  of 
flat,  rubber  soled  shoes,  without  heels.  The 
X-ray  shows  the  characteristic  picture,  which 
is  that  of  increased  density  of  the  epiphysis. 
Elevating  the  heel,  by  putting  a pad  of  felt 
in  the  heel  of  the  shoe,  takes  the  tension  off 
the  tendon,  and  healing  usually  is  rapid. 

Kohler’s  disease  of  the  tarsal  scaphoid  is 
evidenced  by  pain  on  walking  and  swelling 
and  tenderness  over  the  scaphoid.  It  is  found 
in  growing  children,  more  commonly  in  boys. 
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X-ray  shows  flattening  and  condensation  of 
bone  in  the  anteroposterior  direction  and 
broadening  laterally.  Support  to  the  arch  by 
felt,  leather  or  metal  arch  supports  usually 
leads  to  complete  recovery. 

Kohler’s  disease  of  the  metatarsal  head  is 
sometimes  known  as  Freiberg’s  disease.  It 
involves  usually  the  head  of  the  second  meta- 
tarsal but  occasionally  the  third  and  fourth 
metatarsals  are  alfected.  It  may  follow 
trauma.  Pain  at  the  site  of  the  bone  involved, 
swelling  and  tenderness  are  found.  X-ray 
shows  a broadening  and  flattening  of  the 
metatarsal  head.  Loose  bodies  are  seen  in 
some  instances.  Treatment  by  means  of  a 
bar  of  leather  placed  across  the  sole  of  the 
shoe  just  below  the  ball  of  the  foot  is  usual- 
ly sufficient  for  cure.  Occasionally  it  may  be 
necessary  to  resect  the  head  of  the  bone. 

Kienboch’s  disease,  is  a rarefying  osteitis  of 
the  carpal  semilunar  bone.  It  may  follow  an 


unrecognized  fracture.  Pain  and  weakness  of 
grip  are  the  symptoms  bringing  the  patient  to 
the  doctor.  Examination  reveals  swelling  and 
marked  tenderness  over  the  semilunar. 
X-rays  show  increased  density  of  the  bone 
associated  with  some  vacuolization  and  frag- 
mentation. Immobilization  in  plaster  with 
the  hand  in  slight  dorsiflexion  from  four  to 
hve  weeks  results  in  cure. 

Preiser’s  disease  involves  the  carpal  scap- 
hoid and  is  similar  in  every  respect  to  Kien- 
boch’s disease.  It  responds  to  the  same  type 
of  treatment. 

It  is  readily  seen  that  all  of  these  diseases 
resemble  each  other  very  much.  They  are 
mild  in  character  and  if  correctly  treated, 
perfect  restitution  of  form  and  function  re- 
sults. They  are  not  common,  but  it  behooves 
all  of  us  to  be  on  the  lookout  for  them,  so 
that  intelligent  treatment  may  be  given  when 
the  occasion  arises. 


ON  THE  MEANING  OF  HALLUCINATIONS* 


‘By  J.  K.  Hall,  M.  D. 

Richmond } Virginia 


Ts  appearance  reality?  Some  such  question 

as  that  constitutes,  I should  say,  the  stim- 
ulus motivating  all  scientific  endeavor.  We 
find  ourselves  living  more  and  more  in  a 
world  of  mere  appearances  in  which  the  iden- 
tification of  things  is  difficult. 

This  statement  is  justified  by  the  great 
number  of  fabrications  the  purpose  of  which 
is  perfect  simulation  ; metal  for  wood  5 rayon 
for  silk;  fur  of  one  animal  for  the  fur  of  an- 
other j one  metal  for  another  more  expensive 
or  more  attractive;  cotton  for  wool;  the 
machine  substitute  for  the  human  organism. 
I speak  but  platitudinously  in  saying  that  the 
chief  characteristic  of  our  civilization  is 
veneer — emphasis  upon  surface,  and  neglect 
of  the  inner  structure. 

Read  at  tin*  thirteenth  annual  meeting  of  the  Virginia  Academy 
of  Science,  Medical  Section,  at  the  University  of  Richmond,  May 
8 1.  1986. 


Now  science,  if  it  is  to  lead  to  knowing  in 
the  true  meaning  of  the  term,  must  needs  be 
both  unsentimental  and  without  respect — 
save  for  itself.  And  this  lack  of  respect  must 
have  reference  not  alone  to  the  matter  under 
investigation  but  also  to  the  investigator.  He 
must  have  the  willingness  and  the  sturdiness 
to  be  shaken  to  his  own  depths  while  adven- 
turing beneath  the  surface  of  the  object  under 
study.  His  own  preconceptions  are  under 
scrutiny  while  his  explorations  are  being 
carried  out.  Consequently  the  searcher  after 
truth  must  be  always  willing  to  be  iconoclastic 
with  his  own  preconceived  opinions.  Often  I 
find  myself  wondering  if  the  discoverer  of 
new  ages-old  phenomena  does  not  encounter 
more  difficulty  in  disregarding  his  own  prej- 
udices than  in  interpreting  the  seeming-to-be 
new  truths.  Neitzsche  said,  did  he  not,  that 
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man  has  ever  hated  a new  idea?  Traveling 
in  a coach  held  in  place  on  the  steel  rails  by 
wheel  flanges  carries  with  it  less  responsibil- 
ity than  is  involved  in  guiding  one’s  own 
chariot.  Living  in  a rut  in  stereotyped  fashion 
is  less  adventurous,  to  be  sure,  than  coasting 
about  on  a limitless  surface. 

There  has  always  been  a great  gap  between 
the  teachings  of  science  and  the  plain  testi- 
mony of  the  senses.  The  conception  of  a gas 
as  an  immense  number  of  little  solid  particles 
flying  about  in  all  directions;  of  heat  as  the 
energy  of  the  motion  of  such  little  bodies; 
of  light  as  the  waves  of  ether;  and  of  waves 
of  air  as  the  fundamental  basis  of  sound;  of 
water  as  the  combination  of  two  gases — all 
these  scientific  doctrines  are  contrary  to  the 
common  sense  notions  of  such  things.  Our 
minds  have  developed  in  a material  world 
of  appearances,  and  we  have  been  accustomed 
to  take  things  at  their  face  value,  and  we 
have  been  disinclined  to  doubt  the  reality  of 
such  appearances.  But  science  insists  that  we 
doubt,  and  it  demands  that  we  differentiate 
and  identify  and  that  we  be  unwilling  to  con- 
fuse objects  because  of  mere  similarity. 

Some  of  our  most  cherished  fundamental 
scientific  doctrines  are  being  vigorously 
assailed.  The  very  existence  of  time  as  an 
entity,  as  having  existence,  is  being  ques- 
tioned. Space,  one  of  the  three  basic  concep- 
tions of  physics  and,  indeed,  of  every  other 
science,  is  indefinable  and  incomprehensible, 
if  not  non-existent.  And  if  time  be  merely 
an  illusion,  simply  a necessity  of  thought, 
as  some  one  has  said,  without  reality,  then 
past  and  future  are  mere  terms  of  speech, 
and,  if  so,  cause  and  effect  become  meaning- 
less. It  is'  not  possible  to  conceive  of  either 
cause  or  effect  without  the  intervention  of 
time.  Yet  it  might  be  possible  for  an  all- 
comprehending  and  ever-existing  Intelli- 
gence, completely  detached  from  the  Uni- 
verse and  not  a part  of  it,  to  look  upon  time 
in  terms  of  the  present  only,  without  having 
emerged  from  a past  and  without  becoming 
a future.  If  such  a conception  of  time  be 
comprehensible  then  there  can  be  no  creative 


advance;  nothing  could  come  into  existence 
from  the  future;  nothing  could  recede  into 
the  past.  Everything  would  exist  now,  and 
now  only.  Some  one  has  said  that  events  do 
not  happen;  we  merely  come  across  them. 
Only  the  present  is.  Time  and  space  may 
not  be  independent  entities,  but  merely  dif- 
ferent aspects  of  something  which  includes 
them  both.  I am  not  speaking  entirely 
plagiaristically,  and  not  at  all  pedantically, 
but  only  in  illustration  of  the  difficulty  that 
we  physicians  experience  in  our  daily  work 
in  untangling  cause  and  effect  and  coinci- 
dence. Our  struggle  is  always  with  precon- 
ceptions within  ourselves,  and  with  the  un- 
known outside  of  ourselves.  It  behooves  us 
to  be  cautious,  humble,  and  doubtful. 

W ithin  the  memory  of  each  of  us,  and  no 
one  of  us  is  yet  old,  revolutionary  changes 
have  taken  place  in  many  of  our  medical  con- 
ceptions. For  example,  a number  of  diag- 
nostic terms  have  disappeared.  It  is  sufficient 
to  mention  scrofula,  intermittent  and  re- 
mittent fever.  Just  as  the  thought  and  the 
investigation  of  the  physicist  have  led  him 
into  the  structure  and  the  function  of  the 
atom,  just  so  have  the  researches  of  the  med- 
ical explorer  taken  him  farther  and  farther 
into  the  domain  of  certain  diseased  condi- 
tions that  were  once  looked  upon  as  finally 
understood,  both  in  cause  and  in  nature.  In 
illustration  of  this  thought  you  will  instantly 
think  of  the  better  understanding  of  the 
edemas,  the  various  kidney  affections,  the 
ductless  glandular  dysfunctions,  the  cardiac 
pathologies  and  the  food  deficiency  condi- 
tions— the  avitaminoses.  I think  we  may  be 
too  fond  of  mere  words.  I know  that  we  are 
careless  in  our  selection  of  designating  med- 
ical terms.  Too  often  they  are  but  impressive 
looking  and  sounding  scriptorializations  and 
vocalizations  of  our  utter  ignorance.  It  would 
seem  that  we  would  insist  upon  a more  defi- 
nite knowledge  of  words  since  they  are  the 
thought  tools  by  the  use  of  which  we  think 
and  communicate  one  with  another. 

Much  of  the  recent  progress  in  our  profes- 
sion is  due  to  our  unwillingness  longer  to 
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profess  to  know  what  we  do  not  actually 
know;  to  disregard  diagnostic  reference 
terms;  and  to  individualize  our  practice  both 
in  thought  and  in  art  by  searching  in  each  in- 
stance far  beneath  superficial  appearances  for 
causes  that  may  give  rise  to  superficial  simil- 
arities. Although  I have  a fondness  for 
words,  and  for  many  of  them,  as  you  may 
easily  believe,  I attribute  much  of  our  better 
medical  understanding  to  less  and  less  devo- 
tion to  mere  diagnostic  terms.  In  the  domain 
of  my  own  specialty,  if  it  be  such,  and  I hope 
it  is  not,  for  I think  of  every  specialty  as  both 
narrowing  and  desiccating  upon  the  individ- 
ual who  practices  it,  we  are  trying  as  mightily 
as  we  can,  to  break  away  from  mere  behavior- 
istic descriptions,  and  to  think  of  disruptions 
of  thought  and  of  behavior  individualistically. 
We  know  that  the  existence  within  the  in- 
dividual of  tuberculous  infection  means  little. 
Where  and  to  what  extent  and  with  what 
degree  of  virulence  and  in  what  sort  of  indi- 
vidual are  the  important  factors  in  the  situa- 
tion. Even  so  the  diagnosis  of  epilepsy,  of 
dementia  praecox,  or  of  the  manic-depressive 
type  of  psychosis,  means  little  in  helpfulness 
to  the  patient  and  of  understanding  to  the 
physician.  In  our  approach  to  the  individual 
problem  we  will  go  farther  and  do  more  good 
to  our  patients  and  to  ourselves  if  we  lay 
aside  all  preconceptions  and  all  diagnostic 
nomenclature.  When  confronted  by  sickness 
in  a mortal  would  it  not  be  better  for  us  to 
consider:  what  sort  of  being  was  this  person 
when  well;  what  is  the  nature  and  the  degree 
of  this  departure  from  the  normal;  what  are 
its  probable  causes?  In  no  other  way,  so  it 
would  seem  to  me,  can  we  understand  symp- 
tomatology. 

Hallucinations  constitute  symptoms  of 
thought  disorder.  Hallucinations  are  the  evi- 
dences of  perceptions  without  corresponding 
external  stimuli,  and  the  disordered  thought 
projection  to  the  outer  world  is  complete. 
The  individual  sees  the  object  that  is  not 
there;  the  person  hears  the  sound  that  does 
not  exist.  There  may  be,  of  course,  an  hallu- 
cination for  any  sense,  special  or  general. 


The  general  condition  of  which  hallucina- 
tions constitute  the  mental  manifestation  is 
hallucinosis.  Delusions  and  hallucinations 
are  the  fundamental  features  of  the  psychoses 
— the  various  forms  of  so-called  insanity — 
but  one  may  be  insane  and  yet  be  without 
hallucinations  and  delusions.  Most  of  the 
writing  about  hallucinations  has  merely  been 
descriptive  of  the  patient’s  behavior  rather 
than  interpretative  of  the  hallucinated 
thought.  That  same  statement  may  be  ap- 
plied with  almost  equal  force  to  much  of  our 
medical  attitude  toward  disease  in  general. 
If  we  are  free  in  the  use  of  words  we  find  it 
much  more  easy  to  describe  than  to  under- 
stand what  we  observe.  Yet  the  whole  pur- 
pose of  symptomatology  should  be  to  induce 
us  to  go  back  in  search  of  the  cause  of  the 
disordered  physiology. 

Much  thought  has  been  devoted  in  recent 
years  to  the  attempt  to  understand  dreams. 
Mental  activity  is  supposed  to  be  uninter- 
rupted, even  during  sleep,  just  as  circulatory 
and  respiratory  and  other  metabolic  processes 
are  carried  on  continuously,  and,  in  keeping 
with  the  individual’s  normal.  Mental  func- 
tioning does  not  cease  while  one  sleeps. 

The  earth’s  crust  is  a continuing  surface, 
whether  it  be  above  or  beneath  the  water’s 
level.  An  island  represents  a small  projec- 
tion of  the  terra  above  the  water  level;  a 
continent  a larger  projection.  The  nature  of 
the  life,  vegetable  and  animal,  upon  the 
island  will  depend  upon  the  island’s  origin. 
If  the  island  represents  a detachment, 
through  the  influence  of  erosion,  from  the 
mainland,  then  the  island’s  life  will  be  sim- 
ilar to  that  of  the  mainland — indigenous. 
But  if  the  island  be  of  volcanic  eruptive  origin, 
an  upheaval  from  beneath  the  water,  then 
the  life  of  the  island  will  represent  an  im- 
portation— it  will  be  exotic.  The  sailor  with 
his  sounding  apparatus  establishes  the  vary- 
ing depths  of  the  island’s  mainland  sub- 
marine connection.  The  geologist  by  his 
analyses  tells  whether  the  island  is  of  erup- 
tive or  of  detached  origin.  The  dream  repre- 
sents the  obvious  island  of  thought  in  the 
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unbroken  mental  life-continuum  during 
sleep.  All  of  the  mental  activity  during  sleep 
lies  unrecalled  except  that  which  reaches  the 
level  of  consciousness  through  the  mechanism 
of  a dream.  The  connection  of  the  thought 
content  of  the  dream  with  the  every  day  con- 
sciousness is  far  beneath  the  level  of  con- 
sciousness, just  as  the  island’s  basic  connec- 
tion with  the  mainland  is  hidden  from  sight 
by  water.  The  oceanographer  explores  the 
one;  the  psychologist  and  the  psychiatrist  ex- 
plore the  other.  Detailed  knowledge  of  the 
nature  of  the  island  and  of  the  adjacent  main- 
land may  give  a clue  to  the  nature  of  the 
hidden  bridge  joining  the  two.  In  the  same 
way,  analyses  of  the  dream  content  and  of 
the  every  day  consciousness  will  give  some 
hint  as  to  the  relationship  of  the  two,  al- 
though upon  superficial  inspection  they  may 
seem  to  be  wholly  unrelated.  Every  dream 
is  thought  to  be  the  representation  of  a wish 
or  a fear.  Betwixt  the  two  there  is  little 
difference.  We  hope  the  wish  may  reach  ful- 
fillment; we  pray  the  fear  may  not  be  real- 
ized. 

Why  do  dreams  occur?  Why  does  the 
wish  insist  upon  being  fulfilled?  Dreams 
spring  from  the  domain  of  the  deep  sub- 
conscious in  response  to  some  recent  experi- 
ence in  the  every  day  consciousness.  The 
mental  and  emotional  structure  has  been  as 
long  in  developing  personally  and  racially  as 
the  physical  body,  and  the  quality  of  this  im- 
material structure  is  as  complex  and  as  poorly 
understood  by  the  individual  as  the  structure 
and  the  function  of  the  physical  body.  The 
content  of  the  dream  is  an  index  of  the  qual- 
ity of  this  immaterial  domain.  Buried  and 
forgotten,  we  hope,  in  the  mental  basement 
of  each  of  us,  are  myriad  experiences.  To 
make  the  more  certain  that  they  may  stay 
there  we  have  set  a policeman  to  keep  watch 
over  them.  This  policeman  we  may  call  the 
censor.  But  you  know  what  varied  forms 
this  censor  may  assume — conscience,  religion, 
law,  convention,  custom,  ethics,  neighbor- 
hood opinion,  in  this  and  in  that  thing.  Each 
of  us  has  more  respect  for  this  censor  than 


one  might  imagine.  Many  of  the  experi- 
ences buried  in  the  subconscious  resent  being 
crowded  in  that  congested  quarter — it  must 
be  dreadfully  crowded — and  they  struggle  to 
escape  into  the  large  outer  world — into  con- 
sciousness. But  there  they  might  cause  great 
discomfort,  and  the  censor — the  civilized  por- 
tion of  each  of  us — urges  them  to  turn  back. 
But  when  we  are  asleep,  because  the  censor 
may  become  drowsy,  one  or  more  buried  ex-, 
periences  may  slip  by — and  that  is  a dream! 
But  in  order  that  it  may  succeed  in  slipping 
by  the  censor,  especially  if  it  be  a bad  experi- 
ence, it  must  assume  a disguise  in  order  to 
escape  recognition.  And  for  that  reason  we 
sometimes  relate  at  the  breakfast  table  an 
absurd  dream  that  we  had  the  night  before. 
But  no  dream  is  absurd;  the  more  so  it  seems 
to  be,  the  more  important  it  is  — and  the 
more  in  need  of  interpretation. 

Some  momentary  thought  or  perhaps  a 
brief  wordless  experience  during  the  day  may 
establish  association  during  sleep  with  an 
event  of  childhood,  buried  in  the  unconscious 
ever  since,  and  the  tendency  of  the  day’s 
event  to  turn  backward  in  sleep  to  a child- 
hood experience,  is  spoken  of  as  regression. 
This  regressive  activity  is  one  of  the  chief 
factors  in  the  dream  mechanism.  The  other 
necessary  factor  in  the  dream  mechanism  is  a 
defect  or  diminished  activity  of  the  reality 
testing  function  of  the  brain.  This  high  func- 
tion of  the  mind  enables  us  to  differentiate 
phantasy  from  reality.  I can  easily,  and  so 
can  you,  recall  many  familiar  scenes  of  child- 
hood with  intense  vividness,  yet  I know,  and 
you  know,  that  these  scenes  are  phantasies 
and  not  realities.  We  are  here,  the  familiar 
places  are  far  back  in  the  years.  In  dreams, 
and  likewise  in  hallucinations,  this  reality 
testing  attribute  of  the  mentality  is  function- 
ing poorly  indeed  or  not  at  all.  And  in  con- 
sequence the  long-wished  for  thing  is  real- 
ized, or  the  long-dreaded  event  occurs. 
Whether  there  be  dreams  or  hallucinations 
would  seem  to  me  to  depend  upon  the  rela- 
tive strength  of  the  two  opposing  forces — 
the  urge  of  the  material  repressed  in  the  sub- 
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conscious,  and  the  vitality  of  the  reality 
testing  function  of  the  higher  quality  of  the 
mentality. 

Dreams  have  many  strange  qualities.  They 
are  ridiculous  only  upon  reflection  — when 
the  dream  is  compared  with  the  wide  awake 
thought.  Nothing  is  absurd  during  the  dream. 
The  dream  has  no  respect  for  time.  In  a 
dream  occupying  only  two  or  three  minutes 
events  may  occur  which  fill  several  days. 
This  feature  of  the  dream  is  spoken  of  as 
condensation.  In  the  dream  one  sees  and 
hears  one’s  self  — regardless  of  what  the 
imagery  may  be  or  the  voices  may  say,  one 
sees  and  one  hears  one’s  self.  And  the  same 
is  true  of  hallucinations.  What  one  sees  and 
what  one  hears  in  the  hallucinated  experi- 
ence is  one’s  self.  No  food,  no  toxin,  no  sub- 
stance of  any  kind  can  create  thought.  In- 
toxicants may  be  liberative,  never  creative. 
The  dream  is  sleep’s  hallucination ; the  hallu- 
cination of  disease  constitutes  the  manifesta- 
tion of  regression — of  unconscious  going  back 
to  that  realm  from  which  all  dreams  come — 
the  subconscious.  Every  dreamer,  if  he 
should  behave  in  keeping  with  the  dream 
thought,  would  be  thought  insane.  If  we  can 
know  the  buried  emotional  and  mental  life 
of  our  patients,  and  of  ourselves,  then  we  may 
be  able  to  preview  the  dream  life  of  our 
patients  and  of  ourselves.  And  if  we  analyze 
carefully  and  interpret  correctly  the  dream 
or  the  hallucination  then  we  observe  the  in- 
dividual’s mental  life  in  the  nude  state.  For 
the  physical  body  is  not  the  only  structure 
around  which  we  wrap  clothing.  Whatever 
one  does  or  does  not;  whether  awake  or 
asleep;  whether  well  or  ill;  whether  here  or 
yonder;  declares  what  and  who  one  is.  One 
is  doomed  forever,  for  weal  or  for  woe,  to  be 
oneself  and  not  another.  Not  murder  alone 
will  out;  so  will  also  all  things  else.  For  all 
individual  activity,  expressed  or  repressed, 
conscious  or  unconscious,  is  but  the  mentality 
made  manifest  through  the  somatic  mechan- 
ism. 
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DYES  AND  DISEASE 

The  same  dye  that  gives  vivid  color  to  a woolen, 
silk  or  cotton  yarn  may,  in  the  hands  of  a physician, 
protect  the  life  and  health  of  human  beings,  Dr. 
Carey  P.  McCord  points  out  in  his  article  “Chem- 
ists, Dyes  and  Doctors”  appearing  in  the  June 
Hygeia. 

Among  the  several  dyes  used  daily  in  medical 
practice  are  phenol  red,  to  test  the  degree  of  effi- 
ciency of  the  kidneys;  eosin,  for  the  blood  count; 
scarlet  red,  for  indolent  ulcers,  and  methylene  blue 
for  the  treatment  of  carbon  monoxide  poisoning. 

An  assignment  to  make  synthetic  quinine  from 
the  then  worthless  product  known  as  coal  tar  un- 
expectedly made  the  youthful  William  Henry  Per- 
kin the  discoverer  of  the  first  coal  tar  dye.  A wholly 
new  field  of  chemistry  was  introduced  into  England 
in  1857.  Out  of  Perkin’s  beakers  have  come 
thousands  of  dyes  which  find  their  origin  in  the 
coal  tar  hydrocarbons,  such  as  benzene,  toluene  and 
xylene,  and  are  obtained  by  distillation. 

There  are  approximately  3,000  different  syn- 
thetic dyes  known  today,  providing  a range  of  colors 
of  the  rainbow  and  surpassing  in  beauty,  brilliance 
and  stability  those  colors  provided  by  nature. 

Perkin’s  discovery  started  the  chemical  world  to 
deriving  other  dyes  and  chemicals  from  the  lowly 
coal  tar.  A synthetic  indigo  was  the  goal.  To 
Adolph  Baeyer  goes  the  credit  for  establishing  the 
structure  of  the  indigo  molecule  and  the  comple- 
tion of  the  processes  necessary  for  its  production 
from  coal. 

Heumann,  another  German  chemist,  discovered 
by  accident  the  magic  that  changed  Baeyer’s  “near 
indigo”  into  the  commercial  indigo  of  today.  Mer- 
cury was  the  necessary  catalyst. 

As  a result  of  these  discoveries,  no  indigo  has 
been  grown  in  Europe  for  commercial  application 
for  many  years. 

In  the  year  1900,  about  four  years  after  the  in- 
troduction of  synthetic  indigo,  the  acreage  in  India 
devoted  to  anil  crops  was  977,349.  Anil  was  the 
plant  which  produced  the  natural  indigo,  then  the 
world’s  most  profitable  dyestuff.  Ten  years  later 
the  amount  of  land  used  for  its  cultivation  had  dim- 
inished to  approximately  282,757  acres,  the  result 
of  the  black  precipitate  found  by  Perkin  in  his 
beakers. 
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THE  REDUCTION  OF  THE  PREMATURE 
INFANT  MORTALITY* 


'By  Stewart  H.  Clifford,  M.  D. 
Boston,  Massachussetts 


HThe  methods  that  are  available  for  the  re- 
duction of  the  premature  infant1  mortal- 
ity may  be  subdivided  into  two  general 
groups.  In  the  first  group  we  find  the 
methods  that  attempt  to  lower  the  mortality 
through  improved  pediatric  care  of  the  pre- 
mature infant.  The  basic  principles  of  this 
method  have  been  summarized  by  Blackfan, 
^ aglou  and  Wyman1  as  “fa)  stabilization  of 
body  temperature,  (b)  adequate  and  proper 
nutriment,  (c)  prophylaxis  against  infection 
and  (d)  intelligent  nursing  and  medical  care.” 
The  application  of  these  principles  witnessed 
a reduction  in  our  premature  infant  mortality 
from  a level  at  50  per  cent  to  one  at  35  per 
cent.  When  six  consecutive  years  of  further 
effort  failed  to  lower  the  rate  below  the  35 
per  cent  point  we  were  forced  to  the  un- 
pleasant conclusion  that  this  represented  the 
irreducible  minimum  below  which  these 
methods  could  not  go. 

The  second  group  of  methods  attempting 
to  reduce  the  premature  infant  mortality  are 
along  obstetrical  lines  and  strive  to  improve 
the  condition  of  the  infant  at  birth.  The 
necessity  for  this  approach  became  apparent 
when  it  was  discovered  that  over  80  per  cent 
of  the  premature  infant  deaths  were  taking 
place  within  the  first  forty-eight  hours  after 
delivery.  This  obstetrical  approach  has  been 
in  operation  for  the  past  two  years  and  has 
demonstrated  its  ability  to  improve  the  con- 
dition of  the  infants  alive  on  delivery.  Of 
even  greater  importance  it  has  been  able  to 
achieve  the  unanticipated  result  of  materially 

‘Read  before  the  Section  on  Pediatrics,  W.  Ya.  State  Medical 
Association,  Wheeling,  May  6,  1935. 

From  the  Boston  Lying-in  Hospital,  the  Department  of  Obstet- 
rics and  Pediatrics  of  the  Harvard  Medical  School  and  the  Depart- 
ment of  Child  Hygiene  of  the  Harvard  School  of  Public  Health. 

tA  premature  infant  is  defined  as  any  infant  born  with  a heart 
beat,  weighing  five  pounds  or  less. 


reducing  the  number  of  premature  infants 
stillborn. 

The  background  of  the  present  approach 
to  the  premature  problem  is  the  development 
of  a method  whereby  the  obstetrician  can  ob- 
tain reliable  information  as  to  the  size  of  the 
fetus  in  utero  at  any  time  during  pregnancy. 
The  fundamental  work  of  Scammon  and 
Calkins’  established  the  fact  that  linear  growth 
of  the  fetus  proceeds  at  a constant  and  uni- 


form rate  and  from  an  accurate  skeletal 
measurement,  such  as  the  occipitofrontal 
diameter,  it  is  possible  to  determine  the  de- 
gree of  fetal  maturity.  In  actual  practice  the 
occipitofrontal  diameter  of  the  fetal  head  in 
utero  is  measured  by  a stereoroentgenometric 
technique.' 

Methods  to  Improve  the  Condition  of  the 
Premature  Infant  Alive  at  Birth:  The 

weight  of  the  premature  infant  at  delivery  is 
the  most  important  single  factor  influencing 
its  viability.  With  each  eight  ounce  incre- 
ment in  body  weight  there  is  a striking  re- 
duction in  mortality.  We  have  reason  to  be- 
lieve that  the  fetus  in  utero  gains'  weight  at 
the  rate  of  four  ounces  per  week  during  the 
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seventh  lunar  month  j six  ounces  per  week 
during  the  eighth,  and  from  eight  to  12 
ounces  per  week  during  the  ninth  month. 
Taking  these  figures  as  a rough  index  of  the 
rate  of  fetal  growth  in  utero,  the  beneficial 
effect  of  even  one  week  delay  in  induction 
of  premature  labor  or  in  the  delivery  by 
cesarean  section  becomes  apparent. 

The  first  step  in  improving  the  condition 
of  the  premature  infant  at  birth  is,  therefore, 
to  delay  the  termination  of  pregnancy  until 

Premature  Injirit  Mortality  According  to  Birth  Weijkt 


v*i(K  l-li  li-2  l-li  Zi-3  3-3i  3rH  H-Hi  H*-S 

* jj  ti  as  ni  I**  im  ztt 

Chart  II 

the  fetus  has  reached  the  maximum  body 
weight  consistent  with  its  own  safety  and  the 
well  being  of  the  mother. 

The  second  step  is  to  avoid  the  use  of 
drugs  immediately  before  and  during  delivery 
that  have  been  shown  to  exert  a deleterious 
effect  upon  the  premature  infant.  The  pre- 
mature infants  of  mothers  who  have  received 
morphine  or  one  of  its  derivatives  within 
four  hours  of  delivery  have  been  found  to 
encounter  twice  the  death  rate  of  infants 
whose  mothers  have  not  received  the  drug. 
There  seems  to  be  a direct  relation  between 
the  lethal  effect  of  the  drug  and  the  size  of 
the  dose  administered — the  death  rate  in- 
creases as  the  size  of  the  dose  increases. 

We  have  reason  to  believe  that  prolonged 
and  deep  ether  anesthesia,  particularly  if  ad- 
ministered by  the  closed  method,  either  in 
normal  delivery  or  especially  during  cesarean 
section  exerts  a harmful  effect  upon  the  pre- 
mature infant.  The  weakness  of  the  pre- 
mature infant’s  respiratory  center  is  well 
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known  and  it  is  our  belief  that  excessive  anes- 
thesia may  result  in  the  birth  of  a child  deeply 
under  the  influence  of  the  drug.  These  in- 
fants have  a normally  acting  heart  but  cannot 
be  resuscitated  or  if  eventually  made  to 
breathe,  soon  die  with  no  adequate  cause  to 
be  found  at  autopsy. 

Furthermore  prolonged  gas-oxygen  anes- 
thesia should  exert  a harmful  effect  upon 
these  infants  for  to  have  effective  anesthesia 
the  gas  must  reach  95  per  cent  concentration 
with  but  five  per  cent  oxygen.  If  the  patients 
are  not  actually  cyanotic  they  are  on  the  verge 
of  it.  Under  these  conditions  it  is  reasonable 
to  suppose  that  the  fetus  is  suffering  for  the 
lack  of  adequate  oxygen  and  as  a result  may 
aspirate  amniotic  contents  prior  to  delivery. 
The  full  term  infant  may  overcome  these 
obstacles  but  the  premature  infant  may  be 


stillborn  with  the  diagnosis  of  intrauterine 
asphyxia  or  die  shortly  after  delivery  with 
ample  evidence  of  aspirated  amniotic  sac  con- 
tents demonstrable  at  autopsy. 

The  third  step  in  improving  the  condition 
of  the  premature  infant  at  birth  is  to  choose 
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that  method  of  delivery  which  carries  with 
it  the  least  risk  to  the  infant.  An  analysis  of 
the  mortality  associated  with  the  various 
methods  of  delivery  used  in  a series  of  958 
premature  births  gave  the  following  results: 


Method  of  Delivery  Mortality 

Breech  Extraction  55% 

Cesarean  Section  5 + % 

Normal  Vertex 33% 

Low  Forceps  with  Episiotomy  ..15% 


A further  study  of  the  influence  of  the 
method  of  delivery  upon  the  infant  mortal- 
ity with  the  cases  considered  in  comparable 
weight  groups  and  subdivided  according  to 
the  complications  of  pregnane  v present 
showed  no  variation  from  the  pattern  just 
presented. 


The  unfavorable  showing  of  cesarean  sec- 
tion has  been  a matter  of  great  concern.  Our 
present  feeling  is  that  the  principle  of  cesar- 
ean section  for  the  safe  delivery  of  a pre- 
mature infant  is  sound  and  that  its  apparent 
failure  has  been  due  to  the  technique  with 
which  it  was  performed.  In  other  words  it 
has  not  been  the  cesarean  delivery  itself  that 


has  been  at  fault  but  rather  it  has  been  the 
anesthesia  and  preoperative  medication  that 
have  exerted  their  unfavorable  effects  upon 
the  infants.  Three  methods  are  being  tried 
at  the  present  time  for  the  successful  delivery 
of  premature  infants  by  cesarean  section.  All 
have  the  common  factor  of  attempting  to 
protect  the  fetus  from  the  absorption  of  harm- 
ful drugs  and  intra  or  extra  uterine  asphyxia. 
One  method  is  to  perform  the  cesarean  sec- 
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tion  under  local  anesthesia  without  prelimin- 
ary medication.  The  second  is  to  accomplish 
the  operation  under  spinal  anesthesia  with- 
out preliminary  medication.  The  third  is  to 
have  the  patient  scrubbed  and  draped  and 
the  operating  team  ready  before  the  anes- 
thesia of  gas-oxygen  is  administered.  Then 
as  rapidly  as  possible  the  delivery  is  accom- 
plished usually  before  it  is  necessary  to  use 
ether.  The  striking  effect  of  all  of  these 
methods  is  that  instead  of  a limp  infant,  diffi- 
cult if  not  impossible  to  resuscitate,  the  de- 
livery results  in  an  infant  that  usually 
breathes  and  cries  spontaneously. 

The  high  mortality  associated  with  the 
breech  delivery  of  a premature  infant  is 
easily  understood.  The  only  way  this  can  be 
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lowered  is  by  converting  a breech  into  a ver- 
tex presentation  by  external  version  or  by 
cesarean  section  delivery,  providing  the  mor- 
tality associated  with  the  latter  can  be  ap- 
preciably lowered  and  we  have  faith  that  it 
can. 

The  favorable  showing  of  vertex  delivery 
assisted  by  low  forceps  and  a wide  episiotomy 
would  seem  to  be  due  to  several  factors.  The 
forceps  tend  to  protect  the  head  and  the  epi- 
siotomy reduces  the  resistance  of  the  soft 
parts.  Probably  of  greater  importance  is  the 
shortening  of  the  second  stage  of  labor  and 
decreasing  the  period  of  fetal  asphyxia. 

Methods  to  Reduce  the  Number  of  Pre- 
mature Infants  Born  Dead:  The  manage- 
ment of  the  toxemias  of  pregnancy  exerts  a 
strong  influence  upon  the  premature  infant 
situation  since  mothers  with  this  complication 
contribute  35  per  cent  of  the  premature  in- 
fants born  alive  not  to  speak  of  the  larger 
number  born  dead.  In  our  experience  if  the 
infants  of  mothers  with  toxemia  are  born 
alive  they  face  no  greater  mortality  rate  than 
do  infants  of  normal  mothers.  The  infants 
of  toxemic  mothers  do  seem  to  be  less  well 
nourished  than  the  other  infants  and  con- 
stantly approach  the  minimum  weight  to  be 
expected  from  their  occipitofrontal  diameter 
rather  than  the  average  or  probable  weight. 
The  real  danger  that  these  infants  face  is 
that  through  gross  infarction  of  the  placenta 
or  through  its  premature  separation  they  may 
be  killed  in  utero.  Therefore  in  toxemia  the 
fetus  is  exposed  to  two  hazards:  too  early  de- 
livery and  death  from  prematurity ; too  great 
a delay  in  delivery  and  death  from  placental 
disease. 

The  danger  that  the  fetus  of  a mother 
with  toxemia  will  be  stillborn  is  very  real. 
Using  the  broadest  definition  of  toxemia,  to 
include  all  cases  exhibiting  a blood  pressure 
above  140  with  or  without  albumen  in  the 
urine,  12  per  cent  of  the  group  deliver  still- 
born infants  of  whom  50  per  cent  weigh 
more  than  five  pounds.  We  are  at  present 
trying  to  establish  the  expected  stillbirth 
rate  for  the  various  degrees  of  toxemia.  The 


series  is  at  present  too  small  to  be  significant 
but  in  these  when  the  maternal  blood  press- 
ure rose  above  180  the  stillbirth  rate  was 
found  to  be  43  per  cent. 

The  decision  as  to  the  optimum  time  for 
the  termination  of  pregnancy  in  the  presence 
of  toxemia  can  only  be  reached  through  an 
evaluation  of  all  the  factors,  maternal  and 
fetal,  in  the  individual  case.  In  general  when 
the  danger  of  fetal  death  in  utero  is  felt  to 
be  greater  than  the  risk  of  death  from  pre- 
maturity immediate  termination  of  pregnancy 
is  indicated. 

The  symptom  of  vaginal  bleeding  was 
present  in  12  per  cent  of  the  mothers  in  our 
series  of  958  premature  infants  alive  at  birth. 
I have  no  figure  on  the  incidence  of  this 
symptom  preceding  the  birth  of  a stillborn 
infant.  The  cause  of  the  bleeding  proved  to 
be  placenta  previa  in  five  per  cent  of  the  cases 
and  premature  separation  of  the  placenta  in 
the  remainder.  It  is  generally  appreciated 
that  the  future  of  the  fetus  in  the  presence  of 
these  complications  depends  upon  the  speed 
with  which  delivery  can  be  accomplished  and 
under  these  circumstances  cesarean  section 
delivery  is  of  course  the  method  of  choice 
from  the  point  of  view  of  the  infant. 

Summary  and  Results:  During  the  past 
two  years  there  has  been  a concerted  effort 
to  reduce  both  the  number  of  premature  in- 
fants born  dead  and  the  number  dying  in  the 
neonatal  period.  The  background  for  most 
of  the  methods  attempting  to  improve  the 
premature  infant  situation  has  been  the  de- 
velopment of  a stereoroentgenometric  tech- 
nique for  determination  of  fetal  size  in  utero. 

The  general  principles  of  management 
that  have  been  applied  to  the  premature  in- 
fant problem  may  be  summarized  as  follows: 

1 . The  prolongation  of  pregnancy,  when- 
ever possible,  until  the  fetus  has  attained  the 
maximum  weight  in  utero  consistent  with  its 
own  safety  and  the  well  being  of  the  mother. 

2.  The  artificial  termination  of  pregnancy 
in  cases  complicated  by  toxemia  at  a point 
when  from  an  evaluation  of  maternal  and 
fetal  factors  it  is  decided  that  the  danger  of 
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fetal  death  in  utero  is  greater  than  the  risk 
of  death  from  prematurity. 

3.  The  choice  of  the  safest  method  of  ac- 
complishing the  delivery  of  the  premature 
infant  in  a given  case,  taking  into  considera- 
tion the  size  of  the  fetus  and  the  complica- 
tion of  pregnancy  present  in  the  mother. 

4.  An  appreciation  of  the  factors  that 
makes  the  usual  technique  of  cesarean  section 
one  of  the  most  dangerous  methods  for  the 
delivery  of  a premature  infant  and  altering 
the  technique  accordingly. 

5.  The  elimination  of  the  use  of  certain 
drugs  preceding  and  during  labor  that  have 
been  demonstrated  to  have  a deleterious  effect 
upon  the  premature  infant. 

That  the  methods  of  approach  just  de- 
scribed have  been  successful  is  demonstrated 
by  comparing  the  combined  antenatal,  natal 
and  neonatal  infant  mortality  statistics  of  the 
past  two  years  to  that  of  the  preceding  nine 
years.  Coincident  with  the  broad  application 
of  the  principles  just  described  there  was  an 


immediate  drop  in  the  combined  fetal  and 
neonatal  mortality  from  an  average  level  of 
86  deaths  per  1000  births  for  the  preceding 
nine  years  to  66  and  68  for  1933  and  1934 
respectively — a saving  of  20  babies  per  1000 
deliveries.  Furthermore  it  is  seen  that  this 
saving  came  exclusively  from  the  group  that 
in  previous  years  had  been  classified  as  pre- 
mature or  nonviable  stillborn  infants  — the 
rate  in  this  group  having  dropped  from  38 
to  18  and  22  for  1933  and  1934.  What  this 
means  in  actual  numbers  is  that  in  our  hos- 
pital during  the  past  two  years  150  infants 
have  been  discharged  alive  with  their  mothers 
who  in  previous  years  it  is  reasonable  to  sup- 
pose would  have  been  discharged  dead. 
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POSTOPERATIVE  PULMONARY  COMPLICATIONS* 


'B\  W.  V.  Wilkerson,  M.  Sc.,  M.  D.,  F.  A.  C.  P.** 
Highcoal,  IF  est  Virginia 


HPhis  paper  is  based  upon  a study  of  post- 
operative pulmonary  complications  made 
over  a five  year  period  at  the  Coal  Valley 
Hospital,  Montgomery,  West  Virginia,  the 
study  being  carried  on  jointly  by  Dr.  William 
R.  Laird,  chief  of  the  surgical  service,  and 
myself.  I have  made  free  use  of  the  material 
available  on  both  services  and  I wish,  there- 
fore, that  this  paper  be  regarded  as  coming 
jointly  from  the  medical  and  surgical  services 
of  the  (Coal  Valley)  Hospital. 

The  layman,  as  well  as  the  physician,  is 
aware  that  postoperative  pulmonary  morbid- 
ity is  a rather  frequent  postoperative  compli- 

*Read  before  the  General  Session,  W.  Va.  State  Medical  Associa- 
tion. Wheeling,  W.  Va.,  May  7,  1935. 

**Intemist,  Coal  Valley  Hospital,  Montgomery,  during  period 
covered  by  this  study. 


cation.  There  has  long  been  a tendency  to 
place  the  responsibility  on  the  anesthetic, 
this  tendency  being  clearly  reflected  in  the 
time  honored  term  “ether  pneumonia.”  I 
shall  endeavor  to  show  in  the  succeeding 
paragraphs  that  other  factors  must  also  be 
reckoned  with  in  our  effort  to  avert  this  type 
of  postoperative  complication. 

I have  tried  to  gain  a general  idea  of  the 
incidence  of  postoperative  pulmonary  mor- 
bidity in  this  section  but  the  answers  to  my 
queries  have  been  so  vague  and  so  obviously 
general  that  I am  unable  to  quote  any  figures 
that  represent  a cross  section  of  the  surgical 
group.  Cutler  and  Scott,  in  Graham’s  “Sur- 
gical Diagnosis”  (Vol.  1,  pp.  178,  1930), 
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say  that,  “it  is  safe  to  state  that  about  three 
per  cent  of  all  patients  operated  upon  will 
develop  a postoperative  pulmonary  compli- 
cation of  some  type.”  These  figures  become 
significant  when  we  consider  the  serious 
nature  of  some  of  these  complications,  espe- 
cially pneumonia  and  pulmonary  embolism. 
The  same  authors  summarized  41,368  cases 
from  the  general  surgical  sections  of  a num- 
ber of  our  most  famous  medical  centers  and 
found  that  466  of  these  patients,  or  1.12  per 
cent  developed  postoperative  pneumonia 
from  which  215  deaths  ensued,  giving  an 
average  mortality  for  those  patients  who  de- 
veloped pneumonia  of  46.1  per  cent  or  a 
pneumonia  mortality  of  0.51  per  cent  for  the 
entire  surgical  series.  The  incidence  of  post- 
operative pneumonia  following  laparotomies 
is  even  higher  than  in  the  general  surgical 
group,  a series  of  over  twenty  thousand  cases 
summarized  by  Cutler  and  Scott,  yielding  an 
average  morbidity  of  4.92  per  cent,  or  ap- 
proximately one  case  of  postoperative  pneu- 
monia to  every  twenty  cases  upon  whom 
laparotomies  were  performed. 

Until  comparatively  recent  years  post- 
operative pulmonary  morbidity  received 
scant  attention  unless  a pneumonia,  or  em- 
bolic phenomenon  that  was  erroneously  diag- 
nosed a pneumonia,  was  present.  We  now 
know  that  the  entire  series  of  complications, 
including  bronchitis,  pleurisy,  pneumonia, 
embolism,  infarction,  lung  abscess,  empyema 
and  massive  collapse  are  worthy  of  careful 
attention  in  their  own  right  since  adequate 
therapy  of  the  minor  conditions  is  important 
in  preventing  the  development  of  a major 
one  of  more  serious  import.  Our  conception 
of  an  adequate  prophylaxis  will  be  discussed 
a little  later. 

The  etiology  of  these  postoperative  pul- 
monary complications  has  evoked  consider- 
able discussion.  For  many  years  the  anes- 
thetic was  regarded  as  the  sole  cause.  The 
development  of  local  anesthesia,  beginning  in 
1879  when  Anrep  introduced  cocaine  as  an 
anesthetic,  failed  to  stop  the  development  of 
these  pulmonary  conditions.  If  the  pneu- 


monia and  other  complications  developed  as 
a result  of  the  action  of  the  inhaled  anes- 
thetic on  the  pulmonary  tissue  it  would  natur- 
ally follow  that  improvement  in  the  tech- 
nique of  general  anesthesia,  along  with  the 
introduction  of  less  irritating  substances  for 
the  purpose,  would  result  in  a marked  de- 
crease in  this  type  of  complication  and  local 
anesthesia  should  stop  them  altogether.  Ex- 
perience has  failed  fully  to  substantiate  this. 
Some  authors  claim  that  there  are  as  many 
complications  following  nitrous-oxide- 
oxygen  anesthesia  as  when  ether  is  used  al- 
though this  is  not  in  keeping  with  our  ex- 
perience. It  has  also  been  claimed  that  the 
pulmonary  morbidity  is  the  result  of  aspirat- 
ing infected  particles  into  the  lungs.  This 
idea  has  also  failed  to  secure  adequate  proof. 
It  undoubtedly  plays  a part  in  a certain  per- 
centage of  cases,  just  as  lung  irritation  by  an 
anesthetic  must  have  some  part  in  certain 
cases,  but  these  factors  are  not  present  when 
operations  are  performed  under  local  anes- 
thesia, yet  with  the  most  improved  forms  of 
local  anesthesia  we  still  continue  to  have  a 
full  quota  of  pulmonary  morbidity  in  the 
postoperative  period. 

There  is  an  increasing  mass  of  evidence 
which  indicates  that  emboli  from  the  opera- 
tive field  are  a major  influence  in  the  devel- 
opment of  secondary  pulmonary  complica- 
tions. Since  trauma,  the  one  factor  common 
to  all  surgical  procedures , is  largely  respon- 
sible for  the  development  of  thrombi  and  the 
resulting  emboli,  it  seems  reasonable  to  be- 
lieve that  we  must  look  to  the  surgeon  to 
lead  the  way  in  preventing  the  development 
of  postoperative  pulmonary  morbidity.  This 
still  leaves  to  the  anesthetist  his  full  respon- 
sibility of  giving  the  “smoothest”  anesthetic 
possible  under  any  given  set  of  conditions. 
Under  the  term  “trauma”  we  must  include 
mechanical  trauma,  undoubtedly  the  most 
common,  infectious  trauma  which  may  be  re- 
lated to  mechanical  trauma  as  well  as  to 
pathogenic  organisms,  chemical  trauma  and 
finally  psychic  trauma. 

As  a result  of  mechanical  trauma  we  will 
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have  hemorrhage  and  the  type  of  shock  it 
produces,  thrombosis  and  the  resulting  em- 
bolism and  infarction,  and  the  type  of  in- 
durated wounds  that  result  from  reaction 
about  devitalized  tissue.  These  emboli  may 
be  septic  or  sterile. 

Another  factor  that  has  attracted  some  at- 
tention as  an  actual  or  potential  source  of  post- 
operative pulmonary  morbidity  is  fat  embol- 
ism. The  fact  that  fat  embolism  was  fre- 
quently found  during  postmortem  examina- 
tion in  the  lungs  of  obese  people  who  had 
been  operated  upon  and  in  those  of  individ- 
uals who  had  received  fractures  of  the  long 
bones  led  to  the  opinion  that  the  embolic 
phenomenon  resulted  from  the  transporta- 
tion of  preexisting  fat  droplets  and  their  de- 
position in  the  lung  capillaries.  The  fact  that 
the  phenomenon  is  not  usually  encountered 
until  from  three  to  five  days  after  the  injury 
or  operation  caused  the  development  of  a 
more  critical  viewpoint,  this  being  strongly 
supported  by  the  further  fact  that  if  all  the 
fat  from  the  marrow  of  the  long  bones  were 
dislodged  and  entered  the  blood  stream 
(0.86  cc.  per  kilogram  of  body  weight  in 
the  femur)  it  would  still  be  about  50  per 
cent  below  the  lethal  dose.  Neither  does  the 
time  honored  view  account  for  pulmonary 
fat  embolism  so  often  found  at  postmortem 
examination  in  individuals  who  had  not  been 
subjected  to  either  accidental  or  operative 
trauma. 

Lehman,  at  the  University  of  Virginia, 
has  advanced  the  hypothesis  that  biochemical 
and  biophysical  changes  in  the  blood  alter 
the  physiological  emulsion  of  fat  in  the  blood 
plasma  with  resulting  coarsening  of  the  fat 
particles  by  agglomeration  of  the  ultramicro- 
scopic  particles  into  droplets  of  sufficient  size 
to  plug  capillaries.  This  conception  is  new 
and  has  a certain  theoretical  plausibility. 
Time  will  doubtless  serve  to  demonstrate  the 
correctness  or  falsity  of  this  theoretical  ex- 
planation. 

Under  chemical  trauma  we  must  include 
acidosis,  hyperglycemia,  uremia,  etc.  The 
importance  of  these  conditions  in  the  poor 


risk  patient  is  too  evident  to  require  com- 
ment. 

Infectious  trauma  must  include  local  infec- 
tion at  the  site  of  operation,  whether  such  in- 
fection was  introduced  at  the  time  of  the  op- 
eration or  was  preexisting  and  merely  dis- 
seminated by  the  operative  maneuver.  This 
must  also  include  the  distant  spread  from  the 
local  site  of  infection,  as  in  pyemia,  lung 
abscess,  etc.,  and  perhaps  also  the  reactiva- 
tion of  dormant  infections  due  to  reduction 
of  existing  local  or  general  resistance. 

To  summarize,  it  would  seem  that  the 
present  general  conception  of  the  develop- 
ment of  postoperative  complications,  includ- 
ing pulmonary  complications,  is  that  trauma 
at  the  site  of  the  operation  or  injury  results 
in  the  formation  of  multiple  thrombi,  sterile 
or  septic,  and  that  these  thrombi  break  loose 
as  either  sterile  or  septic  emboli,  which  lodge 
in  the  capillaries  or  other  vascular  structure 
in  the  lungs  and  initiate  the  well  recognized 
changes  encountered  in  pulmonary  infarction 
with  its  associated  pathological  phenomena. 
Fat  embolism,  regardless  of  the  mechanism 
involved,  is  doubtless  responsible  for  a cer- 
tain percentage  of  these  complications.  The 
element  of  infection  as  well  as  abnormal 
chemical  states  must  be  given  due  promin- 
ence. 

The  recognition  and  acceptance  of  these 
principles  is  undoubtedly  of  value  in  reduc- 
ing the  incidence  of  postoperative  pulmonary 
morbidity  inasmuch  as  it  removes  the  focus 
of  attention  from  the  anesthetist,  who  is  not 
the  primary  offender,  and  places  it  upon  the 
surgeon  who  can  serve  his  patient  well  in  this 
respect  by  carefully  avoiding  vascular  trauma. 
However,  it  is  believed  that  even  this  im- 
portant prophylactic  measure  is  only  one  ad- 
ditional step  in  the  chain  of  prophylaxis  and 
that  we  cannot  hope  to  achieve  the  ultimate 
protection  for  our  patient  until  the  entire 
series  of  possible  protective  factors  have  been 
employed. 

It  is  well  known  that  numerous  physio- 
logical changes  and  adjustments  follow  major 
surgical  procedures.  Aside  from  the  traumatic 
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factors  just  enumerated,  there  is  adequate 
reason  to  believe  that  the  formation  of  post- 
operative emboli  are  facilitated  by  (1)  a de- 
crease in  metabolic  activity,  (2)  the  tendency 
toward  a postoperative  decrease  in  the  rate 
of  blood  flow  (pointed  out  by  Virchow  in 
1846)  with  an  attendant  decrease  in  blood 
pressure,  and  (3)  changes  in  the  cellular  con- 
stituents of  the  blood  as  well  as  possible  bio- 
physical changes  in  the  blood  plasma. 

These  changes  in  the  circulation  are 
thought  to  arise  as  a result  of  ( 1 ) rest  in  bed 
without  food,  (2)  interference  with  the  cir- 
culation by  intra-abdominal  manipulation, 
(3)  the  usual  period  of  decreased  peristalsis 
in  the  postoperative  period  following  intra- 
abdominal operations,  (4)  muscular  splinting 
of  the  abdominal  wall  because  of  pain  and 
the  attendant  loss  of  this  factor  in  maintain- 
ing normal  venous  circulation,  as  well  as  asso- 
ciated decrease  in  the  amplitude  of  the  respi- 
ratory excursions,  and  the  associated  subven- 
tilation usually  also  the  result  of  pain,  and 
the  resulting  decreased  efficiency  of  this  most 
important  aid  to  normal  venous  circulation. 

Since  stagnant  circulation  facilitates  the 
formation  of  thrombi,  and'thus  paves  the  way 
for  releasing  emboli,  it  is  believed  that  any 
method  which  will  cause  an  increase  in  the 
rate  of  blood  flow  will  serve  a useful  pur- 
pose in  decreasing  the  incidence  of  postopera- 
tive pulmonary  infarction  and  the  reaction 
phenomena  associated  therewith.  Walters, 
at  the  Mayo  Clinic,  thought  that  the  routine 
postoperative  administration  of  thyroid  ex- 
tract would  tend  to  overcome  those  factors 
which  predispose  to  pulmonary  complications. 
Three  or  four  days  after  operation  he  starts 
giving  two  grains  of  thyroid  extract  three 
times  a day  and  continues  this  until  the 
patient  is  out  of  bed.  No  deleterious  effects 
were  observed.  He  reports  that  this  routine 
was  employed  in  a series  of  1745  cases  oper- 
ated upon  by  him.  No  patient  under  70 
years  of  age  died  from  pulmonary  embolism. 
These  results  are  all  the  more  impressive 
when  one  studies  other  reports  coming  from 
this  same  medical  center  at  an  earlier  date 


which  indicate  a favorable  but  nevertheless 
definite  pulmonary  mortality  rate. 

We  recognized  the  merits  of  Walter’s  ap- 
proach to  this  problem  but  felt  that  an  empi- 
rical procedure  was  not  entirely  satisfactory 
if  it  was  capable  of  being  established  on  a 
rational  basis.  With  this  thought  in  mind  we 
sent  for  a number  of  our  patients  who  had 
developed  postoperative  pulmonary  condi- 
tions and  ran  series  of  basal  metabolic  rate 
determinations  upon  them.  We  were  amazed 
to  find  the  number  of  these  individuals 
whose  metabolic  studies  yielded  minus  rates. 
Of  course,  it  is  generally  recognized  that  the 
individual  with  lowered  metabolic  rates,  par- 
ticularly when  correlated  with  clinical  signs 
and  symptoms  of  even  a mild  hypothyroid- 
ism, tends  to  have  a sluggish  circulation  with 
an  associated  hypotension,  low  general  re- 
sistance, intestinal  stasis,  and  especially  a pre- 
dilection to  respiratory  infections.  It  is  only 
reasonable  that  this  group  should  yield  an 
unduly  high  incidence  of  pulmonary  mor- 
bidity. This  is  especially  true  when  there 
has  been  an  antecedent  respiratory  infection 
which,  though  it  appears  quiescent,  is  cap- 
able of  flaring  up  again  as  an  active  and  po- 
tentially dangerous  condition. 

With  the  various  possible  metabolic  and 
chemical  disturbances  in  mind,  it  has  been  the 
custom  at  the  Coal  Valley  Hospital  for  the 
internist  to  assume  joint  responsibility  with 
the  members  of  the  surgical  service  in  the 
preoperative  preparation  of  non-emergency 
surgical  patients.  In  this  preoperative  study 
we  run  an  adequate  number  of  basal  meta- 
bolic determinations  to  appraise  us  of  the 
patients  metabolic  state.  If  the  data  obtained 
indicates  subnormal  metabolic  activity  we  in- 
stitute thyroid  extract  therapy  and  continue 
this,  with  frequent  rate  determinations  as  a 
control,  until  the  patient’s  metabolic  activity 
has  returned  to  normal.  Chemical  studies  are 
made  to  determine  whether  the  patient’s 
nitrogen  balance  is  normal.  If  abnormal 
values  are  found  we  attempt  to  correct  them 
through  appropriate  measures.  We  estimate 
the  acid  base  balance  and  attempt  to  correct 
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abnormal  values  where  these  are  encountered. 
The  mineral  balance  of  the  blood  is  also  esti- 
mated and  every  effort  made  to  secure  nor- 
mal values  during  the  preoperative  period. 
Careful  water  balance  studies  are  made,  fol- 
lowing the  principles  advocated  by  Coller 
and  Maddock. 

When  a careful  clinical  examination  has 
been  completed  and  laboratory  studies  indi- 
cate that  the  patient’s  basal  metabolic  rate  is 
normal,  or  has  been  restored  to  normal,  that 
his  blood  chemical  values  are  normal  or  that 
normal  balance  has  been  achieved,  we  feel 
that  our  patient  is  a much  safer  operative 
risk. 

When  this  period  of  preparation  has  been 
completed  the  internist  is  temporarily  out  of 
the  picture.  The  surgical  staff  now  has  the 
opportunity  to  continue  the  prophylactic 
treatment  by  close  observance  of  the  simple 
fundamental  principles  of  surgical  procedure, 
namely,  sharp  dissection,  gentle  manipula- 
tion, and  complete  hemostasis,  with  particular 
care  in  picking  up  bleeding  vessels  so  as  to 
avoid  the  inclusion  of  muscle  or  other  tissues 
in  the  ligature  or  suture  to  be  applied.  The 
importance  of  traumatizing  oozing  surfaces 
with  gauze  is  too  apparent  to  require  further 
comment. 

In  the  postoperative  period  it  is  the  duty 
of  the  internist  to  make  frequent  examina- 
tions of  the  respiratory  system  for  the  pur- 
pose of  detecting  any  abnormal  condition  at 
the  earliest  possible  moment  and  instituting 
treatment  designed  to  correct  the  existing 
condition  and  prevent  it  from  developing  into 
one  of  major  significance. 

In  the  postoperative  period  we  keep  care- 
ful water  balance  charts,  in  accordance  with 
the  principle  laid  down  by  Coller  and  Mad- 
dock, and  in  the  event  that  abnormal  values 
are  encountered  we  employ  the  most  approp- 
riate corrective  measures.  We  attempt  to 
maintain  the  patient’s  vascular  tone  through 
proper  attention  to  posture,  avoiding  the  use 
of  the  so-called  Fowler’s  position  where 
other  considerations  will  permit.  Alimentary 


tone  is  stimulated  by  an  adequate  diet  at  the 
earliest  period  consistent  with  safety. 

Problems  in  metabolism  receive  most  care- 
ful consideration.  Those  individuals  whose 
preoperative  studies  indicated  subnormal  or 
“minus”  metabolic  activity  are  given  thyroid 
extract  in  full  dosage,  with  supporting  doses 
of  strychnine.  Those  patients  whose  pre- 
operative studies  failed  to  substantiate  a 
clinical  impression  of  hypothyroidism  but 
who  have  a slow  pulse  rate  and  look  as  if 
they  should  have  a subnormal  or  “minus” 
rate  are  given  thyroid  extract  in  moderate 
dosage.  For  a time  we  relied  too  much  on 
laboratory  reports  and  did  not  do  this  with 
the  result  that  several  instances  of  severe  pul- 
monary complications  developed  in  this 
group.  We  now  place  proper  emphasis  upon 
clinical  appearances  and  clinical  symptoms  as 
well  as  the  metabolic  rate  determinations 
with  the  result,  we  have  reason  to  believe, 
that  a number  of  individuals  in  this  group 
have  been  saved  the  suffering  incident  to  a 
pulmonary  complication  as  well  as  protect- 
ing them  from  the  mortality  hazard  of  these 
conditions.  Those  individuals  whose  pre- 
operative studies  indicated  normal  metabolic 
processes,  confirmed  by  the  clinical  absence 
of  the  signs  and  symptoms  of  hypothyroid- 
ism, are  given  stimulants  in  the  small  dosage 
that  appears  adequate  to  offset  the  depress- 
ing action  of  the  various  factors  to  which 
they  have  been,  and  are  being  subjected,  that 
tend  to  slow  down  the  circulation  and  lower 
metabolism.  The  various  psychic  factors  en- 
countered are  dealt  with  in  the  usual  manner 
according  to  the  individual  requirements. 

Utilizing  the  principles  outlined,  we  have 
been  able  to  note  a steady  decrease  in  the  in- 
cidence of  postoperative  pulmonary  morbid- 
ity. The  first  study  carried  out  at  the  be- 
ginning of  this  five  year  period  showed  a 
high  incidence  of  postoperative  pulmonary 
morbidity,  7.8  per  cent.  We  attribute  a part 
of  this  high  incidence  to  the  fact  that  we 
were  wratching  for  these  conditions  including 
even  the  simplest  uncomplicated  bronchitis, 
and  probably  detected  a great  many  cases  that 
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would  have  gone  unrecognized  if  it  had  not 
been  for  this  special  interest,  but  we  are  also 
of  the  opinion  that  the  fact  we  were  not  em- 
ploying all  the  measures  now  used  in  the 
chain  of  prophylaxis  was  of  real  importance 
in  this  high  incidence.  By  employing  the 
prophylactic  measures  we  have  outlined  above 
there  has  been  a steady  improvement  in  the 
incidence  of  postoperative  pulmonary  mor- 
bidity. The  last  statistical  study,  covering 
the  last  year  of  this  five  year  period,  shows 
an  incidence  of  postoperative  pulmonary  mor- 
bidity of  only  1.7  per  cent.  We  do  not  feel 
that  we  have  achieved  our  ultimate  goal  in 
the  prevention  of  these  complications  but  we 
are  convinced  that  we  are  making  progress 
and  believe  that  our  future  experience  should 
reflect  the  benefits  to  be  derived  from  our 
conscious  efforts  to  prevent  them. 
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‘Discussion: 

Dr.  George  F.  Evans,  Clarksburg:  The  in- 

ternist seldom  sees  postoperative  pulmonic  compli- 
cations until  they  become  'of  major  variety,  and  of 
grave  prognostic  importance. 

An  interesting  feature  on  the  study  of  these  com- 
plications during  the  past  few  years,  has  been  the 
exoneration  of  the  anesthetist  of  marked  culpability 
in  their  occurrence.  The  advent  of  local,  spinal 
and  other  new  anesthetics  was  expected  to  cause  a 
marked  diminution  in  the  occurrence  of  pulmonary 
complications.  Such  has  not  been  the  case.  Recent 
reports  indicate  a greater  incidence  in  pulmonary 
complications  following  spinal  anesthesia  than  fol- 
lowing inhalation  anesthesia.  This  increase  may  be 
explained  in  part,  by  the  fact  that  patients  may  be 
operated,  who  were  considered  as  too  poor  risks  for 
the  older  forms  of  anesthesia.  'The  operative  period 
is  prolonged  in  local  and  spinal  anesthesia  and  there 
is  a definite  relationship  between  the  time  of  the 
operative  period  and  the  occurrence  of  pulmonary 
complications. 

There  are  many  factors  entering  into  the  causa- 
tion of  pulmonary  complications.  Some  of  these 
conditions  are  the  result  of  inadequate  operative 


preparation  and  poor  surgical  technique,  and  as  such 
are  controllable  and  may  be  remedied.  Other  factors 
are  inherent  within  the  patient  and  until  the  con- 
tribution of  Dr.  Wilkerson  there  was  apparently 
little  to  be  done  to  prevent  their  development  into 
major  complications. 

The  site  of  operation  is  an  important  factor.  The 
nearer  the  operative  field  approaches  the  diaphragm, 
the  greater  the  incidence  of  severe  pulmonary  com- 
plications. These  conditions  are  favored  in  their  de- 
velopment by  abdominal  distension,  fixation  of 
muscles,  especially  those  of  the  diaphragm,  which 
thus  encourage  pulmonary  hypostasis. 

In  the  prevention  of  these  conditions,  adequate 
cleansing  of  the  nose  and  throat  is  important.  In 
elective  operations,  nasal,  oral  and  dental  asepsis 
should  be  sought.  Upper  and  lower  respiratory  in- 
fections should  be  eliminated,  if  possible  prior  to  op- 
eration. Even  a mild  upper  respiratory  infection 
adds  a great  deal  to  the  hazard  of  operation.  In 
the  postoperative  period,  hyperventilation  with  car- 
bon dioxide  and  oxygen  will  prevent  massive  and 
lobular  atelectasis,  a condition  in  which  pneumonia 
is  prone  to  develop. 

Closer  harmony  between  the  internist  and  the 
surgeon,  complete  preoperative  physical  examina- 
tion, including  roentgen  ray  study  of  the  chest,  and 
the  widespread  application  of  the  information 
brought  to  our  attention  by  Dr.  Wilkerson,  will 
cause  an  appreciable  decline  in  the  number  of  post- 
operative complications. 

Dr.  A.  V.  Cadden,  Hofemont:  Again  there 

has  been  brought  to  our  attention  the  importance  of 
prevention  of  pulmonary  complications.  In  general 
surgery  the  anesthetic  may  not  be  considered  such 
an  important  agent  in  the  production  of  pulmonary 
complications,  yet  I feel  that  in  thoracic  surgery  and 
in  the  presence  of  active  pulmonary  disease  the  anes- 
thetic is  of  great  importance  and  should  be  chosen 
with  considerable  care. 

In  the  choice  of  anesthetics  we  have  many,  par- 
ticularly ether,  nitrous  oxide-oxygen,  ethylene,  spinal 
anesthesia  and  avertin. 

Although  ether  is  controllable,  gives  any  desired 
muscle  relaxation  and  is  the  safest  general  anes- 
thetic, yet  it  should  never  be  used  in  active  pul- 
monary disease  when  any  other  agent  can  be  used. 
It  is  an  irritant  to  the  pulmonary  mucosa,  produces 
increased  bronchial  secretions  and  a tendency  to 
bronchial  occlusion,  which  is  the  most  important 
factor  in  the  production  of  postoperative  atelectasis 
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and  pneumonia.  Again,  in  cases  where  no  active 
pulmonary  disease  is  present  its  use  should  frequent- 
ly be  supplemented  by  carbon  dioxide-oxygen  mix- 
tures, either  routinely  or  where  there  is  any  sus- 
picion of  upper  respiratory  disease. 

Of  the  gases,  nitrous  oxide  and  ethylene  are  used 
most  frequently.  Whenever  there  is  no  need  for 
marked  muscular  relaxation,  nitrous  oxide  is  the 
best  anesthetic.  For  example,  in  thoracoplasty  done 
for  pulmonary  tuberculosis,  the  patient  will  awaken 
immediately  after  the  operation  and  can  follow  the 
simple  instructions  which  are  given  to  him  as  to 
the  clearing  and  draining  of  the  lungs;  he  can  also 
follow  instructions  as  to  coughing  and  ventilation. 

I have  had  little  experience  with  ethylene,  but 
its  proponents  claim  these  same  features  for  it,  plus 
an  even  greater  degree  of  muscle  relaxation,  and 
also  less  suboxidation. 

The  barbiturates  we  have  found  best  as  pre- 
anesthetic agents. 

Avertin  is  a good  basal  anesthetic.  Although  it 
has  no  direct  irritation  on  the  pulmonary  mucosa, 
yet  there  is  clamor  against  its  use  in  active  pulmon- 
ary disease.  In  other  cases  it  has  been  used  suc- 
cessfully as  a basal  anesthetic.  I do  not  know  why 
the  statement  is  made,  yet  many  of  the  authors  say 
that  avertin  is  definitely  contraindicated;  in  fact 
they  say  absolutely  contraindicated,  in  active  pul- 
monary tuberculosis. 

Among  the  important  factors  in  the  production 
of  pulmonary  complications  are  the  duration  of  the 
anesthesia,  the  degree  of  manipulation  of  the  upper 
abdominal  viscera  with  resultant  interference  with 
full  diaphragmatic  action;  the  resultant  pneumo- 
peritoneum in  laparotomies  with  restriction  of  dia- 
phragmatic breathing — sometimes  there  is  sufficient 
air  in  the  peritoneal  cavity  to  give  a complete  par- 
alysis of  the  diaphragm;  upper  respiratory  foci  of 
infection  and  hypoventilation  and  the  lack  of  re- 
moval of  bronchial  secretions. 

The  important  factors  in  prevention  are  the 
proper  choice  of  anesthetic,  the  rapidity  of  the  op- 
eration, and  the  gentleness  of  the  operator,  the  use 
of  carbon  dioxide-oxygen  mixtures  and  proper  post- 
operative nursing  care,  particularly  with  regard  to 
position  of  the  patient. 

In  closing  may  I call  attention  to  the  importance 
of  complete  chest  examination  preoperatively  with 
an  x-ray  examination  in  suspicious  cases,  the  use  of 
the  x-ray  postoperatively  in  differentiating  between 
chest  and  abdominal  lesions,  and  early  use  of  bron- 
choscope in  postoperative  pulmonary  atelectasis. 


(Closing  Rrmarks  by  Dr.  IF.  V . \V ilkerson) : 
We  are  fully  aware  that  intimate  study  of  any  par- 
ticular problem  over  a period  of  years  tends  to  em- 
phasize the  importance  of  that  problem  in  the  minds 
of  the  investigators.  Because  we  know  that  this  is 
true  we  have  attempted  to  stress  the  importance  of 
the  subject  by  quoting  figures  from  the  general  sur- 
gical literature  rather  than  using  our  own  figures. 

We  do  not  feel  that  we  have  achieved  our  ulti- 
mate goal  in  the  prevention  of  these  serious  com- 
plications but  we  have  brought  the  subject  out  of 
the  background  into  the  light  of  critical  study.  It 
is  hoped  that  future  results  will  be  even  more  grat- 
ifying than  those  we  have  reported,  although  we 
feel  that  the  decreasing  incidence  of  these  compli- 
cations over  this  five-year  period  has  been  more 
than  ample  reward  for  the  time  and  thought  de- 
voted to  the  problem. 

W e have  endeavored  to  show  that  certain  types 
of  individuals  are  especially  prone  to  the  develop- 
ment of  these  complications,  namely  the  individual 
with  a sluggish  circulation,  either  “natural”  or  ac- 
quired as  a result  of  the  circumstances  to  which  he 
has  been  subjected  before,  during,  and  after  his 
operation.  We  have  endeavored  to  show  that  these 
individuals  tend  to  have  low  metabolic  rates.  By 
correcting  the  low  metabolic  activity  through  the 
controlled  use  of  thyroid  extract  and  strychnine  we 
have  been  able  to  effect  a striking  decrease  in  the 
incidence  of  postoperative  pulmonary  complications 
in  this  particular  group  of  patients.  By  careful  ad- 
herence to  prophylactic  surgical  measures  and  by 
the  avoidance  of  measures  which  tend  to  slow  down 
the  circulation,  in  the  entire  surgical  group  of 
patients,  and  by  the  administration  of  appropriate 
indicated  dosage  of  thyroid  extract  and  strychnine 
we  have  been  able  to  note  a gradual  though  steady 
decrease  in  the  incidence  of  postoperative  pulmon- 
ary complications  in  our  particular  group  of  patients 
under  the  set  of  conditions  under  which  our  work 
has  been  done. 

We  do  not  want  anyone  to  get  the  idea  that  we 
believe  we  have  found  a complete  panacea  for  the 
elimination  of  postoperative  pulmonary  complica- 
tions, for  we  most  certainly  do  not  entertain  any 
such  delusions  of  grandeur,  but  we  are  firmly  con- 
vinced that  any  medical  man  who  has  to  deal  with 
patients  having  surgical  conditions  will  serve  his 
patient  well  by  giving  him  at  least  the  partial  pro- 
tection possible  through  the  utilization  of  the  prin- 
ciples we  have  tried  to  outline  in  this  paper. 
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NEOPLASMS  AND  CYSTS  OF  THE  DORSUM  OF  THE  NOSE* 

(With  Case  Report) 


By  E.  C.  Hartman,  M.  D. 
Parkersburg , West  Virginia 


J^Yoplasms  of  the  dorsum  of  the  nose  may 
be  classified  as  benign  and  malignant. 
Benign  growths  are  nevi,  papillomas,  fibro- 
mas, melanomas,  rhinoscleromas,  rhinophy- 
mas,  angiomas  and  sebaceous  cysts,  very 
rarely  dermoid  cysts. 

Malignant  and  semimalignant  growths  are 
divided  into  two  main  groups:  First,  basal- 
celled  carcinoma  (rodent  ulcer) ; second, 
prickle-celled  carcinoma,  (acanthomas), 
(Ewing) ; a third  has  been  added  by  Hertzler 
and  called  adenoid  epithelioma,  which  may 
be  termed  a mixed  type. 

Basal-celled  epitheliomas  are  the  least  mal- 
ignant and  by  far  most  frequently  seen  about 
the  face  and  nose,  and  are  often  multiple. 
They  are  usually  seen  past  middle  life,  and 
are  characterized  by  insidious  onset,  slow 
growth  and  little  tendency  to  metastases. 
They  are  supposed  to  originate  from  the 
basal  cells  of  the  epidermis  but  Mallory  is  of 
the  opinion  that  they  are  derived  from  the 
hair  shafts ; any  prolonged  irritation,  mech- 
anical, thermal  or  otherwise,  is  a causative 
factor  in  their  development.  They  begin 
with  circumscribed  areas  of  scaly  thickening 
of  the  skin,  often  resembling  patches  of 
psoriasis  and  occasionally  bleed  after  removal 
of  the  piled  up  scales  and  crusts.  It  is  not  my 
intention  to  take  up  a prescribed  line  of  treat- 
ment for  tumors  of  the  external  nose  for  I 
think  that  in  most  cases  it  belongs  to  the 
dermatologists  and  roentgenologists.  How- 
ever they  are  successfully  removed  by  elec- 
trocoagulation, electrodessication,  curette, 
radium,  x-ray,  or  various  caustic  agents. 

Prickle-celled  carcinoma  (acanthoma),  de- 
velops from  the  prickle  cells  of  the  skin, 
grows  more  rapidly  and  shows  greater  ten- 

•Hoad  before  the  Eye,  Ear,  None  and  Throat  Section  of  the  W. 
Va.  Medical  Association  at  Wheeling  on  May  6,  1935.  , 


dency  to  metastases.  Microscopically  they 
are  characterized  by  pearl  formation,  with  ex- 
tensive keratinization;  there  is  round  cell  in- 
filtration, and  the  nuclei  stain  deeply  with 
basic  dyes;  they  generally  retain  the  alveolar 
cell  form  and  secondary  infection  is  common. 
They  are  more  difficult  to  remove,  especially 
if  far  advanced,  and  around  a mucocutaneous 
junction.  Thorough  wide  electrosurgical  re- 
moval followed  by  irradiation  is  advised,  and 
radium  alone  gives  splendid  results  in  some 
cases. 

Dermoid  cysts  of  the  dorsum  of  the  nose 
are  very  rare.  So  far  I have  been  unable  to 
find  but  three  or  four  in  literature  and  feel 
that  the  following  case  is  very  interesting  and 
well  worth  reporting.  These  cysts  are  seen  in 
and  around  the  nasal  area  in  certain  definite 
positions,  such  as  the  bridge  of  the  nose,  along 
the  nasal  dorsum  (most  commonly  between 
the  nasal  bones  and  the  tip),  the  inner  angle 
of  the  orbit,  and  the  nasofacial  sulcus. 
Luongo'  states  “It  is  believed  that  cysts  of 
the  dorsum  are  formed  in  the  following  way: 
In  early  embryo  life  the  frontonasal  plate 
which  forms  the  nose,  consists  of  a lamina  of 
hyaline  cartilage  covered  externally  with 
skin  and  internally  with  mucosa.  After  the 
third  month  of  embryonal  life,  bony  tissue 
extends  in  between  the  skin  and  the  cartilage; 
this  bony  tissue  will  form  the  nasal  bones. 
The  cartilage  becomes  absorbed  during  the 
process  of  ossification.  During  the  gradual 
separation  of  the  skin  from  the  cartilage  of 
the  frontonasal  plate  by  the  intrusion  of  the 
nasal  bones,  small  portions  of  the  skin  or  epi- 
thelium become  sequestrated  and  develop 
into  dermoid  cysts.” 

REPORT  OF  CASE 

History:  Mrs.  E.  F.,  white,  aged  38,  stated  that 
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the  nurse  noticed  a small  mass  on  her  nose  shortly 
after  birth.  This  mass,  about  the  size  of  a pea, 
was  opened  and  curetted  at  that  time.  It  healed 
and  gave  her  no  trouble  for  six  years  when  it  re- 
appeared. She  consulted  various  physicians  and  sur- 
geons at  different  times  about  the  swelling  and  had 
several  attempts  at  removal  by  curetting,  injections, 
burning,  etc.,  and  would  get  relief  for  awhile,  then 
the  swelling  over  the  dorsum  would  reappear  with 
occasional  extrusion  of  short  semi-curved  black 
hairs,  accompanied  with  a quantity  of  sebaceous 
material.  She  suffered  considerable  pain  over  the 
bridge  of  the  nose,  forehead  and  infraorbital  regions, 
which  was  relieved  after  expression  or  irrigation  of 
the  cystic  cavity,  relieving  the  tension.  At  different 
times  the  nose  would  become  very  red  and  swollen, 
giving  the  appearance  of  beginning  erysipelas  or 
dorsal  abscess. 

Examination:  Healthy  appearing  woman,  gen- 
eral examination  negative.  There  was  a slight  full- 
ness over  the  dorsum  of  the  nose  extending  from 
about  the  middle  to  about  the  lower"’ third ; there 
were  two  openings,  one  at  the  upper  end  and  one 
at  the  lower  end  of  the  swelling.  Pressure  along 
the  swelling  would  extrude  considerable  sebaceous 
material  with  three  or  four  short  hairs  from  the 
lower  end  of  the  fistula.  Injection  of  iodized  oil 
was  unsuccessful  on  account  of  it  being  too  thin  and 
I decided  to  use  Beck’s  paste,  which  was  heated  in 
a water  bath  and  injected,  using  a lacrimal  syringe. 
An  x-ray  was  taken  shortly  afterwards  which 
showed  the  extention  into  the  nasal  septum,  high 
up.  Examination  of  the  septum  showed  consider- 
able bulging  on  each  side  high  up  in  the  perpen- 
dicular plate  which  shows  in  the  film.  A submucous 
resection  was  advised  to  relieve  the  obstruction. 

At  operation  a tough  fibrous  mass  with  some 
caseous  material  was  removed  high  up  in  the  region 
of  the  attachment  of  the  perpendicular  plate  with 
the  bridge  of  the  nose.  Patient  made  an  uneventful 
recovery.  Later  another  injection  of  paste  showed 
only  the  part  remaining  in  the  dorsum.  She  was 
referred  to  Dr.  Samuel  Iglauer3  of  Cincinnati,  Ohio, 
for  the  removal  of  the  cyst  contained  in  the  dorsum 
which  he  did  under  local  anesthesia  with  good  cos- 
metic results. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Climate  as  a factor  in  the  treatment  of 
tuberculosis  furnishes  a subject  for  perennial 
discussion.  A skilled  statistician  with  med- 
ical consultation  has  devised  a new  approach 
to  the  question.  He  has  made  a nation-wide 
application  of  certain  well-recognized  stand- 
ards of  measurement  with  interesting  results. 
His  paper  was  presented  before  the  annual 
meeting  of  the  American  Association  for  the 
Advancement  of  Science  held  in  Pittsburgh, 
on  December  28,  1934. 

Climate  in  Relation  to  Pulmonary  Tuberculosis : 
The  need  for  more  exact  knowledge  of  the  influ- 
ence of  climate  in  the  treatment  of  tuberculosis 
prompted  this  study  of  more  than  150,000  deaths 
from  pulmonary  tuberculosis  among  the  white  pop- 
ulation in  42  states  in  the  United  States  Registra- 
tion Area.  A large  body  of  opinion  at  the  present 
time  tends  to  minimize  the  importance  with  which 
climate  has  been  credited  for  a number  of  years. 
While  many  of  the  reports  that  have  been  pub- 
lished indicate  that  altitude  is  beneficial  in  the  treat- 
ment of  tuberculosis,  the  majority  of  them  evidence 
disagreement  and  are  not  highly  conclusive  because 
of  the  inadequate  number  of  variables  taken  into 
consideration. 

The  statistical  analysis  covered  19  elements 
which,  on  the  basis  of  a priori  reasoning  might  be 
expected  to  influence  the  tuberculosis  death  rate. 
The  nineteen  elements  were  classified  into  two 
main  groups:  climatic  including  latitude,  altitude, 
average  annual  temperature,  annual  temperature 
range,  daily  temperature  range,  annual  precipita- 
tion, relative  humidity,  sunshine,  and  wind  velocity; 
non-climatic  including  per  capita  personal  income, 
occupational  index,  population  density,  per  cent  of 
the  white  population  urban,  per  cent  of  the  white 
population  (10  years  of  age  and  over)  illiterate, 
per  cent  of  the  white  population  foreign-born,  per 
cent  of  the  population  colored  excluding  Mexicans, 
expenditures  for  public  elementary  and  secondary 
schools  per  capita  of  the  population  five  to  1 7 years 
of  age,  and  expenditures  by  universities,  colleges, 
and  professional  schools  per  capita-  of  the  popula- 
tion 18  to  23  years  of  age.  The  19th  element, 
the  average  death  rate  for  the  years  1928,  1929 
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and  1930  from  all  causes  other  than  pulmonary 
tuberculosis,  violence,  and  accidents  per  100,000 
of  the  white  population  adjusted  for  age  might  pre- 
sumably reflect  both  climatic  and  non-climatic  in- 
fluences. 

South  Dakota  and  Texas  were  not  included  in 
the  investigation  because  they  were  not  a part  of 
the  Registration  Area  during  the  period  for  which 
the  data  were  collected.  Arizona,  California,  Ne- 
vada, and  New  Mexico  were  also  eliminated  be- 
cause the  great  number  of  health  seekers  within 
their  borders  made  their  rates  incomparable  with 
those  of  other  states  and  the  information  necessary 
to  adjust  for  non-resident  tuberculosis  mortality 
was  not  available. 

A study  of  the  relation  of  each  of  the  nineteen 
elements  to  each  other  and  to  the  average  pul- 
monary tuberculosis  death  rate  from  1928  to  1930 
for  the  white  population,  adjusted  for  age  differ- 
ences, resulted  in  the  elimination  of  twelve  of  the 
elements  as  showing  no  connection  with  the  varia- 
tions in  the  pulmonary  tuberculosis  death  rates  in 
the  42  states.  The  remaining  elements  were  alti- 
tude, daily  temperature  range,  precipitation,  sun- 
shine, occupational  index,  illiteracy,  and  school  ex- 
pense. These  seven  elements  combined  were 
found  to  be  conclusively  significant  and  might  be 
expected  to  account  for  the  major  part  of  the  varia- 
tions in  the  tuberculosis  death  rates  between  the 
different  states.  The  four  climatic  factors  were 
about  equal  in  importance  to  the  three  non-climatic 
elements,  the  degree  of  dependence  of  the  death 
rate  upon  them  being  distributed  as  follows:  illiter- 
acy, 40  per  cent;  sunshine,  30  per  cent;  alti- 
tude, 13  per  cent;  expenditures  of  public  and  ele- 
mentary schools,  11  per  cent;  annual  precipitation, 
4 per  cent;  daily  temperature  range,  1 per  cent; 
occupational  index,  1 per  cent.  It  is  interesting  to 
note  that  the  non-climatic  factors  found  to  influ- 
ence the  pulmonary  tuberculosis  death  rate  were, 
in  general,  indicators  of  standards  of  education 
rather  than  measures  of  economic  condition  of  pop- 
ulation density.  The  analysis  indicated  that  negli- 
gible significance  was  attached  to  economic  condi- 
tion as  measured  by  per  capita  income  or  to  exposure 
to  infection  as  represented  by  population  density,  per 
cent  of  the  white  population  urban,  and  variation 
in  occupation. 

Tuberculosis  mortality  rates  which  might  be  ex- 
pected on  the  basis  of  the  foregoing  findings  were 
computed  for  each  state  and  found  to  correspond 
closely  with  the  observed  death  rates.  The  slight 


differences  between  the  actual  and  the  expected 
rates  were  thought  to  be  due  to  random  elements 
in  the  data,  errors  of  observation,  and,  also,  to  the 
extent  to  which  the  present  study  had  failed  to 
account  for  all  factors  determining  the  variation 
in  the  death  rates  among  the  different  states. 

The  states  were  combined  into  five  geographical 
divisions,  each  of  which  represented  fairly  uniform 
conditions.  A comparison  of  the  pulmonary  tuber- 
culosis death  rate  in  each  division  with  the  rate  to 
be  expected  on  the  basis  of  the  climatic  factors  and 
the  rate  to  be  expected  on  the  basis  of  the  non- 
climatic  factors  showed  that  as  the  death  rate  de- 
clined, the  expected  rate  also  declined  in  approxi- 
mately the  same  proportion.  The  south,  which  ex- 
perienced the  highest  death  rate,  also  had  the  high- 
est expected  rate.  The  north  had  almost  exactly 
the  expected  death  rate.  The  particularly  favor- 
able non-climatic  factors  in  the  Pacific  northwest 
served  to  lower  the  death  rate  below  that  which 
might  be  expected  from  the  not  especially  favorable 
climatic  conditions.  The  relatively  low  death  rate 
in  the  west  central  division  might  be  accounted  for 
by  relatively  favorable  conditions,  both  climatic  and 
non-climatic.  Since  the  non-climatic  factors  in  the 
Rocky  Mountain  states  were  not  appreciably  more 
favorable  than  in  the  west  central  and  Pacific  states, 
the  remarkably  low  death  rate  for  the  semi-arid 
high  altitude  mountain  states  seemed  to  be  explained 
satisfactorily  only  on  the  basis  of  uniquely  favorable 
climatic  conditions. 

The  five  states  with  the  lowest  tuberculosis  death 
rates  for  the  white  population  had  an  average  of 
21.4  deaths  per  100,000  of  the  population,  and  the 
five  states  with  the  highest  rates  averaged  73.8 
deaths  per  100,000  of  the  population.  It  may  be 
of  interest  to  note  that  the  low  death  rate  group 
averaged  4,090  feet  in  altitude  and  the  high  death 
rate  group  482  feet.  The  annual  precipitation 
average  of  the  first  group  was  17.7  inches  while 
that  of  the  five  states  with  the  highest  tuberculosis 
death  rates  was  43.5  inches.  The  low  death  rate 
group  also  had  substantially  lower  relative  humid- 
ity, greater  daily  temperature  range,  and  more 
hours  of  sunshine.  It  would  seem,  therefore,  from 
the  analysis  of  this  comprehensive  investigation,  that, 
insofar  as  the  United  States  is  concerned,  high 
standards  of  education  combined  with  life  in  a dry, 
sunny  climate  of  high  altitude  are  far  more  im- 
portant than  large  per  capita  income  and  low  pop- 
ulation density  in  reducing  to  a minimum  the  death 
rate  from  pulmonary  tuberculosis. 
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Dr.  Albert  H.  Hoge,  President 

West  Virginia  Public  Health  Council 
Bluefield,  West  Virginia. 

Dear  Dr.  Hoge: 

As  President  of  the  West  Virginia  Medical  Association,  I wish  to  call 
your  attention  to  what  the  Council  of  the  West  Virginia  Medical  Associa- 
tion regards  as  serious  abuse  in  the  practice  of  medicine  in  this  state. 

I refer  to  the  practice  of  corporations  employing  doctors  on  a salary 
basis  and  collecting  from  doctors’  patients’  funds  largely  in  excess  of  the 
amount  paid  to  the  doctor,  the  corporation  retaining  the  excess  for  itself. 
This  is  most  prevalent  in  some  sections  of  the  coal  fields  of  this  state,  and 
the  result  is  that  the  practice  of  medicine  is  brought  into  disrepute,  and  the 
standards  of  our  profession  are  appreciably  lowered. 

The  same  situation  with  regard  to  its  effect  on  the  medical  profession 
exists  in  many  of  the  hospitals  in  this  state.  I refer  now  to  the  practice 
of  hospitals  employing  surgeons  and  physicians  on  a salary  basis  to  treat 
patients,  for  whose  treatment  the  hospital  receives  sums  much  larger  than 
the  salary  paid  to  the  physicians  and  surgeons.  In  these  cases,  of  course, 
the  hospital  has  received  a part  of  the  fee  for  treating  the  patient  and 
therefore  has,  to  that  extent,  engaged  in  the  practice  of  medicine.  We  do 
not  criticize  the  payment  of  salaries  by  hospitals  to  radiologists,  laboratory 
technicians  and  other  employees  of  like  kind  who  perform  no  clinical  serv- 
ices. Neither  do  we  criticize  the  practice  of  paying  salaries  to  internes, 
since  the  interne  is  merely  completing  his  medical  education  and  has  no 
right  himself  to  charge  fees.  It  is  the  division  of  fees  between  licensed 
physicians  and  surgeons  and  the  corporate  employer  that  we  criticize  and 
condemn  as  a flagrant  abuse  of  the  laws  against  corporate  practice  of  medi- 
cine and  as  a serious  obstacle  to  the  advancement  of  medicine  and  surgery 
as  a profession. 

We  feel  that  the  West  Virginia  Public  Health  Council  should  interest 
itself  actively  in  an  effort  to  abolish  the  practices  above  referred  to,  and 
trust  that  you  will  bring  it  to  the  attention  of  the  Council  to  the  end  that 
this  may  be  done. 

Yours  truly, 


President 
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HEALTH  INSURANCE 
PROPAGANDA 

We  are  recently  in  receipt  of  a bulletin 
from  the  Committee  on  Legislative  Activities 
of  the  American  Medical  Association  and 
dealing  with  the  influence  of  propaganda  on 
general  legislative  deliberations.  It  is  pointed 
out  in  the  bulletin  that  the  most  effective  pro- 
paganda of  the  proponents  of  health  insur- 
ance is  the  statement  that  a large  portion  of 
the  population  is  unable  to  obtain  needed 
medical  care  because  of  inability  to  pay. 

The  bulletin  points  out  that  many  of  the 
statements  as  to  the  number  being  so  handi- 
capped has  reached  the  extreme  of  absurdity. 
“Moreover,”  continues  the  bulletin,  “inves- 
tigation fails  to  reveal  any  great  number  who 
are  being  denied  care  by  the  medical  profes- 
sion because  they  are  unable,  owing  to  low 
income,  to  pay  the  usual  or  fair  fee  for  needed 
services.  Where  adequate  medical  care  is  not 
available,  it  has  more  often  been  found  to  be 
due  to  failure  of  the  individual  to  obtain 
services  from  indigent  relief  sources.  This 
has  generally  been  due,  either  to  failure  of 
the  proper  authorities  to  effectively  organize 
the  indigent  medical  relief  so  as  to  make 
ready  contact  possible,  or  due  to  failure  to 
make  adequate  medical  services  available  to 
those  who  applied.  When  this  is  true,  it  is 
obviously  due  to  failure  of  the  indigent  med- 
ical relief  and  not  the  fault  of  the  medical 
profession. 

“Great  confusion,  however,  exists  in  the 
public  mind,  and  in  order  that  it  may  be 
cleared  up  it  is  evident  that  some  effort  must 


be  made  to  make  public  the  differentiation: 
First,  the  employed,  who  are  receiving  a low 
income,  and  second,  the  frankly  indigent  and 
unemployable.  While  it  is  established  that 
the  low  income  groups  are  being  given  care 
by  physicians,  at  costs  within  their  ability  to 
pay,  this  fact  may  not  be  generally  known  to 
the  public.  The  establishment  of  machinery 
for  investigation  of  ability  to  pay  and  general 
supervision  of  charges  and  collections  has  now 
been  given  sufficient  trial  to  demonstrate  its 
practicability. 

“While  it  is  doubtful  if  any  plan  could  be 
suggested  which  would  be  applicable,  in  all 
its  details,  to  each  community,  basic  require- 
ments might  be  agreeci  upon  by  those  who 
wish  to  conduct  such  experiments.  It  is  the 
responsibility  of  delegates  and  officers  to  give 
serious  consideration  to  this  question.  The 
establishment,  in  the  more  populus  com- 
munities, of  some  machinery  under  complete 
medical  control,  for  the  orderly  classification 
of  those  of  low  income  and  the  provision  of 
needed  medical  care  by  the  physician  of  their 
choice,  within  their  ability  to  pay,  would  seem 
to  present  certain  advantages.  Among  those, 
it  would  serve  to  point  out  to  the  lay  public 
that  proposed  destructive  medical  legislation 
is  not  justified  on  the  basis  of  the  argument 
advanced.  It  would  also  tend  to  demonstrate 
the  wide  variance  between  medical  service,  as 
maintained  under  normal  physician-patient 
relationship  and  group-indigent  service  con- 
ducted under  lay  control.” 

OHIO  COUNTY  PLAN 

Several  years  ago  the  Ohio  County  Med- 
ical Society  set  aside  approximately  one 
thousand  dollars  into  a separate  fund  to  be 
used  for  some  future  association  convention 
in  the  city  of  Wheeling.  A considerable  por- 
tion of  this  fund  was  expended  during  the 
May  meeting  of  the  association  at  Wheeling, 
and  the  Ohio  society  was  able  to  meet  all  of 
its  expense  as  the  host  society  without  any 
assessment  upon  the  individual  members. 

The  Ohio  County  Medical  Society  was  so 
well  pleased  with  this  arrangement  that  the 
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members  recently  voted  to  set  aside  $100 
each  year  from  their  general  fund  into  a sep- 
arate convention  fund  to  be  used  only  upon 
the  occasion  of  a state  convention  at  Wheel- 
ing. By  so  doing  they  expect  to  be  financially 
prepared  to  serve  as  the  host  society  to  the 
association  at  any  time. 

For  the  past  several  years  it  has  been  the 
aim  of  the  association  to  avoid  placing  any 
undue  burden  of  expense  upon  the  conven- 
tion host  society.  The  association  can  and  does 
pay  the  entire  convention  expense  each  year, 
but  this  convention  expense  is  necessarily  con- 
fined to  routine  entertainment  and  standard- 
ized functions.  Most  of  the  host  societies  de- 
sire to  add  additional  forms  of  entertainment 
to  the  convention  routine.  Such  societies 
might  well  consider  the  advisibility  of  adopt- 
ing the  Wheeling  plan. 

COLLECTION  RACKET 

About  once  each  year  the  doctors  of  one  or 
more  sections  of  the  state  are  canvassed  by  an 
out-of-state  collecting  agency  for  their 
accounts  and  the  result  is  generally  a lot  of 
grief  for  the  doctors  who  turn  their  accounts 
over.  The  Journal  has  issued  many  warn- 
ings against  these  out-of-state  companies  and 
has  continually  urged  its  readers  to  give  such 
concerns  a wide  berth.  Again  we  urge  the 
doctors  of  West  Virginia,  if  they  desire  the 
services  of  a collector,  to  place  their  accounts 
in  the  hands  of  local  agencies  with  whom 
they  are  familiar. 

Most  of  the  out-of-state  agencies  operate 
in  much  the  same  manner.  They  make  a 
verbal  explanation  of  their  contract,  they 
secure  the  doctor’s  signature,  take  his  accounts 
and  go  away.  Shortly  thereafter  the  doctor’s 
patients  are  besieged  with  insulting  letters  to 
pay  up  or  take  the  dire  consequences.  The 
doctor  soon  wearies  of  this  and  attempts  to 
get  his  accounts  back.  I le  then  learns  that  he 
himself  must  pay  the  commission  on  the  un- 
collected bills  in  order  to  get  possession  of 
his  own  accounts. 

An  Illinois  company  was  recently  active  in 
the  rural  section  of  Kanawha  county  and  se- 


cured the  accounts  of  several  physicians. 
When  the  doctors  were  unable  to  secure  the 
return  of  their  accounts,  one  of  them  wrote 
the  Chicago  Better  Business  Bureau  for  a re- 
port on  the  collecting  agency  involved.  The 
report  brought  out  that  the  agency  had 
changed  its  name  three  times  and  had  moved 
three  times  from  one  city  to  another  in  the 
course  of  the  last  four  years.  On  one  occa- 
sion the  company  had  left  liabilities  of 
$91,000  and  no  assets. 

The  solicitors  for  the  company,  according 
to  the  report,  carry  a sales  kit  of  letterheads 
purporting  to  be  letters  of  endorsement,  a 
few  of  which  are  genuine.  One  endorsement 
of  the  company  is  from  a detective  bureau 
created  by  the  company  itself.  The  agency 
also  carries  letters  from  a “Better  Business 
Bureau,”  which  bureau  was  incorporated  by 
two  employees  of  the  agency  itself  for  the 
purpose  of  endorsing  the  agency. 

The  contract  of  this  company  calls  for  a 
company  commission  of  from  25  to  40  per 
cent  of  the  “aggregate”  amount  of  listed 
accounts.  The  company  interprets  this  as 
meaning  that  the  client  is  not  entitled  to  a 
penny  until  the  full  commission  has  been  se- 
cured by  the  company.  It  is  obvious  that  the 
25  to  40  per  cent  might  represent  about  all 
the  collections  that  could  be  obtained,  with 
the  result  that  the  doctor  would  not  get  a 
dime. 

The  company  in  question,  and  many  other 
simliar  companies,  employs  local  men 
wherever  possible,  secured  through  classified 
advertisements  and  who  work  in  a territory 
with  which  they  are  familiar,  under  the  in- 
structions from  the  representative  who  hires 
them. 

Again  we  issue  a word  of  warning  against 
out-of-state  collecting  agencies.  Beware  of 
such  concerns. 


CANCER  FILMS  AVAILABLE 
The  association  headquarters  at  Charleston 
is  now  in  possession  of  slides,  films,  film 
strips  and  projectors  on  the  subject  of  Cancer 
for  the  use  of  physicians  and  hospitals 
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throughout  the  state.  The  material  has  been 
furnished  the  association  by  the  American 
Society  for  the  Control  of  Cancer,  through 
our  state  Cancer  Committee  headed  by  Dr. 
R.  B.  Bailey  of  Wheeling. 

The  newly  appointed  Cancer  Committee 
of  the  association,  has  recently  been  an- 
nounced by  Dr.  Walker  and  consists  of  Dr. 
Bailey,  chairman ; Dr.  B.  II.  Swint,  Charles- 
ton ■,  Dr.  F.  C.  Hodges,  Huntington ; Dr. 
W.  A.  Wallace,  Martinsburg;  Dr.  R.  O. 
Rogers,  Bluetield  and  Dr.  William  R.  Goff, 
Parkersburg. 

The  following  is  a summary  of  the  educa- 
tional material  on  Cancer  which  is  now  avail- 
able through  the  association  headquarters: 
Slides — 

Tumors  of  the  Breast  (medical). 

Tumors  of  the  Uterus  (medical). 

Film  Strips — 

Tumors  of  the  Breast  (medical). 

' Tumors  of  the  Uterus  (medical). 

Fight  Cancer  With  Knowledge  (lay  audiences). 
Cancer;  Its  Life  History  and  Practical  Measures 
for  its  Control  (students  and  nurses). 
Films — 

Eight-minute  Canti  film  (for  medical  profession, 
medical  students,  nurses,  etc.) 

Doctors  who  wish  to  borrow  any  of  the 
above  material  for  presentation  to  medical 
societies,  luncheon  clubs,  parent-teacher 
groups,  or  nursing  groups  should  get  in 
touch  with  the  executive  secretary  at  Char- 
leston. Projectors  are  also  available  if  the 
film  strips  are  used. 


DR.  BLOSS  ELECTED  TRLTSTEE 

Dr.  James  R.  Bloss,  past  president  of  the 
West  Virginia  State  Medical  Association  and 
editor  of  the  West  Virginia  Medical 
Journal,  was  elected  to  the  Board  of 
Trustees  of  the  American  Medical  Associa- 
tion at  Atlantic  City  on  June  13,  1935.  The 
election  of  Dr.  Bloss  gave  to  the  Association 
its  first  representation  in  the  official  family 
of  the  parent  organization. 

There  were  two  other  candidates  for  the 
office  to  which  Dr.  Bloss  was  elected,  Dr. 


C.  F.  Moll  of  Flint,  Michigan,  and  Dr.  F. 
S.  Crockett,  Lafayette,  Indiana.  Dr.  Bloss 
was  elected  on  the  second  ballot  by  a large 
majority. 

Dr.  Bloss  has  served  in  the  House  of  Dele- 
gates of  the  American  Medical  Association 
for  the  past  13  years.  During  that  period  he 
was  chairman  of  a number  of  important  com- 
mittees and  won  the  admiration  and  respect 
of  the  A.  M.  A.  governing  body.  With  a 
background  of  splendid  and  unselfish  service 
to  the  national  body,  he  is  well  equipped  for 
the  responsible  position  with  which  he  has 
just  been  honored. 

Almost  from  his  graduation  from  the  Uni- 
versity of  Virginia,  Department  of  Medicine 
in  1905,  Dr.  Bloss  has  been  brought  up  on 
the  ideals  and  traditions  of  the  medical  pro- 
fession. After  a fruitful  apprenticeship  in 
the  Cabell  County  Medical  Society,  Dr. 
Bloss  was  elected  editor  of  the  West  Vir- 
ginia Medical  Journal  and  has  served  in 
that  capacity  for  more  than  20  years.  In 
1926,  in  recognition  of  his  years  of  devoted 
service  to  organized  medicine  in  this  state, 
he  was  elected  president  of  the  West  Vir- 
ginia State  Medical  Association.  Prior  to 
that,  in  1922,  he  entered  the  national  med- 
ical field  through  the  portals  of  the  A.  M.  A. 
House  of  Delegates. 

Again  let  us  say  that  the  election  of  Dr. 
Bloss  is  a distinguished  and  deserving  honor 
to  himself  and  a recognition,  through  Dr. 
Bloss,  of  our  own  West  Virginia  State  Med- 
ical Association.  To  both,  we  extend  our 
hearty  congratulations. 


UNIFORM  NARCOTIC  ACT 
The  “Uniform  Narcotic  Drug  Act,”  for  the 
State  of  West  Virginia,  went  into  effect  June  9, 
1935.  This  is,  with  a few  minor  changes,  identical 
with  the  Uniform  Narcotic  Act  evolved  by  the 
Bureau  of  Narcotics  of  the  Treasury  Department 
in  an  effort  to  assist  in  the  control  of  narcotics.  It 
was  also  developed  to  make  uniform  the  laws  of 
the  several  states. 

This  law  is  divided,  generally  but  not  specifically, 
into  groups  which  take  care  of  direct  narcotics,  such 
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as  cocaine,  morphine,  codeine,  etc.,  and  the  hyp- 
notic group  such  as  chloral,  cannabis  indica  and  the 
barbituric  acid  preparations. 

It  is  clearly  the  intent  of  section  21  to  regulate 
the  dispensing  of  barbital  and  other  hypnotic  and 
somnifacient  drugs  in  such  a manner  as  to  prevent 
their  harmful  effects.  There  is  a belief  among  the 
medical  profession  that  many  of  these  drugs  have 
a tendency  to  become  habit  forming  or  at  least  are 
used  with  little  or  no  supervision.  The  spirit  of  this 
law  places  upon  physicians  and  pharmacists  the  sole 
responsibility  for  the  control  of  such  drugs.  It  is 
also  recognized  that  there  is  a legitimtae  field  in 
which  all  branches  of  medicine  must  cooperate  to 
the  end  that  the  public  interest  and  welfare  may 
best  be  served. 

The  law  provides  that  barbital  and  diethyl  bar- 
bituric acid,  or  the  same  under  any  trade  name, 
shall  be  dispensed  only  on  a prescription.  It  shall 
not  be  renewed  if  the  physician  has  written  upon 
the  face  of  the  prescription  the  words  “not  to  be 
renewed,”  or  words  to  that  effect,  or  if  the  pre- 
scription bears  upon  the  face  the  same  or  similar 
words  in  print.  The  constant  or  frequent  renewal 
of  any  such  prescriptions  without  the  consent  of  the 
physician  shall  be  regarded  as  a violaton. 

It  is  provided  that  physicians,  dentists,  or  veterin- 
arians may  dispense  such  hypnotic  drugs  to  patients 
under  their  immediate  supervision,  provided  that 
same  is  not  made  as  a sale.  It  is  also  provided  that 
wholesalers  and  manufacturers  may  sell  to  such 
medical  practitioners  and  to  such  hospitals  that  have 
been  approved  by  the  Board  of  Pharmacy,  and  the 
Bureau  of  Narcotics  of  the  Treasury  Department, 
as  proper  to  be  entrusted  with  such  drugs. 


DR.  HINSDALE  SAILS 

Dr.  Guy  Hinsdale,  medical  director  of  the 
Greenbrier,  White  Sulphur  Springs,  West  Virginia, 
sailed  on  June  first  for  England  and  Scotland 
where  he  will  visit  the  International  Society  of 
Medical  Hydrology  of  which  he  is  an  American 
representative.  He  will  also  visit  the  Royal  Society 
of  Medicine,  of  which  he  is  a Fellow. 

The  International  Society  of  Medical  Hydrology 
has  members  in  28  different  countries  and  Dr. 
Hinsdale  will  carry  greetings  to  the  officers  at  their 
London  headquarters  from  American  members  at 
Saratoga  Springs,  Warm  Springs,  Georgia;  Battle 
Creek  and  from  Boston,  New  York,  Philadelphia, 
Chicago  and  California.  Dr.  Hinsdale  will  also 
visit  the  University  of  Edinburgh,  Scotland. 


COUNTY  SOCIETY  NEWS 


FAYETTE  COUNTY 

The  regular  monthly  meeting  of  the  Fayette 
County  Medical  Society  was  held  at  the  Hill  Hotel, 
Oak  Hill,  on  the  evening  of  May  21  and  was  called 
to  order  by  Dr.  P.  E.  Prillaman,  Oak  Hill,  at  8 
o’clock.  The  scientific  paper  of  the  evening  was 
presented  by  Dr.  George  Fordham,  Powellton,  on 
“School  Lighting;  a Survey  of  Fifteen  Schools.”  j 
This  paper  was  ably  discussed  by  Dr.  G.  A.  Smith  | 
and  others. 

The  subject  of  medical  economics  was  then 
taken  up  and  Dr.  Ralph  Hogshead  of  Montgomery 
read  a very  interesting  and  timely  paper  on  “Some 
Phases  of  Medical  Economics.”  This  was  followed 
by  the  most  pertinent  part  of  the  program  which 
was  a roundtable  discussion  of  the  recent  liberalized 
workman’s  compensation  law  recently  enacted  by 
the  West  Virginia  Legislature.  This  discussion  was 
led  by  Dr.  R.  H.  Walker,  Charleston,  president  of 
the  West  Virginia  State  Medical  Association  and 
much  interest  was  shown  in  this  matter  by  all  pres- 
ent. Mr.  Joe  W.  Savage,  state  secretary,  was  also 
present  and  participated  in  this  discussion. 

Following  adjournment,  refreshments  were 
served  in  the  hotel  dining  room. 

Ralph  Hogshead,  Secretary. 

MONONGALIA  COUNTY 

A dinner  meeting  of  the  Monongalia  County 
Medical  Society  was  held  at  the  Hotel  Morgan, 
Morgantown,  at  6 o’clock  on  the  evening  of  May 
14.  The  meeting  was  devoted  entirely  to  a busi- 
ness session,  which  followed  the  reports  of  the  society 
delegates  to  the  state  convention. 

The  Monongalia  County  Medical  Society  was 
host  at  the  tri-county  medical  meeting  held  at  Mor- 
gantown on  June  4.  The  tri-county  group  is  com- 
posed of  Monongalia,  Marion  and  Harrison  coun- 
ties and  there  was  a large  turnout  from  each  society 
for  this  meeting.  The  program  was  put  on  by  Dr. 
William  S.  Love,  Jr.,  and  Dr.  C.  Reid  Edwards 
of  the  University  of  Maryland  School  of  Medicine, 
Baltimore. 

The  program  opened  at  10  o’clock  on  the  morn- 
ing of  June  4,  with  operations  by  Dr.  Edwards  at  ■ 
the  Countv  Hospital.  From  2 until  5 o’clock,  clin- 
ical cases  were  presented  by  Dr.  Love  and  Dr.  Ed- 
wards at  the  County  Hospital.  Dinner  was  then 
served  at  the  Morgantown  Country  Club  at  6:30 
o’clock. 
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The  evening  program  consisted  of  a paper  by 
Dr.  Love  on  “Differential  Diagnosis  and  Signifi- 
cance of  Heart  Murmurs,”  and  by  Dr.  Edwards  on 
“Thrombosis  and  Embolism.”  These  were  both 
splendid  presentations  and  brought  forth  an  inter- 
esting discussion. 

Ralph  Maxwell,  Secretary. 
MINGO  COUNTY 

'I'he  regular  monthly  meeting  of  the  Mingo 
County  Medical  Society  was  held  at  the  William- 
son Memorial  Hospital  on  April  30  and  was  called 
to  order  bv  Dr.  J.  C.  Lawson,  president.  A round- 
table discussion  of  clinical  subjects  ensued,  followed 
by  election  of  officers  for  the  ensuing  year. 

Dr.  L.  F.  Boland,  Williamson,  was  elected 
president.  Dr.  W.  H.  Price,  Chattaroy,  was 
elected  vice  president  and  Dr.  George  W . Easley 
was  elected  secretary-treasurer.  Dr.  T.  I).  Bur- 
gess, Williamson,  was  elected  delegate  to  the  state 
meeting. 

Dr.  A.  G.  Rutherford,  Dr.  E.  McClelland  and 
Dr.  T.  L.  Cowl  were  elected  to  membership  at  this 
meeting.  A committee  was  appointed  to  arrange 
a joint  meeting  with  the  Logan  County  Medical 
Society  at  an  early  date. 

George  W.  Easlev,  Secretary. 


KANAWHA  COUNTY 

Dr.  M.  F.  Petersen  and  Dr.  Claude  B.  Smith, 
both  of  Charleston,  were  the  scientific  essayists  at 
the  May  14  meeting  of  the  Kanawha  Medical 
Society  which  was  held  at  the  Daniel  Boone  Hotel. 
Dr.  Petersen  read  a paper  on  “The  Allergic  Child,” 
which  was  discussed  by  Dr.  M.  L.  Bonar.  Dr. 
Smith  gave  a paper  on  “Acute  Post-Traumatic 
Osteoporosis”  which  was  discussed  bv  Dr.  C.  W. 
Stallard,  Montgomery,  and  Dr.  E.  B.  Henson. 

The  June  18  meeting  of  the  society  at  the  Daniel 
Boone  Hotel  was  devoted  wholly  to  business. 
Among  matters  discussed  were  a full-time  secretary 
for  the  society,  hospital  insurance,  a centralized 
clinic  for  the  city  of  Charleston,  the  corporate  prac- 
tice of  medicine,  and  proposed  changes  in  the  con- 
stitution and  by-laws.  A motion  was  carried  *o 
permit  interested  members  of  the  society  to  work 
out  a plan  for  the  employment  of  a full-time  secre- 
tary. 

It  was  announced  at  this  meeting  that  the  ex- 
amination of  all  county  school  teachers  and  county 
food  handlers  woidd  be  made  in  the  future  by  phy- 
sicians in  private  practice. 


Dr.  Robert  King  Buford,  Charleston,  made  an 
interesting  address  before  the  Huntington  Kiwanis 
Club  on  May  28.  His  subject  was  “The  Preven- 
tion of  Disease.” 

Dr.  Archer  A.  Wilson,  Charleston,  will  sail  from 
New  York  City  on  July  17  for  London  to  attend 
the  Second  International  Neurological  Congress 
which  opens  there  on  July  28.  He  will  be  accom- 
panied by  Mrs.  Wilson.  Dr.  Wilson  expects  to 
visit  a number  of  European  clinics  during  his  trip 
and  will  return  on  August  24.  Dr.  Frank  May- 
field,  who  has  recently  completed  a three-year  in- 
terneship  in  neurosurgery  at  the  Medical  College  of 
Virginia,  Hospital  Division,  will  be  in  charge  of  his 
office. 

P.  A.  Tuckaviller,  Secretary. 

BARBOUR-RANDOLPH-TUCKER 

The  April  24  meeting  of  the  Barbour-Randolph- 
Tucker  County  Medical  Society  was  held  at  Elkins 
with  a good  attendance  from  the  tri-county  district. 
Dr.  A.  V.  Cadden,  acting  superintendent  of  Hope- 
mont  Sanitarium,  presented  a very  interesting  paper 
with  a discussion  on  the  correlation  of  physical  and 
roentgenological  findings  in  the  diagnosis  of  tuber- 
culosis. Pathological  specimens  and  roentgenograms 
were  demonstrated  by  Dr.  D.  Salkin  of  Hopemont 
Sanitarium. 

Dr.  W.  M.  Junkin,  Elkins,  was  elected  dele- 
gate to  the  state  meeting,  with  Dr.  S.  G.  Moore 
and  Dr.  C.  B.  Williams  as  alternates. 

Russell  S.  Wolfe,  Secretary. 

CABELL  COUNTY 

The  April  1 1 meeting  of  the  Cabell  County 
Medical  Society  was  held  at  the  Hotel  Pritchard, 
Huntington,  and  the  following  resolution  was 
adopted : 

“Whereas,  The  West  Virginia  University 
School  of  Medicine  has  been  reduced  by  the 
American  Medical  Association  from  grade  A to 
grade  B,  and 

“Whereas,  The  reduction  in  grade  makes  it 
impossible  not  only  to  transfer  the  students,  but 
also  for  the  students  to  take  the  different  state 
boards, 

“ Therefore , be  it  Resolved , That  the  Cabell 
County  Medical  Society  urge  upon  the  authorities 
of  West  Virginia  University  and  of  the  state  of 
West  Virginia  the  necessity  of  meeting  the  criticism 
of  the  American  Medical  Association  by  adequate 
revision  of  the  facilities  and  equipment  to  maintain 
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a grade  A two-year  medical  school  at  Morgan- 
town.” 

Dr.  Walter  N.  Rowley  and  Dr.  Edwin  J. 
Humphrey,  both  of  Huntington,  were  the  scien- 
tific essayists  at  the  meeting  of  the  society  held  at 
the  Hotel  Pritchard  on  May  3.  Dr.  Rowley  gave 
a paper  on  “Artificial  Fever  in  Puerperal  Sepsis; 
Preliminary  Report.”  Dr.  Humphrey’s  paper  was 
on  “Obstetrical  Injuries  to  the  Birth  Canal.”  Both 
papers  were  liberally  discussed  by  the  members 
present. 

Rear  Admiral  P.  S.  Rossiter,  Surgeon  General 
of  the  United  States  Navy,  was  the  guest  of  the 
Cabell  County  Medical  Society  at  its  June  20  meet- 
ing. A formal  reception  and  dinner  in  honor  of 
Admiral  Rossiter  was  held  at  the  Pritchard,  the 
reception  at  6:20  o’clock  and  the  dinner  at  7:15 
o’clock.  Admiral  Rossiter  spoke  to  the  doctors  and 
their  wives  at  8:30  o’clock,  following  the  dinner. 

Edwin  Matthews,  Secretary. 

MERCER  COUNTY 

The  March  21  meeting  of  the  Mercer  County 
Medical  Society  was  held  at  the  Memorial  Build- 
ing, Princeton,  with  a good  attendance.  Folio w'- 
ing  approval  of  the  minutes  of  the  previous  meeting, 
Dr.  R.  O.  Rogers,  chairman  of  the  Medical  Relief 
Committee,  gave  a short  report  and  recommended 
that  two  full-time  men  be  appointed  to  take  care  of 
all  relief  cases  in  the  county.  This  was  discussed  by 
several  of  the  members  present  and  it  was  finally 
decided  to  continue  under  the  present  plan. 

Upon  motion  of  Dr.  Albert  H.  Hoge,  a com- 
mittee was  appointed  to  confer  with  the  Mercer 
County  Bar  Association  relative  to  better  coopera- 
tion from  the  lawyers  in  collecting  debts  in  acci- 
dent injury  cases  and  other  cases  in  which  suits  are 
involved.  Dr.  Hoge,  Dr.  J.  R.  Vermillion  and 
Dr.  H.  R.  Connell  were  appointed  on  this  com- 
mittee. 

Dr.  E.  W.  Horton,  Bluefield,  reported  two  in- 
teresting cases;  “Lipoma  of  Labia  Majora”  and 
“Hydatidiform  Mole.”  A most  interesting  paper 
was  next  presented  by  Dr.  Harry  G.  Steele  on 
“Ablatio  Placenta;  With  Report  of  One  Case,” 
and  was  discussed  by  several  members. 

P’ollowing  the  scientific  papers,  the  meeting  ad- 
journed to  the  home  of  Dr.  and  Mrs.  J.  R.  Ver- 
million where  a delightful  Dutch  supper  was  served. 

Dr.  H.  Lee  Harris,  Bluefield,  was  the  essayist 
at  the  April  25  meeting  of  the  Society.  His  subject 
was  “The  Common  Cold.”  Dr.  Harris  took  up 


the  various  theories,  elaborated  on  treatment  and 
stressed  the  importance  of  free  drainage  and  the 
successful  use  of  copaverin,  which  he  has  used  with 
considerable  success.  There  was  a very  free  dis- 
cussion of  this  paper. 

A paper  was  then  given  by  Dr.  Marshall  Sin- 
clair on  “Hearts,  Picked  at  Random,”  giving  a 
hi.  tor  y of  cases  and  showing  specimens,  which  was 
very  interesting  and  instructive.  An  enjoyable 
Dutch  luncheon  was  served  following  the  scientific 
program. 

“Violations  of  the  Narcotic  Law”  was  the  sub- 
ject of  a very  interesting  talk  given  by  Dr.  Albert 
H.  Hoge  at  the  May  30  meeting  of  the  society. 
Dr.  Hoge  answered  several  questions  which  were 
asked  by  various  members  and  gave  everyone  a 
better  understanding  of  the  narcotic  laws. 

Dr.  J.  I.  Marked,  Princeton,  reported  an  inter- 
esting case  of  “Empyema,  a Causative  Organism 
Co’ on  Bacillus  with  Recovery.” 

The  president  appointed  by  the  Medical  Relief 
Committee  to  select  a doctor  to  conduct  a venereal 
clinic  in  Bluefield  once  each  week.  The  doctor  is 
to  be  paid  from  FERA  funds. 

An  advisory  committee  to  confer  with  city  of- 
ficials on  tax  matters  was  appointed  by  the  presi- 
dent. Dr.  R.  O.  Rogers,  R.  R.  Stuart,  A.  H. 
Hoge  and  O.  S.  Hare  were  named  on  this  com- 
mittee. 

Charles  T.  St.  Clair,  Jr.,  Secretary. 
LOGAN  COUNTY 

The  regular  may  meeting  of  the  Logan  County 
Medical  Society  was  held  at  the  Logan  General 
Hospital  on  Wednesday,  May  15,  at  8 o’clock  p. 
m.  The  essayists  of  the  evening  were  Dr.  Walter 
E.  Vest  and  Dr.  Fred  A.  Brown,  both  of  Hunting- 
ton.  Dr.  Vest  spoke  on  “Methods  of  Gastro- 
intestinal Diagnosis,”  and  Dr.  Brown  spoke  on  “In- 
dications and  Use  of  Digitalis.” 

A roundtable  discussion  followed  these  two  in- 
teresting papers. 

E.  H.  Starcher,  Secretary. 
LEWIS  COUNTY 

The  regular  meeting  of  the  Lewis  County  Med- 
ical Society  was  held  at  the  Lewis  County  Memorial 
Building  on  May  13.  Dr.  W.  M.  Sheppe,  of  the 
Wheeling  Clinic  was  a guest  of  the  society  and 
spoke  on  diabetic  surgery,  following  which  mem- 
bers of  the  society  discussed  the  subject  in  an  in- 
formal manner.  Dr.  Sheppe  treated  his  subject  in 
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a most  interesting  and  informative  way,  which  was 
much  appreciated.  The  society  extended  a rising 
vote  of  thanks  to  Dr.  Sheppe  for  his  visit. 

The  society  will  observe  a summer  recess  to  in- 
clude June,  July  and  August. 

Theresa  O.  Snaith,  Secretary. 

MARION  COUNTY 

An  interesting  business  meeting  of  the  Marion 
County  Medical  Society  was  held  at  the  Fairmont 
Hotel  on  the  evening  of  March  26  with  a fine 
attendance.  Of  particular  interest  wras  the  report 
of  Dr.  E.  P.  Smith,  chairman  of  the  Committee  on 
Public  Policy  and  Legislation,  relative  to  securing  a 
community  owned  hospital  and  full-time  health 
unit  for  Marion  county. 

Dr.  Robert  C.  Hood  of  Clarksburg  was  present 
at  the  meeting  and  made  a very  interesting  talk  on 
medical  relief,  commending  the  work  of  the  local 
medical  relief  committee.  The  society  went  on 
record  as  favoring  the  $10  relief  fee  for  tonsillec- 
tomies with  the  understanding  that  $2.50  would 
go  to  the  hospital  and  the  remaining  $7.50  for  each 
operation  would  be  deposited  to  the  credit  of  the 
Marion  County  Medical  Societv. 

Dr.  Thomas  Hood  of  Clarksburg  and  Dr.  C.  O. 
Henry,  Fairmont,  made  a report  on  the  Founder’s 
Monument  at  Rivesville.  Dr.  Hood  and  Dr.  Henry 
supervised  the  erection  of  the  Founder’s  Monument 
for  the  state  association. 

Following  the  business  meeting,  a four  reel  mov- 
ing picture  depicting  modern  methods  of  anesthesia 
was  presented. 

A.  H.  Stevens,  Secretary. 
TYLER  - WETZEL 

The  June  meeting  of  the  Tyler- Wetzel  County 
Medical  Society  was  held  at  Eakin’s  Camp  near 
New  Martinsville  and  the  meeting  was  called  to 
order  by  Dr.  A.  L.  Coffield,  president.  All  pre- 
liminary  business  was  dispensed  with  and  Dr.  Cof- 
field introduced  Dr.  Joseph  H.  Barach,  professor 
of  Clinical  Medicine  at  the  University  of  Pittsburgh. 

Dr.  Barach  gave  a very  practical  and  thorough 
talk  on  “Changing  Views  on  Hvpertension.”  He 
was  assisted  by  Dr.  Pennock,  his  assistant,  who  out- 
lined the  subject  on  the  screen.  The  presentation 
was  thoroughly  enjoyed  by  the  doctors  of  the  Tyler- 
Wetzel  society  and  also  the  nurses  from  New 
Martinsville  and  Sistersville  who  were  invited. 

Following  the  scientific  program,  the  meeting 
adjourned  and  a fish  fry  was  served  in  the  dining 


room,  prepared  by  Mr.  John  Woodcock  of  New 
Martinsville. 

T.  B.  Gordon,  Secretary. 


PRESTON-MONONGALIA 

A joint  meeting  of  the  Preston  and  Monongalia 
Count)  Medical  Societies  will  be  held  at  Hopemont 
Sanitarium  on  the  afternoon  and  evening  of  July 
9,  according  to  invitations  recently  mailed  out.  The 
program  will  open  at  two  o’clock.  Dinner  will  be 
served  at  six  o’clock  and  the  scientific  session  con- 
cluded that  evening. 

Afternoon  speakers  will  be  Dr.  S.  S.  Hall,  Fair- 
mont, on  “Treatment  and  Prognosis  of  Non- 
Tuberculous  Lung  Abscess”;  Dr.  Russell  S.  Wolfe, 
Elkins,  on  “Treatment  of  Laryngeal  Tuberculo- 
sis”; Dr.  Russell  B.  Bailey,  Wheeling,  on  “General 
Surgery  in  Tuberculosis”;  and  Dr.  David  Salkin, 
Hopemont,  on  “The  Non-Communicating  Pul- 
monary Cavity.” 

Dr.  John  Strieder  of  the  University  of  Michigan, 
Ann  Arbor,  will  be  the  essayist  at  the  evening 
meeting.  His  subject  will  be  “The  Surgical  Treat- 
ment of  Pulmonary  Tuberculosis.” 


Vincent’s  infection 

Vincent’s  infection,  more  popularly  known  as 
trench  mouth,  may  occur  in  both  clean  and  dirty 
mouths  and  can  be  either  acute  or  chronic.  In  chap- 
ter VI  of  the  series  “These  Teeth  of  Mine,”  in  the 
June  Hygeia , Dr.  David  W.  McLean  discusses  pre- 
ventive and  curative  ways  for  combating  the  disease. 

It  is  believed  that  the  rapid  development  of  the 
acute  form  of  the  infection  is  due  to  the  common 
mouth  bacteria,  the  streptococci  and  the  staphylo- 
cocci, which  are  later  supplanted  by  the  spirochetes 
of  Vincent  and  by  the  fusiform  bacilli. 

The  first  attack  on  the  disease  is  by  germicides  or 
spirocheticides.  There  follows  a general  cleaning 
of  the  mouth  and  necessary  dental  work.  If  the  con- 
dition keeps  reappearing,  it  may  result  in  a case  of 
pyorrhea. 

Trench  mouth  is  spread  by  direct  contact, 
through  infected  dishes,  tables  silver  or  public 
drinking  cups,  by  too  close  contact  with  another’s 
breath  or  by  promiscuous  osculation. 

Trench  mouth  was  known  before  the  World 
War.  It  was  then  referred  to  only  as  Vincent’s  in- 
fection, or  Vincent’s  angina,  being  named  for  the 
man  who  isolated  one  of  the  germs  causing  it. 
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GENERAL  NEWS 


THE  A.  M.  A.  MEETING 

The  annual  meeting  of  the  American  Medical 
Association  at  Atlantic  City  on  June  10-14,  1935, 
was  the  largest  and  one  of  the  most  successful  gath- 
erings of  medical  men  in  the  history  of  the  parent 
organization.  The  A.  M.  A.  meeting  was  held 
conjointly  with  that  of  the  Canadian  Medical  Asso- 
ciation. Dr.  T.  Tate  Mason  of  Seattle,  Washing- 
ton, was  elected  president-elect. 

Among  the  important  actions  of  the  A.  M.  A. 
House  of  Delegates  was  the  renewed  stand  against 
any  nation-wide  scheme  of  compulsory  health  in- 
surance and  sanctioning  county  medical  society 
local  insurance  plans,  with  a separation  of  hospital 
and  medical  care.  The  complete  report  of  the  ac- 
tions of  the  A.  M.  A.  House  of  Delegates  will 
appear  in  the  next  issue  of  the  state  Journal. 

The  following  West  Virginia  doctors  were  regis- 
tered at  the  Atlantic  City  meeting  of  the  A.  M.  A.: 

A.  E.  Amick,  Charleston;  R.  J.  Armbrecht, 
Wheeling;  O.  B.  Biern,  Huntington;  J.  R.  Bloss, 
Huntington;  H.  H.  Bolton,  Thomas;  A.  P.  Butt, 
Jr.,  Elkins;  G.  B.  Capito,  Charleston;  W.  L. 
Cooke,  Charleston;  Ivan  Fawcett,  Wheeling;  S. 
A.  Ford,  Edwight;  W.  S.  Fulton,  Wheeling;  V. 

E.  Holcombe,  Charleston;  R.  C.  Hood,  Clarks- 
burg; D.  L.  Hosmer,  Bluefield;  J.  C.  Lawson, 
Will  iamson;  J.  W.  Lyons,  Holden;  M.  I.  Men- 
deloff,  Charleston;  R.  B.  Miller,  Parkersburg;  V. 
L.  Peterson,  Charleston;  H.  T.  Phillips,  Wheel- 
ing; F.  G.  Prather,  Wharton;  S.  M.  Prunty, 
Parkersburg;  J.  W.  Ruckman,  West  Liberty;  Mr. 
Joe  W.  Savage,  Charleston;  H.  C.  Skaggs,  Mont- 
gomery; W.  E.  Vest,  Huntington;  Edda  Von 
Bose,  Alderson;  Halvard  Wanger,  Shepherdstown. 

J.  E.  Wilson,  Clarksburg;  Milton  Wolpert, 
Chester;  R.  M.  Wylie,  Huntington;  W.  P.  Black, 
Charleston;  R.  C.  Bond,  Wheeling;  J.  J.  Branda- 
bar,  Huntington;  R.  E.  Clapham,  Martinsburg; 
C.  K.  Clark,  Iaeger;  C.  H.  Clovis,  Wheeling;  R. 
J.  Condry,  Elkins;  E.  G.  Du  Puy,  Beckley;  F.  D. 
Fortney,  Newburg;  H.  L.  Goodman,  Ronceverte; 
T.  L.  Harris,  Parkersburg;  H.  H.  Haynes,  Clarks- 
burg; G.  G.  Irwin,  Charleston;  Philip  Johnson, 
Fairmont;  L.  P.  Jones,  Pennsboroj  T.  W.  Keith, 
Harrisville;  G.  M.  Lyon,  Huntington. 

A.  E.  McClue,  Charleston;  W.  Owen  McMil- 
lan, Charleston;  W.  C.  Moser,  Morgantown;  H. 

F.  Nolte,  Wheeling;  C.  R.  Ogden,  Clarksburg; 
C.  F.  Park,  Parkersburg;  R.  J.  Reed,  Jr.,  Wheel- 


ing; R.  B.  Talbott,  Martinsburg;  R.  A.  Toma- 
sene,  Wheeling;  S.  W.  Tretheway,  Wheeling;  H. 

G.  Weiler,  Wheeling;  C.  B.  Williams,  Philippi; 
R.  S.  Wolfe,  Elkins;  R.  L.  Anderson,  Charles- 
ton; J.  T.  Belgrade,  Wheeling;  B.  S.  Brake, 
Clarksburg;  F.  E.  Brammer,  Dehue;  J.  E.  Can- 
naday,  Charleston;  R.  W.  Corbitt,  Parkersburg; 
E.  C.  Hartman,  Parkersburg;  H.  H.  Howell, 
Madison;  H.  L.  Hegner,  Bethany;  G.  F.  Hull, 
Durbin;  O.  VI.  P.  Hodge,  Matewan;  F.  J.  Hoit- 
ash,  Huntington;  A.  L.  Jones,  Wheeling;  H.  G. 
Little,  Wheeling;  A.  R.  Lutz,  Huntington;  B.  S. 
Rankin,  Kingwood;  W.  R.  Richardson,  Parkers- 
burg; W.  P.  Sammons,  Wheeling;  J.  S.  Skaggs, 
Montccoal;  J.  T.  Thornton,  Wheeling;  E.  B. 
Tucker,  Morgantown;  H.  A.  Whisler,  Clarks- 
burg; T.  W.  Heironimus,  Grafton. 


CONVENTION  NOTES 

The  complete  reports  from  the  various  sectional 
meetings  and  special  societies  of  the  association  were 
not  prepared  in  time  to  be  included  in  the  conven- 
tion transactions  published  in  the  June  Journal. 
Items  omitted  from  the  June  issue  follow: 

The  Surgical  Section  elected  Dr.  T.  L.  Harris, 
Parkersburg,  as  chairman  for  the  Fairmont  meeting 
in  1936,  with  Dr.  R.  H.  Edwards,  Welch,  as  secre- 
tary. 

The  Pediatric  Section  elected  Dr.  John  T. 
Thornton,  Wheeling,  as  chairman  for  1936  with 
Dr.  Claude  L.  Holland,  Fairmont,  as  secretary. 

Dr.  John  W.  VIoore,  Charleston,  was  elected 
chairman  of  the  Section  on  Internal  Medicine  with 
Dr.  G.  R.  Maxwell  as  secretary. 

The  Eye,  Ear,  Nose  and  Throat  Section  elected 
Dr.  F.  O.  Marple,  Huntington,  as  chairman  for 
1936  and  Dr.  J.  E.  Blaydes,  Bluefield,  secretary. 

Dr.  Walter  C.  Swann,  Huntington,  was  elected 
president  of  the  West  Virginia  Heart  Association. 
Dr.  A.  H.  Stevens,  Fairmont,  was  elected  vice 
president  and  Dr.  R.  J.  Condry,  Elkins,  secretary. 

The  West  Virginia  Obstetric  Society  was  formed 
at  the  Wheeling  meeting  with  Dr.  Harry  G.  Steele, 
Bluefield,  as  president  and  Dr.  James  R.  Bloss, 
Huntington,  secretary-treasurer.  A total  of  17 
doctors  were  present  at  the  organization  meeting. 

Dr.  George  Fordham,  Powellton,  was  elected 
president  of  the  newly  organized  West  Virginia 
Society  of  Industrial  Physicians  and  Surgeons.  Dr. 
Philip  Prioleau,  Fairmont,  was  elected  vice  presi- 
dent and  Dr.  E.  Bennette  Henson,  Charleston,  was 
elected  secretary-treasurer. 
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THE  DETROIT  PLAN 
Many  queries  have  recently  been  received  at  the 
association  headquarters  in  regard  to  the  Detroit 
plan  of  providing  adequate  medical  and  hospital 
service  to  the  low  bracket  wage  earner.  The  Ohio 
State  Medical  Journal  has  recently  published  a com- 
plete survey  of  the  Detroit  plan  with  figures  and 
statistics  furnished  by  the  Wayne  County  Medical 
Society  at  Detroit.  For  the  benefit  of  our  mem- 
bers who  are  interested  in  the  Detroit  plan,  we  are 
reprinting,  in  part,  the  essential  material  used  in 
the  Ohio  Journal. 

“Approximately  one  year  ago  the  Wayne  County 
Medical  Society,  Detroit,  Michigan,  inaugurated  a 
medical  service  plan  to  supply  employed  persons  of 
modest  means  with  medical,  dental,  hospital  and 
nursing  services,  when  needed,  at  ‘fees  commensur- 
ate with  the  patient’s  income  and  payable  in  install- 
ments within  a year’s  time  or  less.’ 

“Much  publicity  has  been  given  to  and  widespread 
interest  aroused  in  this  cooperative  endeavor  on  the 
part  of  professional  groups  in  Detroit  to  make  avail- 
able, under  professional  control  and  supervision  and 
without  the  use  of  the  insurance  principle,  complete 
medical  care  for  small-wage  earners  who  do  not 
need  or  want  charity,  but  credit,  to  assist  them  in 
meeting  financial  problems  incidental  to  sickness. 

“Recent  reports  by  officials  of  the  Wayne  County- 
Medical  Society  who  have  been  closely  connected 
with  the  operation  of  the  Detroit  Medical  Service 
Bureau,  administrative  agency  under  the  plan,  in- 
dicate the  plan  has  demonstrated,  as  one  commen- 
tator has  stated,  ‘that  medical  care  can  be  supplied 
those  who  need  it — not  through  insurance,  not 
through  government  or  political  agencies,  but 
through  sane  and  unselfish  work  of  the  individual 
doctor  of  medicine  coordinated  by  his  county  med- 
ical society.’ 

ORIGIN  OF  THE  DETROIT  PLAN 
“The  medical  service  plan  of  the  Wayne  County 
Medical  Society  was  formulated  by  Dr.  Ralph  H. 
Pino,  Detroit.  It  was  studied  for  a period  of  18 
months  before  it  was  finally  approved  by  the  Coun- 
cil of  the  society  on  February  16,  1934. 

“Shortly  thereafter,  sufficient  funds  were  appro- 
priated to  create  and  maintain  the  Detroit  Medical 
Service  Bureau  to  put  the  plan  into  operation  and 
handle  the  administrative  details. 

“The  bureau  is  owned  and  operated  exclusively 
by  the  Wayne  County  Medical  Society.  It  is  lo- 
cated in  the  society’s  building  at  4421  Woodward 
Avenue,  Detroit.  K.  B.  Reed  is  the  full-time  man- 
ager in  charge. 


“The  bureau  is  under  the  financial  control  of 
the  Board  of  Trustees  of  the  Wayne  County  Med- 
ical Society.  Its  operating  policies  are  decided  by  an 
advisory  board  composed  of  three  representatives  of 
each  of  the  following  groups:  Wayne  County 

Medical  Society,  Detroit  District  Dental  Society, 
Detroit  Branch  of  the  Michigan  Nurses’  Associa- 
tion, Detroit  Retail  Druggists’  Association,  and  the 
hospitals  of  Detroit. 

PURPOSES  AND  OBJECTIVES  OF  THE  BUREAU 

“As  stated  previously,  the  Detroit  Medical  Ser- 
vice Bureau  was  organized  to  supply  complete  med- 
ical service  to  employed  persons  of  modest  incomes, 
when  they  need  it  and  on  terms  they  can  afford  to 
pay.  It  is  a demonstration  in  cooperation  on  the 
part  of  five  professional  groups  directly  concerned 
in  meeting  the  medical  and  health  needs  of  the  pub- 
lic, especially  that  group  of  individuals  who  are  not 
entitled  to  and  do  not  want  charity  but  who  need 
credit  arrangements  to  aid  them. 

SOME  IMPORTANT  FEATURES  ANALYZED 

“Under  the  medical  service  plan  and  administra- 
tive procedure  of  the  bureau,  the  headquarters  of 
the  Wayne  County  Medical  Society  is  a central 
coordinating  center  for  cases  requiring  assistance 
in  obtaining  and  paying  for  complete  medical  ser- 
vice, including  services  of  a physician,  hospitaliza- 
tion, dentistry,  nursing  and  pharmaceutical  service. 

“The  members  of  the  Wayne  County  Medical 
Society  are  the  active  staff  caring  for  patients. 

“All  forms  of  medical  care,  consultation,  x-ray 
and  laboratory  procedures  are  performed  in  the 
office  or  laboratory  of  the  physician,  or  at  the  hos- 
pital where  the  physician  takes  the  patient. 

“All  cases,  where  the  benefits  of  the  coordinating 
plan  are  desired,  are  registered  at  the  bureau.  The 
patient  is  permitted  and  encouraged  to  select  his 
own  physician. 

“The  plan  preserves  the  recognized  patient- 
physician  relationship.  The  patient  always  has  a 
free  choice  of  physician  and  the  physician  has  free 
choice  of  hospital,  specialists,  laboratories,  etc. 

“It  does  not  include  workmen’s  compensation 
cases.  Cases  of  unemployed  persons  who  are  on 
the  relief  rolls  are  not  handled  by  the  Medical 
Service  Bureau  but  by  the  Medical-Dental  Bureau 
of  the  FERA. 

“No  collections  are  made  by  the  physician  from 
patients  using  the  bureau  plan.  The  physician  sends 
his  bill,  computed  at  the  usual  fees  for  patients  of 
the  moderate  income  class,  to  the  bureau,  accom- 
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panied  by  certain  details  of  the  charges.  The  bureau, 
which  has  already  made  arrangements  for  collec- 
tion of  the  bill  with  the  patient  on  definite  terms, 
handles  all  the  details  of  collection  and  pays  the 
physician  as  the  money  is  paid  to  the  bureau  by  the 
patient. 

“The  bureau  makes  a service  charge  of  1 0 per 
cent  of  all  monies  collected.  No  assessment  is  paid 
by  the  patient.  The  service  charge  is  subtracted 
from  the  amounts  due  those  who  render  the  pro- 
fessional service.  If  several  physicians,  and/ or,  a 
hospital  cooperate  in  the  care  of  a case,  the  bills  for 
fees  are  combined  into  one  bill  and  terms  are  ar- 
ranged according  to  the  patient’s  ability  to  pay. 
Payments  received  by  the  bureau  from  the  patient 
are  distributed  among  the  physicians,  hospitals,  etc. 
Occasionally,  with  the  full  consent  of  the  physician, 
the  bureau  modifies  the  fee  charged  in  accord  with 
the  patient’s  financial  circumstances. 

“The  bureau  accepts  cases  from  physicians  who 
are  not  members  of  the  Wayne  County  Medical 
Society  in  order  to  preserve  the  traditional  phvsician- 
patient  relationship.  However,  since  a portion  of 
the  dues  paid  by  the  members  of  the  society  are 
used  to  help  finance  the  work  of  the  bureau,  physi- 
cians not  members  are  assessed  a slightly  higher 
service  charge  than  the  flat  10  per  cent  assessed 
members  of  the  society  submitting  bills. 

example  of  how  bureau  operates 

“When  a patient  applies  to  the  bureau  for  as- 
sistance in  obtaining  medical  service,  he  is  given 
an  interview  and  referred  to  the  physician,  dentist, 
etc.,  of  his  choice. 

“The  employer  also  is  interviewed  to  determine 
credit  rating  and  the  character  of  the  person  ap- 
plying for  service.  Under  the  Detroit  plan,  it  is 
anticipated  that  eventually  a modern  social  and 
financial  fact-finding  bureau  will  be  established  to 
facilitate  this  work. 

“The  physician  selected  diagnoses  the  illness  and 
furnishes  treatment.  When  necessary  he  obtains 
the  services  of  a hospital,  specialist,  etc.,  through 
the  bureau. 

“All  who  supply  service  send  bills  to  the  Medical 
Service  Bureau  where  they  are  debited  to  the 
patient’s  account.  Out  of  his  wages  the  patient 
pays  to  the  bureau  an  amount  agreed  upon  at  the 
time  he  applied  for  service.  These  sums  are  based 
solely  upon  the  patient’s  ability  to  pay.  His  total 
indebtedness  is  so  adjusted  that  the  period  of  pay- 
ment will  not  exceed  one  year. 

“Collections  from  patients  are  distributed  to  the 
cooperating  professional  units  as  follows:  The  first 


$25.00  (approximately  50  per  cent  of  the  average 
hospital  bill)  is  paid  to  the  hospital  if  hospitalization 
is  necessary;  subsequent  collections  are  distributed 
periodically,  half  to  the  hospital  and  half  pro-rated 
among  the  others  who  have  cooperated  in  the  ser- 
vice. 

services  rendered  by  bureau 

“Up  to  December  26,  1934,  the  Detroit  Med- 
ical Service  Bureau  had  served  1489  patients  and 
had  not  refused  service  to  any  deserving  applicant. 
In  every  case  the  service  wras  rendered  immediately 
without  red  tape. 

“Very  little  publicity  has  been  disseminated  direct 
to  workmen.  However,  the  burueau’s  functions 
have  been  explained  to  the  personnel  officers  of  35 
of  Detroit’s  leading  industrial  concerns,  employing 
approximately  250,000  men. 

“Among  Detroit  firms  which  are  cooperating 
with  the  bureau  and  which  have  employees  receiv- 
ing the  benefits  of  the  bureau  are:  Borden’s  Farm 
Products  Co.,  Detroit  Edison  Company,  Parke 
Davis  & Co.,  Burroughs  Adding  Machine  Co., 
Graham  Paige  Motors  Corp.,  Packard  Motor  Com- 
pany, Bower  Roller  Bearing  Company,  Atlantic  & 
Pacific  Tea  Co.,  Hupp  Motor  Company,  Hudson 
Motor  Car  Company,  Gregory  Mayer  & Thom 
Co.,  Chevrolet  Motor  Company,  Detroit  Post 
Office,  Dodge  Brothers,  Chrysler  Motors,  DeSoto 
Motors,  Plymouth  Motors,  Motor  Products  Com- 
pany, Ford  Motor  Company,  j.  L.  Hudson  Com- 
pany, Detroit  Street  Railways,  Fisher  Body  Corp., 
General  Motors  Research  Corp.,  Clayton  & Lam- 
bert Co.,  C.  M.  Hall  Lamp  Co.,  Detroit  Rock 
Salt  Co.,  Briggs  Manufacturing  Co.,  U.  S.  Rubber 
Co.,  Kelvinator  Corporation,  Crowley  Milner  & 
Co. 

“The  patients  referred  by  industry,  private  prac- 
titioners and  social  agencies  have  in  the  main  re- 
quired services  of  physicians  and  surgeons.  About 
65  per  cent  have  required  hospitalization. 

“Up  to  November  1,  1934,  bills  had  been  re- 
ceived by  the  bureau  from  cooperating  professional 
units  as  follows: 


Physicians  

$ 64,549.98 

Dentists  

1,056.50 

Hospitals  

....  41,615.75 

Old  accounts 

2,263.78 

Pharmacal  

11.87 

Others  

173.40 

(Nurses,  ambulances, 

etc.) 

Total  

$109,671.28 
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As  of  December  24,  1934,  patients  had  paid  to 
the  bureau  in  small  installments  a total  of 
$33,047.52. 

REACTION  TO  THE  PLAN 

“There  are  approximately  7,000  professional 
units  (physicians,  dentists,  nurses,  druggists,  and 
hospitals)  in  Wayne  County.  Practically  all  of 
them  are  cooperating  in  the  plan. 

“According  to  Manager  Reed’s  report  on  the 
work  of  the  bureau  during  its  first  year: 

“ ‘To  date  we  have  encountered  no  difficulty  in 
obtaining  professional  services.  This  is  not  surpris- 
ing as  it  is  in  line  with  the  best  traditions  of  medical 
practice.  A number  of  doctors  refer  all  problem 
cases  to  the  bureau.  The  bureau  assists  the  doctor 
bv  working  out  a fair  plan  with  each  patient.  These 
doctors  realize  that  a pittance  from  each  of  a large 
number  of  cases  amounts  to  a surprising  total — and 
most  doctors  can  use  such  extra  income.  Doctors 
prefer  the  small  payments  to  serving  the  same 
patient  in  a free  ward.  They  also  realize  that  the 
patient  neither  wants  or  needs  charity — his  prime 
need  is  credit,  which  the  bureau  grants.’ 

PATIENTS’  ATTITUDE  ON  SERVICE 

“Patients  are  on  the  whole  grateful  to  the  De- 
troit medical  profession  for  having  adopted  this 
method  of  assisting  them  to  meet  the  financial  prob- 
lems of  sickness,  according  to  Mr.  Reed. 

“ ‘We  have  many  letters  expressing  appreciation 
and  an  even  larger  number  of  verbal  expressions,’ 
he  reports. 

“ ‘The  low-wage  group  fear  that  their  lack  of 
finances  will  prevent  them  from  receiving  com- 
plete service;  that,  while  their  own  doctor  may  be 
willing  to  give  service,  the  service  of  a specialist 
or  a hospital  is  beyond  their  means.  The  average 
patient  is  beyond  their  means.  The  average  patient 
is  delighted  when  we  explain  that  our  service  covers 
all  health  requirements  and  that  the  terms  will  be 
adjusted  to  meet  their  present  income;  that  the 
patient  selects  his  own  physician ; and  that  we  are 
not  giving  charity.  The  results  of  such  friendly, 
fair  treatment  are  apparent  in  our  collections.  Dur- 
ing the  last  half  of  1934,  manv  of  Detroit’s  in- 
dustries were  practicallv  closed,  and  many  work- 
men were  laid  off.  In  spite  of  this  fact,  our  records 
indicate  that  50  per  cent  kept  up  the  installments 
and  that  the  vast  majority  of  the  delinquents  came 
to  us  voluntarily  and  explained  the  reason  for  their 
delinquency.’ 


EMPLOYERS  ARE  COOPERATIVE 

“The  employers  of  Detroit  who  are  familiar  with 
the  work  of  the  Medical  Service  Bureau  have  com- 
mended the  plan  and  are  cooperating,  as  Mr.  Reed 
has  pointed  out: 

“ ‘Apparently  the  employer  is  very  happy  to  be 
able  to  let  someone  else  look  after  the  details  of 
securing  medical  service  for  their  men.  We  have 
the  active  cooperation  of  every  industrialist  to  whom 
our  plan  has  been  explained.  ‘Selling’  the  industrial- 
ist has  proved  to  be  a pleasure.’ 

“The  employers  contacted  have  been  informed 
of  the  profits  which  will  accrue  to  them  through  in- 
creased efficiency  of  his  employees  as  well  as  these 
advantages:  certainly  that  the  employee  will  be  well 
cared  for;  relief  from  a portion  of  the  necessity 
for  employee  loans;  one  centralized  bureau  with 
which  to  cooperate;  and,  no  dues,  fees,  payments 
of  any  kind  before  actual  service  has  been  rendered. 

“All  employers  contacted  have  stated  they  are 
glad  to  cooperate  in  making  collections  with  one 
central  bureau  but  that  it  is  impossible  to  do  so 
with  several  thousand  phvsicians,  dentists,  nurses, 
etc.  Their  reason  is  obvious.  One  central  bureau, 
such  as  the  Medical  Service  Bureau,  makes  it  pos- 
sible for  them  to  make  only  one  deduction  in  com- 
piling pavrolls  to  cover  the  medical  care  of  their 
men.  The  amount  of  bookkeeping  necessary  in 
this  case  is  small,  in  comparison  to  the  enormous 
amount  of  paper  work  that  would  be  required  to 
make  pavroll  deductions  to  cover  the  charges  of 
several  thousand  physicians,  dentists,  etc.,  sub- 
mitting individual  bills  for  services  rendered. 

“In  some  cases  employers  guarantee  bills  con- 
tracted by  their  employees  with  the  bureau.  Some 
pay  bills  in  advance  for  their  employees;  others 
arrange  for  a wage  assignment.  All  employers  con- 
tacted have  assisted  in  various  ways  to  get  patients 
to  pay  their  installments  on  time. 

WELFARE  AGENCIES  ASSISTING 

“The  bureau  has  obtained  the  cooperation  of 
many  of  Detroit’s  welfare  agencies  which  have  to 
do  with  furnishing  medical  care.  Officials  of  these 
agencies  are  referring  all  patients  able  to  pay  some- 
thing to  the  bureau.  This  has  resulted  in  a savings 
in  public  funds  and  has  kept  many  patients  in  the 
hands  of  private  practitioners  instead  of  clinics  and 
dispensaries,  thus  lessening  the  load  of  these  agencies 
and  keeping  phvsician-patient  relationships  intact  in 
many  instances.  It  has  been  found  that  in  most 
cases  referred  to  the  bureau  from  welfare  agencies, 
a plan  for  installment  payments  for  medical  care  is 
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feasible.  Out  of  the  first  12  cases  referred  from 
the  Probate  Court,  the  bureau  was  able  to  return 
10  to  private  practitioners.  What  they  needed  was 
credit,  not  charity. 

“It  is  reported  that  the  Detroit  Medical  Service 
Bureau  has  surpassed  during  its  first  year  even  the 
expectations  of  its  sponsors.  Plans  for  expanding  its 
operations  and  its  administrative  staff  are  contem- 
plated. A campaign  of  sustained  and  dignified  pub- 
licity through  the  employer  to  the  employee  has 
been  carried  on.  Personal  contacts  with  employers 
have  been  made.  By  increasing  promotional  activ- 
ity, the  bureau  hopes  during  the  ensuing  year  to 
obtain  the  cooperation  of  many  more  of  the  2400 
industrial  units  or  employers  in  Wayne  County; 
return  many  more  persons  able  to  meet  medical  ex- 
penses, if  extended  credit  on  reasonable  terms,  to 
physicians  in  private  practice;  increase  the  income 
of  those  rendering  professional  service,  and  discour- 
age any  movement  to  establish  a government,  social- 
ized system  to  supply  medical  service  to  the  low- 
wage  earning  classes.” — Ohio  State  Medical  Jour- 
nal. 


DAVIS  MEMORIAL  CLINIC 

The  medical  profession  of  the  state  has  been  in- 
vited to  a Tumor  Clinic  to  be  held  by  the  Davis 
Memorial  Hospital,  Elkins,  on  July  10,  starting  at 
1 :30  o’clock  in  the  afternoon  and  extending 
through  the  evening.  A dinner  will  be  served  to 
the  doctors  between  the  afternoon  and  evening  pro- 
grams. 

Speakers  for  the  day  will  include  Dr.  Joseph  Colt 
Bloodgood,  Baltimore;  Dr.  Cutler,  Dr.  Rosenthal, 
Dr.  C.  F.  Geschickteer,  Baltimore,  and  Dr.  Robert 
Denison,  Harrisburg,  Pa.  The  full  program  for 
the  clinic  is  expected  to  be  mailed  out  in  the  next 
few  days.  It  is  believed  that  this  clinic  will  be  very 
much  worth  while  and  will  present  a thorough  and 
up-to-date  discussion  of  the  cancer  problem. 


FEE  SCHEDULE  AVAILABLE 

The  new  schedule  of  fees,  rules  and  regulations 
governing  hospital,  surgical  and  medical  treatment 
has  been  recently  issued  by  the  Workman’s  Com- 
pensation Department  to  conform  to  the  new  com- 
pensation law  which  went  into  effect  on  June  7. 
Copies  may  be  secured  through  the  association  head- 
quarters at  Charleston. 


FROM  OTHER  JOURNALS 


COMPULSORY  HEALTH  INSURANCE 

The  Committee  on  Public  Relations  of  the  Med- 
ical Society  of  the  State  of  Pennsylvania,  of  which 
Dr.  William  H.  Mayer  of  Pittsburgh  is  chairman, 
has  prepared  the  following  release,  which  has  been 
sent  to  more  than  2,000  industries  in  that  state: 

“There  are  concerted  efforts  on  foot  to  socialize 
the  practice  of  medicine.  Should  these  succeed,  gen- 
eral socialization  will  be  under  way. 

“The  Columbia  Broadcasting  System  is  broad- 
casting each  week,  on  Monday  evening,  over  sixty- 
one  stations,  discussions  dealing  with  socialization 
of  medicine,  which  are  predominantly  propaganda 
in  favor  of  this  socializing  effort. 

“The  American  Association  for  Social  Security, 
Inc.,  Abraham  Epstein  of  New  York  City,  execu- 
tive secretary,  has  prepared  a proposed  health  in- 
surance bill  for  introduction  into  the  1935  state 
legislatures. 

“This  proposed  law  shall  establish  a state  health 
insurance  bureau  and  commission  and  build  up  a 
state  health  insurance  fund  from  three  sources:  1.5 
per  cent  employers’  payrolls  paid  by  the  employer; 
three  per  cent  of  the  wages  of  employees  (deducted 
hy  employers  and  transmitted  to  the  state  fund), 
and  1.5  per  cent  of  the  total  payroll  of  employers 
appropriated  from  tax  funds. 

“Their  model  bill  also  proposes  to  combine  cash 
benefits  with  medical,  hospital  and  dental  care.  This 
means  that  the  employer  will  pay  his  large  share 
directly  and  bear  his  burden  as  an  already  heavy 
taxpayer. 

“The  business  interests  of  Europe  have  already 
suffered  as  a result  of  this  scheme,  which  in  Eng- 
land in  1933  cost  through  parliamentary  grants 
$24,000,000  and  in  Germany  gave  clerical  em- 
ployment to  34,300  persons. 

“ Business  men  and  industrialists  should  not  will- 
ingly promote  socialization  of  business  and  industry 
in  America.  If  the  practice  of  medicine  is  social- 
ized, the  entering  legislative  wedge  will  have  been 
gained. 

“Will  you  not  therefore  first  urge  your  legis- 
lative representatives  to  discourage  the  disrupting 
activities  of  the  ‘American  Association  for  Social 
Security’  which  is  promoting  these  socialization 
schemes  through  active  lobbies:  second,  use  your 
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influence  with  the  Columbia  Broadcasting  Com- 
pany to  prevent  the  propaganda  for  the  creation  of 
an  expensive  bureaucracy  ultimately  destructive  of 
good  medical  service. 

“The  Medical  Society  of  the  State  of  Pennsyl- 
vania through  its  Public  Relations  Committee  will 
be  glad  to  correspond  with  you  further.” — Jour. 
A.  M.  A .,  Feb.  16,  1935. 


THE  ROSENWALD  FUND 

Our  readers  will  recall  that  the  Julius  Rosenwald 
Fund  employs  Mr.  Michael  Davis  and  Mr.  C. 
Rufus  Rorem.  Mr.  Rorem  is  presently  engaged  in 
promoting  group  hospital  insurance,  while  Mr. 
Davis  has  been  an  active  advocate  of  government 
compulsory  sickness  insurance  in  one  form  or  an- 
other. 

It  is  of  more  than  passing  interest,  therefore, 
that  in  a press  release  of  the  Rosenwald  Fund  dated 
May  20th  it  was  announced  that  $284,000  have 
been  approved  for  work  beginning  July  first  for 
rural  education,  medical  services,  and  legal  wel- 
fare. The  press  release  stated  “it  was  announced 
that  the  Fund  will  continue  its  active  interest  in 
health  insurance,  pay  clinics,  public  health  * * 

— Wisconsin  Medical  Journal. 


THE  MILBANK.  FUND 

The  Milbank  Foundation  would  seem  to  be  in 
process  of  eruption.  In  the  midst  of  the  clouds  of 
ashes,  dust,  flame  and  white  hot  lava  discernible 
to  the  naked  eye  stand  out  these  highlights: 

1.  Word  that  the  Milbank  Foundation  has  ceased 
to  crusade  for  public  health  insurance. 

2.  News  that  John  A.  Kingsbury  has  been  re- 
leased from  his  duties  in  connection  with  the 
famous  philanthropy. 

3.  Further  news  that  I.  S.  Falk,  the  self-arro- 
gated chief  justice  of  administrative  medicine,  has 
also  been  loosed  from  his  job,  or  at  least  will  have 
to  go  completely  “incommunicado.” 

4.  Edgar  Sydenstricker,  another  brave  “Mil- 
banker,”  is  to  be  assigned  to  Dr.  Roscoe  G.  Le- 
land’s  department  of  the  American  Medical  Asso- 
ciation. 

5.  It  may  be  that  the  Milbank  Foundation  at 
heart  wants  to  do  right  by  the  science  of  medi- 
cine, even  if  up  until  today  it  had  been  led  into 
false  ways  of  effort. 

( C ontinued  on  page  xxiv ) 


WOMAN’S  AUXILIARY 


KANAWHA  COUNTY 

The  Auxiliary  to  the  Kanawha  Medical  Society 
met  on  May  21,  at  the  Charleston  Woman’s  Club 
with  Mrs.  John  Wiliam  Moore  as  the  presiding 
officer.  All  new  officers  addressed  the  group  point- 
ing out  their  plans  for  the  coming  year  and  also 
plans  for  the  various  committee  activities. 

Mrs.  Maxfield  Barber,  delegate  to  the  state  con- 
vention in  Wheeling,  gave  a most  interesting  and 
detailed  report  of  the  Auxiliary  meetings. 

During  the  business  session  the  Auxiliary  went 
on  record  as  being  in  favor  of  reviving  the  Com- 
munity Chest  Fund  in  Charleston. 

After  some  further  discussion  of  plans  for  coop- 
erating with  the  Parent-Teachers  Association  and 
other  organizations  the  meeting  adjourned  until 
fall. 

Mrs.  V.  T.  Churchman,  Jr., 

Corresponding  Secretary. 


McDowell  county 

Ehe  Woman’s  Auxiliary  to  the  McDowell 
County  Medical  Society  met  in  the  Appalachian 
Rooms,  Welch,  on  June  12,  1935.  Mrs.  G.  L. 
Straub  presided  over  the  meeting. 

Mrs.  Shanklin  spoke  to  the  group  on  “Health 
Superstitions”  and  Mrs.  Hughes  and  Mrs.  Evans 
reported  the  meetings  held  by  the  Auxiliary  at  the 
state  convention. 

After  taking  up  the  usual  routine  business  of  the 
Auxiliary,  adjournment  was  called  until  the  second 
Wednesday  in  September. 

Mrs.  N.  F.  Coulon, 
Corresponding  Secretary. 


MARION  COUNTY 

The  Woman’s  Auxiliary  to  the  Marion  County 
Medical  Society  met  Tuesday  evening,  May  28,  in 
the  Fairmont  Hotel.  Mrs.  Harry  V.  Thomas,  new- 
ly elected  president,  presided  over  this  dinner  meet- 
ing. 

Mrs.  S.  S.  Hall,  state  historian  and  a past  presi- 
dent of  the  State  Auxiliary  presented  a tribute  of 
flowers  to  Mrs.  A.  H.  Stevens  as  an  expression  of 
the  Marion  County  Auxiliary’s  appreciation  of  her 
fine  work  as  president  of  the  local  Auxiliary  for 
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the  past  two  years  and  to  signify  their  good  wishes 
to  her  as  president-elect  of  the  State  Auxiliary. 

During  the  business  session  the  president  ap- 
pointed the  following  chairmen: 

Hygeia,  Mrs.  D.  A.  Watkins;  public  relations, 
Mrs.  C.  L.  Parks;  legislation,  Mrs.  C.  L.  Parks; 
program,  Mrs.  J.  R.  Tuckwiller;  press  and  pub- 
licity, Mrs.  E.  D.  Wise;  historian,  Mrs.  W.  A. 
Welton;  hospitality,  Mrs.  G.  H.  Brownfield;  mem- 
bership, Mrs.  E.  P.  Smith;  telephone,  Mrs.  G.  H. 
Traugh. 

Mrs.  E.  P.  Smith  and  Mrs.  J.  R.  Tuckwiller 
gave  very  interesting  and  detailed  reports  of  the 
state  convention  held  in  Wheeling. 

Mrs.  W.  A.  Welton  was  named  chairman  of 
the  Auxiliary  program  for  the  State  Medical  Con- 
vention to  be  held  in  Fairmont  next  May. 

The  meeting  adjourned  until  the  last  Tuesday 
in  September. 

Beatrice  B.  Wise, 

C orresfonding  Secretary. 


A.  M.  A.  CONVENTION  NOTES 

Mrs.  V.  E.  Holcombe,  chairman  of  the  State 
Program  Committee,  has  recently  returned  from 
the  convention  of  the  Auxiliary  to  the  American 
Medical  Association  at  Atlantic  City  and  has  sub- 
mitted the  following  comments  on  the  meeting. 

“The  state  Auxiliaries  are  anxious  to  have  their 
advisory  boards  assist  them  in  formulating  their 
plans  for  carrying  on  their  work  in  promoting  the 
aims  of  the  medical  profession. 

“The  magazine,  Hygeia,  has  enlarged  its  cir- 
culation and  it  is  apparent  that  this  magazine  is 
being  used  in  many  of  our  schools  and  other  in- 
stitutions to  advantage. 

“From  the  legislative  department  we  heard  a 
very  comprehensive  report,  and  I would  advise  the 
Legislative  chairman  to  communicate  with  the  Na- 
tional Legislative  Chairman  before  planning  her 
year’s  work. 

“The  interrelated  nature  of  the  work  of  the 
Public  Relations  Committee  and  the  Health  Pro- 
gram Committee  was  brought  out  in  the  National 
report,  and  I feel  that  West  Virginia  has  fulfilled 
this  conception  of  the  relationship  of  these  groups. 

“The  historical  and  other  exhibits  of  the  various 
states  were  larger  than  any  previously  shown  and 
illustrate  the  interest  and  progress  of  the  Auxiliary 
work. 

“Just  a word  to  the  Press  and  Publicity  Chair- 


man and  those  interested  in  the  News  Letter:  Any 
member  interested  in  having  this  News  Letter  may 
get  it  by  sending  the  National  Chairman  of  Press 
and  Publicity  one  dollar,  and  she  will  send  it  to  her. 

“It  was  an  inspiration  to  hear  the  reports  from 
other  states.  The  importance  of  the  function  of 
the  Auxiliary  in  promoting  health  education  was 
well  emphasized  in  these  reports. 

“The  work  was  disposed  of  with  business-like 
dispatch  and  yet  with  sufficient  completeness  to  be 
interesting  and  satisfactory. 

“Along  with  the  business  the  ladies  in  charge 
had  planned  a very  elaborate  social  program  includ- 
ing golfing,  teas,  receptions,  luncheons,  and  last  but 
not  least,  the  “bring-your-husband”  dinner  Thurs- 
day evening  which  was  delightfully  informal. 

“It  would  have  been  of  value  to  every  member 
of  the  West  Virginia  Auxiliary  to  have  been  in 
Atlantic  City  at  this  thirteenth  annual  convention 
of  the  Auxiliary  to  A.  M.  A.” 

Mrs.  V.  E.  Holcombe, 
Chairman, 

State  & C (invention  Program, 
Delegate  to  Nat’ l Convention. 


CONGRESS  OF  PHYSICAL  THERAPY 

The  American  Congress  of  Physical  Therapy 
announces  two  important  events: 

1 . An  instruction  class  covering  the  field  of  phy- 
sical therapy  for  September  5,  6,  7,  1935. 

2.  The  fourteenth  annual  scientific  and  clinical 
session  for  September  9,  10,  11  and  12,  1935. 

Both  of  these  events  will  be  held  at  the  Hotel 
Kansas  Citian,  Kansas  City,  Missouri  and  every  de- 
tail has  been  arranged  to  give  the  busy  practitioner 
and  technician  a full  week  of  intensive  study  in 
physical  therapy. 

Dr.  Franz  Nagelschmidt,  formerly  of  Berlin  and 
now  of  London,  England,  will  participate  in  the 
course  and  in  the  convention  program.  There  will 
be  symposia  on  many  subjects,  including  arthritis, 
fever  therapy,  and  short  wave;  clinical  group  con- 
ferences in  the  various  specialties,  and  a joint  meet- 
ing on  Tuesday  evening,  September  10,  with  the 
Jackson  County  Medical  Society.  A more  repre- 
sentative group  of  teachers  and  clinicians  has  seldom 
been  brought  together  for  a medical  gathering.  The 
scientific  exhibits  should  prove  of  unusual  interest. 

Preliminary  program  and  circular  of  infon 
tion  may  be  secured  by  addressing:  American  Con- 
gress of  Physical  Therapy,  30  North  Michigan 
Avenue,  Chicago,  Illinois. 
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UTKRIXE  I IEMORRHAGE* 


'By  Irvin  Abell,  M.  D. 
Louisville , A v. 


JDleeding  from  the  uterus,  under  certain 
conditions,  represents  a perfectly  normal 
function,  being  the  only  instance  in  the  body 
of  physiological  hemorrhage.  The  basis  of 
our  present  day  conception  of  menstruation, 
while  surmised  for  quite  some  time,  has  come 
to  rest  upon  substantiated  knowledge  con- 
cerning the  pituitary  and  ovarian  hormones. 
Since  dysfunction  of  these  may  play  a part 
in  uterine  bleeding  of  any  type  the  first  step 
in  the  discussion  of  pathological  hemorrhage 
may  well  be  a brief  review  of  the  related 
factors  of  the  physiological  process.  The  ap- 
pearance of  puberty  signifies  the  advent  of 
ovarian  maturity  with  its  coincident  men- 
strual cycle.  The  motor  mechanism  and 
cyclic  periodicity  of  menstruation  are  con- 
trolled by  hormones  of  the  anterior  pitui- 
tarv  lobe  while  the  endometrial  changes 
are  governed  by  the  ovarian  hormones,  estrin 
and  progestin,  the  former  produced  both  by 
the  Graafian  follicle  and  the  corpus  luteum, 
the  latter  by  the  corpus  luteum.  The  normal 
menstrual  cycle  is  divided  histologically  into 
four  phases,  (Mazer  and  Goldstein,  Clinical 
Endocrinology  of  the  Female) : 

*Read  before  the  West  Virginia  State  Medical  Association  at 
Wheeling  on  May  8,  1935. 


“1.  The  resting  stage,  which  follows  the 
cessation  of  the  previous  period  and  occupies 
four  to  five  days,  during  which  the  regenera- 
tion of  the  uterine  mucosa  is  initiated.  Simul- 
taneously the  corpus  luteum  of  the  preceding 
cycle  continues  to  disintegrate  while  another 
primordial  follicle  begins  its  evolution  into  a 
Graafian  follicle.  Its  development  depends 
on  two  factors,  (a)  the  withdrawal  of  the  in- 
hibiting influence  of  the  corpus  luteum  of  the 
preceding  period  and  (b)  the  stimulating 
effect  of  the  anterior  pituitary  hormone. 

“2.  The  interval  stage  of  about  ten  days 
shows  a continued  growth  of  the  uterine 
mucosa  under  the  stimulating  influence  of 
estrin,  elaborated  by  the  Graafian  follicle  and 
its  successor,  the  corpus  luteum.  The  mucosa 
becomes  differentiated  into  layers  and  shows 
proliferation  of  the  tubular  endometrial 
glands.  The  developing  Graafian  follicle 
reaches  maturity  during  the  first  half  of  this 
stage  (twelve  to  fourteen  days  after  the  on- 
set of  the  preceding  menstrual  flow).  Rup- 
ture of  the  ripe  follicle  ensues  and  the  ovum, 
with  a large  quantity  of  follicular  fluid  con- 
taining estrin,  is  liberated.  The  latter  is  ab- 
sorbed and  its  utilization  promotes  uterine 
growth  and  vascularity  j the  ovum  finds  its 
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way  into  the  Fallopian  tube  where  it  awaits 
fertilization.  Proliferation  of  the  granulosa 
and  theca  lutein  cells  of  the  ruptured  follicle 
jointly  begin  the  formation  of  the  corpus 
luteum.  The  luteal  body,  primarily  con- 
tinues to  produce  estrin  but  in  addition  ela- 
borates another  hormone,  progestin,  which 
has  the  dual  roll  of  inhibiting  further  follic- 
ular growth  and  of  sensitizing  the  endome- 
trium for  nidation  in  anticipation  of  a fer- 
tilized ovum. 

“3.  The  Premenstrual  Stage:  The  simul- 
taneous and  balanced  action  of  the  two  hor- 
mones, estrin  and  progestin,  produce  further 
endometrial  growth  and  turgescence.  The 
endometrium  becomes  thicker,  the  glands 
tortuous  and  their  epithelium  wavy,  the  mic- 
roscopical picture  closely  resembling  a ten  to 
fourteen  day  decidua. 

“4.  The  destructive  stage,  corresponding 
to  menstruation,  is  characterized  by  disinte- 
gration of  the  hypertrophied  mucosa  down  to 
the  basal  layer,  from  which  reconstruction  of 
the  endometrium  in  the  ensuing  cycle  takes 
place.  This  dismantling  is  preceded  by,  and 
is  the  direct  result  of  regressive  changes  in 
the  corpus  luteum  and  the  sudden  cessation 
of  estrin  production.” 

From  this  lucid  description,  normal  men- 
struation is  seen  to  be  the  rhythmic  dis- 
charge of  blood  and  disintegrated  structural 
elements  of  the  previously  sensitized  endo- 
metrium, evoked  by  a failure  of  fertilization 
of  the  ovum.  Bleeding  from  the  uterus  be- 
yond that  of  the  normal  menstrual  flow 
occurs  in  a wide  variety  of  pathological  con- 
ditions, varying  in  amount,  degree  and  time 
of  occurrence  and  in  which  functional,  ana- 
tomical and  constitutional  factors,  acting 
singly  or  in  combination,  are  to  be  sought  as 
the  provocative  causes.  For  purposes  of  clar- 
ity and  brevity  these  will  be  considered  under 
the  following  headings:  constitutional  dys- 
crasias,  pelvic  inflammations,  functional 
bleeding,  pregnancy  and  pregnancy  sequels, 
displacements  and  lacerations,  and  finally, 
neoplasms. 

Constitutional  Disease:  It  is  to  be  noted 


that  excessive  bleeding  occurs  at  times  in  the 
acute  infectious  diseases,  particularly  typhoid 
fever,  pneumonia,  and  influenza;  in  constitu- 
tional disorders  such  as  the  anemias,  purpura, 
syphilis,  diabetes,  scurvy  and  hemophilia;  in 
the  organic  diseases  such  as  pulmonary  tuber- 
culosis, hypertension,  cardiorenal  and  hepatic 
lesions;  in  chronic  intoxications  such  as  alco- 
hol, lead,  phosphorus  and  malaria,  and  final- 
ly in  severe  emotional  disturbances,  especially 
during  the  pubescent  and  menopausal  periods 
when  a relative  menstrual  instability  may 
exist.  Appropriate  treatment  will  consist  in 
the  correction  or  management  of  the  under- 
lying dyscrasia  with  the  employment  of  rest, 
drugs,  hormones  or  radiotherapy  as  may  be 
needed  for  the  immediate  control  of  the  ex- 
cessive menstruation. 

Pelvic  Infla?nmato7-y  Disease:  The  bleed- 
ing that  appears  with  tuberculous  and  in- 
flammatory disease  of  the  pelvic  organs  is  to 
be  attributed  to  pelvic  congestion,  to  hyper- 
emia and  round-celled  infiltration  of  the  en- 
dometrium and  to  the  involvement  of  the 
ovary  in  the  inflammatory  process  resulting 
in  displacement,  infection  or  degeneration  of 
sufficient  degree  to  interfere  with  its  regula- 
tion of  menstruation.  The  bleeding  does  not 
consistently  run  parallel  in  amount  with  the 
degree  or  extent  of  the  inflammatory  disease; 
when  the  latter  is  chronic,  menstruation  of 
normal  amount  and  duration  is  often  ob- 
served, while  in  instances  where  the  disease 
is  most  acute  menstruation  may  be  excessive, 
normal  or  even  absent,  furnishing  added 
proof  that  physiologic  factors  in  addition  to 
the  structural  anatomic  change  play  a causa- 
tive part.  Its  treatment  will  be  that  of  the 
pelvic  inflammation  consisting  of  rest,  abla- 
tion of  the  tubes,  ovaries  or  uterus.  One,  part 
or  all  of  these  measures  to  be  employed  as 
the  pathology  of  the  case  demands. 

Functional  Bleeding:  The  history  of  what  • 
we  now  know  to  be  functional  uterine  bleed- 
ing is  not  without  interest.  T he  observation 
of  patients  presenting  profuse  menstruation, 
constant  bleeding  of  varying  degree  or  fre- 
quent “flooding  spells”  in  whom  examination 
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revealed  no  evidence  of  constitutional  dis- 
order other  than  secondary  anemia,  with  little 
if  any  variation  from  the  normal  in  size,  mo- 
bility, contour  and  position  of  the  uterus,  and 
negative  appendages,  has  in  the  past  offered 
the  real  problem  of  the  bleeding  uterus. 
Both  menorrhagia  and  metrorrhagia  may  set 
I in  as  the  initial  epoch  of  sex  life  as  well  as 
be  distinguishing  characteristics  of  its  close 
I without  the  presence  of  any  demonstrable 
gross  lesion  of  the  pelvic  organs  and  while 
I occurring  at  all  ages  between  these  periods  is 
: most  commonly  observed  as  the  latter  is  ap- 
proached. It  has  been  designated  as  metro- 
i pathic,  myopathic  and  idiopathic,  each  but  a 
! confession  of  ignorance  of  the  causative 
factors  involved  in  its  production.  Curette- 
ment  at  times  was  helpful  but  often  proved 
disappointing  in  that  the  bleeding  recurred. 
Not  infrequently  hysterectomy  was  done  as  a 
last  resort  for  the  control  of  the  disabling 
symptoms.  Microscopical  examination  showed 
two  constant  findings  in  the  uterus  and 
ovaries,  namely,  hyperplasia  of  the  endo- 
metrium and  follicular  maturation  with  ab- 
sence of  corpora  lutea  in  the  ovaries.  In  the 
light  of  our  present  knowledge  of  the  physio- 
logy of  menstruation  the  significance  of  these 
findings  is  readily  apparent,  indicating  a 
dysfunction  in  hormonal  influence.  An  ex- 
cessive estrin  influence  stimulates  the  endo- 
metrium to  hyperplastic  development  and  a 
lack  of  the  inhibiting  progestin  influence  pre- 
vents its  luteinization,  resulting  in  an  incom- 
plete menstrual  cycle  and  consequent  bleed- 
ing. The  cause  of  this  dysfunction  in  the 
earlier  years  of  sex  life  is  pituitary  or  thyroid 
deficiency  and  its  treatment  consists  in  efforts 
to  bring  about  a restoration  of  hormonal  bal- 
ance. Curettement  is  contraindicated  both 
because  it  fails  to  reach  the  causative  factor 
and  in  the  very  young  it  may  exercise  a de- 
pressing psychic  effect.  If  the  profuseness  of 
the  flow  demands  it,  the  bleeding  can  be  tem- 
porarily controlled  by  a vaginal  pack  and  the 
blood  loss,  if  excessive,  can  be  replaced  by 
transfusion.  If  the  basal  metabolic  rate  re- 
veals a thyroid  deficiency,  the  administration 


of  desiccated  thyroid  with  pituitrin  or  the  an- 
terior pituitary  hormone  will  usually  suffice 
to  control  the  bleeding.  In  the  pituitary  de- 
ficiencies since  there  is  a failure  of  luteiniza- 
tion, the  theoretically  ideal  treatment  would 
be  the  administration  of  progestin,  which  so 
far  is  not  available.  Lacking  progestin  as  a 
therapeutic  agent  there  are  three  effective 
methods  of  treatment  applicable  to  a restora- 
tion of  hormonal  balance:  (a)  the  hypoder- 
matic administration  of  the  anterior  pituitary 
lobe  hormone  daily  until  the  bleeding  ceases 
to  be  followed  by  a second  course  as  the  date 
for  the  ensuing  period  approaches  5 (b)  stim- 
ulation of  the  ovarian  and  pituitary  functions 
by  irradiation,  giving  one-twelfth  to  one- 
tenth  of  an  x-ray  erythema  dose  over  the 
ovarian  and  pituitary  regions  once  a week  for 
three  consecutive  weeks,  and  (c)  the  applica- 
tion of  small  doses  of  radium  to  the  interior 
of  the  uterus,  thereby  lessening  follicular 
maturation.  While  we  have  employed  each 
and  all  of  these  methods,  we  have  reached 
the  conclusion  that  the  employment  of 
radium  in  the  uterus  of  young  women,  on 
account  of  the  inherent  danger  to  ovarian 
function,  should  be  reserved  for  those  cases 
that  prove  intractable  to  other  means  of  treat- 
ment. This  objection  does  not  hold  true  when 
the  patients  with  functional  bleeding  are  in 
the  later  years  of  sex  life.  The  cause  of  hor- 
monal dysfunction  at  this  age  does  not  lie  in 
pituitary  deficiency  but  is  to  be  attributed  to 
a primary  decline  in  ovarian  function  as  a re- 
sult of  intrinsic  structural  changes  in  the 
ovaries.  Such  patients  do  not  respond  to  hor- 
monal therapy  but  are  almost  invariably  re- 
lieved by  radium  applied  within  the  uterus. 
A preliminary  curettement  should  always  be 
done  to  the  end  that  microscopical  examina- 
tion of  the  curetted  particles  may  give  assur- 
ance of  the  absence  of  malignancy.  The  sex- 
ual and  reproductive  age  in  such  patients  is 
nearing  its  normal  termination  and  the  has- 
tening of  its  completion  by  the  application  of 
radium  is  rarely  objectionable.  A dosage  of 
one  thousand  to  two  thousand  milligram 
hours  applied  within  the  uterine  cavity  af- 
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fords  one  of  the  most  brilliant  results  to  be 
obtained  in  the  field  of  radium  therapy. 

Pregnancy  and  Pregnancy  Sequels:  In 

occasional  cases  of  intrauterine  pregnancy  ab- 
normal bleeding  persists  until  the  entire 
decidual  membrane  is  completely  fused  with 
the  gestation  sac.  Such  cases  may  terminate 
in  abortion,  others  in  death  of  the  fetus  and 
mole  formation,  and  still  others  show  cessa- 
tion of  bleeding  and  go  on  to  full  term.  The 
treatment  as  long  as  the  fetus  lives  demands 
absolute  rest  with  the  administration  of  seda- 
tives if  the  pelvic  discomfort  is  sufficient  to 
require  them  until  the  bleeding  stops  and 
shows  no  tendency  to  recur  when  the  patient 
is  allowed  to  be  up  and  about.  Theoretically, 
if  progestin  were  available,  the  indications 
could  be  best  met  by  its  administration  in 
bleeding  of  this  type  and  in  those  patients 
showing  repeated  spontaneous  abortions  in 
the  absence  of  constitutional  and  local  disease. 
If  the  fetus  dies,  prompt  evacuation  of  the 
pregnancy  products  should  be  carried  out.  In 
the  event  of  hydatidiform  mole  formation  the 
emptying  of  the  uterus  should  be  done  as 
early  as  is  consistent  with  accurate  diagnosis. 
The  bleeding  which  occurs  with  abnormal  im- 
plantation of  the  placenta,  postpartum  atony 
and  obstetric  injuries  presents  causes  so  ob- 
vious that  they  need  but  to  be  mentioned.  A 
relatively  infrequent  abnormality  noted  with 
pregnancy  and  commonly  associated  with 
bleeding,  chorioepithelioma,  develops  at  the 
placental  site  from  the  epithelial  covering  of 
the  chorionic  villi,  either  during  pregnancy  or 
after  labor  and  not  infrequently  following 
mole  formation,  the  period  of  development 
varying  from  two  weeks  to  several  years 
after  termination  of  the  pregnancy.  Widely 
spread  metastasis  by  way  of  the  veins  occurs 
early  in  its  development,  making  it  one  of 
the  most  malignant  of  tumors.  Early  diag- 
nosis by  means  of  microscopical  examination 
of  curetted  particles  and  panhysterectomy 
offer  the  best  chance  for  cure.  The  uterine 
bleeding  that  occurs  with  ectopic  gestation 
proceeds  from  exfoliation  of  unused  decidua 
and  represents  a combination  of  anatomic  and 


physiologic  factors.  As  long  as  the  fetus  lives 
it  is  usually  of  the  “spotting  type”  but  may 
become  quite  free  and  persist  for  wreeks  or 
months  after  the  death  of  the  embryo.  Its 
chief  importance  lies  in  directing  attention  to 
the  causative  factor  since  it  is  rare  that  uterine 
bleeding  in  ectopic  gestation  is  of  sufficient 
extent  to  require  measures  directed  to  its 
stoppage,  ceasing  with  the  removal  of  the 
offending  tube  or  the  extrusion  of  the  preg- 
nancy by  means  of  tubal  abortion.  The  bleed- 
ing in  incomplete  abortion  is  due  to  the  re- 
tention of  pregnancy  products  and  the  effort 
on  the  part  of  the  uterus  to  expel  them.  The 
frequency  of  spontaneous  and  induced  mis- 
carriages makes  this  type  of  bleeding  one  of 
the  commonest  with  which  the  practitioner 
has  to  contend.  The  diagnosis  usually  can  be 
made  from  the  history  and  physical  examina- 
tion ; this  history  lacking,  a correct  conclusion 
at  times  will  not  be  reached  until  the  uterus 
is  explored.  The  more  recent  the  abortion, 
the  more  gentle  should  be  the  evacuation,  us- 
ing blunt  forceps  or  sponge  holders  armed 
with  gauze  and  not  the  sharp  curette.  Where 
weeks  have  elapsed  following  the  abortion, 
the  curette  will  be  necessary  to  a complete 
freeing  of  the  uterine  surface.  Subinvolution, 
if  recognized  before  the  permanent  hyper- 
plastic changes  take  place  in  the  myometrium 
and  if  unassociated  writh  prolapse  and  lacera- 
tions calls  for  the  institution  of  measures 
looking  toward  an  improvement  of  the 
patient’s  general  and  local  condition ; at  times 
curettement  is  required  for  the  control  of 
bleeding. 

Displacements  and  Lacerations:  The  bleed- 
ing in  this  group  shows  as  a definite  increase 
in  the  menstrual  flow  and  as  intermenstrual 
hemorrhage  of  varying  degree.  It  is  due  to 
vascular  engorgement  dependent  on  the  mal- 
position, to  erosions  and  inflammations  of 
the  torn  cervix  and  to  disturbance  of  ovarian 
function.  Curettement  with  repair  of  the 
lacerations  and  rectification  of  the  displace- 
ments will  usually  correct  the  bleeding,  the 
exceptions  being  found  in  those  cases  pre- 
senting hormonal  dysfunction  and  in  those 
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with  long  standing  subinvolution.  When  the 
appropriate  alteration  of  the  anatomic  defect 
fails  to  check  abnormal  bleeding,  a continua- 
tion of  hormonal  dysfunction  may  be  assumed 
and  the  measures  for  its  correction  selected 
according  to  the  age  of  the  patient,  hormone 
therapy,  stimulating  roentgen  irradiation  of 
ovaries  and  pituitary  or  intrauterine  applica- 
tion of  radium.  In  women  in  the  later  years 
of  menstrual  life  who  present  lacerations  and 
displacements  with  a long  standing  subin- 
volution, hysterectomy  is  frequently  the  pro- 
cedure of  choice  since  the  difficulty  or  im- 
possibility of  effecting  a reduction  in  the  size 
of  the  uterus  often  prevents  the  attainment 
of  freedom  from  annoying  and  distressing 
symptoms.  The  importance  of  repairing 
lacerations  of  the  cervix  and  the  necessity  for 
so  doing  when  such  lacerations  are  attended 
with  uterine  bleeding  is  obvious  when  one 
considers  that  approximately  one-third  of  the 
cancers  in  women  occur  in  the  uterus  and  that 
ninety  per  cent  of  this  number  are  found  in 
the  cervix.  That  the  traumatisms  of  labor 
plus  coincident  and  subsequent  infection  play 
an  important  part  in  such  localization  is 
shown  by  the  fact  from  ninety-two  to  ninety- 
five  per  cent  of  cervical  cancers  are  observed 
in  women  who  have  borne  children. 

Neoplasms:  The  cause  of  the  bleeding  in 
uterine  cancer  is  to  be  found  in  the  tissue  de- 
struction incidental  to  the  infiltration  and 
erosion  by  the  invading  growth.  The  fibro- 
myomatous  and  adenomyomatous  tumors 
produce  bleeding  by  inducing  changes  in  the 
endometrial  capillaries  wrhen  the  growth  is 
submucous  and  by  hormonal  dysfunction 
wrhen  situated  intramurally  and  subperi- 
toneally.  When  in  the  latter  locations  the 
concurrent  endometrial  hyperplasia  with 
ovarian  follicle  cystosis  and  absence  of  cor- 
pora lutea  point  clearly  to  the  dysfunction  in 
the  menstrual  mechanism.  Cervical  polypi 
induce  bleeding  by  erosion,  intrauterine 
polypi  by  erosion  and  engorgement,  the  en- 
dometrium not  infrequently  showing  hyper- 
plasia. Ovarian  tumors  may  incite  bleeding 
by  disturbing  ovarian  function  and  by  press- 


ure causing  vascular  engorgement.  The 
granulosa  cell  carcinoma  of  the  ovary,  while 
noted  at  all  ages,  is  most  frequently  seen 
after  the  menopause.  These  tumors  are  com- 
posed of  granulosa  cells  which  seemingly 
possess  the  ability  of  secreting  estrin,  which 
stimulates  the  atrophic  endometrium  to 
hyperplastic  growth  with  the  result  that  there 
is  an  apparent  reestablishment  of  the  men- 
strual function.  The  finding  of  hyperplastic 
endometrium  in  postmenopausal  bleeding 
should  arouse  the  suspicion  of  granulosa  cell 
carcinoma  even  when  no  ovarian  tumor  is 
palpable.  By  far  the  most  important  neo- 
plasm causing  bleeding,  in  fact  the  most  im- 
portant of  all  the  causes  of  uterine  bleeding 
is  cancer,  because  of  the  danger  to  life  with 
w'hich  its  presence  is  fraught.  Beginning  in 
the  cervix  as  a small  induration,  it  shows 
early  dissemination  and  is  heralded  at  its  on- 
set in  all  but  exceptional  cases  by  but  a small 
amount  of  bleeding.  Most  frequent  between 
the  ages  of  thirty-five  and  fifty,  it  is  noted 
earlier  in  menstrual  life  as  well  as  long  after 
its  decline.  Extension  into  the  parametrial 
lymphatics  is  noted  in  from  one  to  six  months 
after  the  first  appearance  of  symptoms,  soon 
rendering  its  victim  hopeless  and  helpless  in 
the  light  of  our  present  therapeutic  knowl- 
edge. Palpation,  inspection  and  biopsy  are 
the  means  at  our  command  for  its  early  recog- 
nition and  one  cannot  stress  too  strongly  our 
responsibility  for  failure  to  employ  them 
when  the  opportunity  presents.  Cancer  of 
the  body  constitutes  about  ten  per  cent  of  the 
cases  of  uterine  cancer  and  occurs  most  fre- 
quently at  and  after  the  menopause,  although 
as  in  cancer  of  the  cervix  there  is  no  time 
limit  for  its  appearance.  It  metastasizes  much 
more  slowly  than  its  congener  in  the  cervix, 
consequently  is  more  amenable  to  treatment 
but  more  difficult  of  recognition  since  it  is 
beyond  the  reach  of  palpation  and  inspection. 
It  again  emphasizes  the  importance  of  diag- 
nostic curettage  and  microscopical  examina- 
tion of  the  obtained  tissue  since  its  recogni- 
tion upon  palpation  will  be  possible  only 
when  it  has  passed  beyond  human  aid. 
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Radium  has  come  to  be  the  accepted  treat- 
ment in  cancer  of  the  cervix,  avoiding  the 
blood  loss,  trauma  and  prolonged  anesthesia 
incidental  to  the  radical  operation  and  afford- 
ing equally  good  or  better  curative  results. 
Surgical  removal  is  the  procedure  of  choice 
in  cancer  of  the  body  as  it  is  for  most  of  the 
neoplasms  causing  uterine  hemorrhage.  Ra- 
dium within  the  limitations  of  age,  tumor  size 
and  situation,  pedunculation,  degeneration 
and  adnexal  disease  finds  a rather  wide  field 
in  the  treatment  of  fibromyomata.  When 
judiciously  employed  it  is  curative  in  selected 
cases  and  of  value  in  decreasing  or  controlling 
the  bleeding  from  large  fibromyomata  in  the 
preparation  of  such  patients  for  surgical  re- 
moval of  the  tumors. 

Conclusions:  It  is  apparent  that  uterine 
bleeding  may  be  caused  by  many  and  diver- 
sified pathological  lesions  as  well  as  by  hor- 
monal dysfunction,  two  or  more  of  which 
may  exist  in  the  same  patient.  It  is  equally 
obvious  that  successful  treatment  implies 
thorough  and  painstaking  study  of  each  case 
until  the  causative  factor  is  determined,  it 
being  reprehensible  and  subversive  of  the 
patient’s  interest  to  prescribe  treatment  until 
such  study  and  determination  of  the  cause 
have  been  made.  Once  this  has  been  estab- 
lished, the  application  of  appropriate  ther- 
apy, medicine,  surgery,  x-ray  or  radium,  en- 
docrine products,  alone  or  in  combination  can 
be  intelligently  directed. 

‘ Discussion 

Dr.  \V.  N.  Rowley  } Huntington : This  partic- 
ular subject  has  been  reiterated  many  times  in  one 
form  or  another  in  presentation  of  papers  on  various 
gynecologic  subjects,  repeating  the  various  points 
that  Dr.  Abell  pointed  out.  It  is  interesting  to  think 
back  just  the  short  time  that  a relatively  young  man 
has  been  out  of  school  to  the  marked  changes  that 
have  come  over  the  gynecologic  procedures,  with 
the  elimination  of  certain  faulty  factors  in  our  treat- 
ment. It  is  encouraging  to  realize  that  at  least  we 
are  able  to  put  our  finger  on  one  or  two  facts  and 
get  away  from  some  of  the  indefiniteness  of  gynec- 
ologic treatment,  particularly  where  it  has  to  do 
with  the  treatment  of  uterine  bleeding. 

I want  to  emphasize  that  every  man  who  is 


practicing  medicine  should  know  well  and  with 
clarity  the  normal  menstrual  cycle  that  is  so  well 
described  by  Dr.  Abell.  It  answers  so  many  of  the 
questions  that  we  did  not  know  even  fifteen  years 
ago. 

There  isn’t  anything  that  can  be  added  to  the 
doctor’s  paper.  However,  there  are  one  or  two 
things  that  he  mentioned  that  are  interesting;  par- 
ticularly the  curette,  an  old  enemy.  Ten  years  ago 
I presented  a paper  before  the  state  society  when 
it  met  in  Wheeling  regarding  the  use  of  the  curette 
and  something  to  do  with  endometrial  bleeding. 
Even  before  that  we  were  fortunate  in  getting  rid 
of  the  old-fashioned  term  of  endometritis  which  hr.s 
been  relegated  to  the  past.  We  don’t  see  it  used, 
and  with  endometritis  should  go  the  curette.  It  is 
not  a curative  instrument;  it  is  purely  a diagnostic 
instrument.  It  never  has  cured  anyone. 

I believe  that  the  causes  of  uterine  bleeding  could 
be  more  easily  grouped  into  two  groups  as  he 
brought  out,  those  in  which  there  is  no  demonstrable 
cause  and  those  in  which  there  is.  Under  those  in 
which  there  is  demonstrable  cause  there  is  little  or 
nothing  to  add  to  the  therapy.  There  has  been 
little  or  no  progress,  perhaps,  except  in  cancer  and 
that  largely  in  the  earlier  diagnosis.  In  the  early 
diagnosis  of  cancer  there  is  still  considerable  room 
for  improvement. 

I feel  that  this  type  of  paper  ought  to  be  pre- 
sented to  the  lay  meetings  in  various  places  in  some 
such  manner  as  Dr.  Abell  has  brought  out,  because 
I believe  that  our  cure  of  cancer  has  got  to  go  to 
the  layman. 

The  so-called  functional  type  of  uterine  bleed- 
ing has  been  much  clarified  by  research  work,  and 
I hope  that  in  the  very  near  future  those  men  who 
have  done  such  fine  work  in  finding  the  folliculin 
and  the  progestin  will  be  able  to  find  for  us  some 
simple  test,  laboratory  or  clinical,  that  we  can  make 
so  that  we  will  know  which  it  is  without  being  quite 
so  much  in  the  dark — which  one  of  the  hormones 
we  have.  In  some  recent  work  which  is  yet  un- 
published they  are  beginning  to  crack  up  the  an- 
terior pituitary  into  still  more  hormones.  I believe 
we  will  have  so  many  hormones  before  we  get 
through  that  we  are  going  to  have  to  have  some 
clinical  test  in  order  to  sort  them  out. 

I believe  that  this  particular  hormonal  matter  has 
explained  to  us  the  causative  factor  of  so  many  of 
the  little  ovarian  cysts  that  used  to  be  punctured 
every  time  an  abdomen  was  opened.  I believe  in 
the  last  ten  years  a whole  lot  of  little  resections  on 
the  ovary  have  been  dismissed,  and  the  better  we 
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understand  the  function  the  sooner  we  will  get  to 
the  place  where  we  stop  that  entirely. 

In  regard  to  radium  in  these  functional  bleed- 
ings, I want  to  emphasize  particularly  not  to  use 
radium  in  young  women  if  we  can  possibly  control 
the  bleeding  any  other  way.  Dr.  Abell  mentioned 
it,  but  it  should  be  emphasized,  because  there  are 
too  many  atresias  that  come  later  in  life  in  which 
radium  is  unquestionably  the  cause. 

Dr.  Wade  H.  St.  Clair , Blue  field:  Any  discus- 
sion of  uterine  hemorrhage  must  recognize  two 
types  of  bleeding,  namely  a type  in  which  there  is  a 
recognizable  pathological  background  and  a type  in 
which  bleeding  occurs  without  an  apparent  cause. 

In  the  first  type  constitutional  disturbances,  blood 
dyscrasias,  various  endocrine  imbalances,  and  local 
inflammatory  and  neoplastic  disease  are  causative 
factors.  The  correction  of  the  known  pathology 
means  ordinarily  the  control  of  the  menorrhagia, 
and  the  treatment,  depending  on  the  etiological 
factor,  is  medical,  glandular,  surgical,  or  irradia- 
tion with  radium  or  x-rays.  Benign  neoplastic  dis- 
ease, commonly  uterine  fibroid,  is  amenable  to  both 
surgical  treatment  and  treatment  by  irradiation. 
Most  small  fibroids  which  are  comparatively  smooth 
are  treated  satisfactorily  by  radium  or  x-rays.  The 
treatment  of  carcinoma  of  the  cervix  must  depend 
upon  radium  and  x-rays  entirely. 

The  type  of  bleeding  unassociated  with  a known 
pathological  cause  is  by  far  the  most  baffling.  When 
more  is  understood  about  glandular  function,  the 
so-called  essential  menorrhagias  will  be  fewer,  but 
with  our  present  knowledge  these  cases  of  bleeding 
without  an  apparent  cause  are  trying  problems  still 
at  any  age  from  puberty  to  the  menopause. 

It  goes  without  saying  that  conservative  measures 
should  be  tried  in  all  cases  first.  Drugs  failing, 
which  they  usually  do,  milder  surgical  procedures 
are  called  for,  but  they  fail  also  in  most  of  these 
cases,  and  formerly  radical  surgery  had  to  be  re- 
sorted to  all  too  often.  For  a decade  and  a half 
radiation  with  radium  has  become  an  important 
therapeutic  measure  in  these  cases.  In  properly 
selected  cases  radium  has  been  fairly  successful,  and 
much  of  the  adverse  criticism  can  be  traced  to  its 
abuse  rather  than  its  use.  Unfavorable  results  are 
reduced  to  a minimum  by  accuracy  of  diagnosis  and 
a full  understanding  and  appreciation  of  the  effects 
of  both  radium  and  x-rays  on  diseased  and  healthy 
tissue  and  on  ovarian  function. 

The  measure  of  success  is  dependent  to  a large 
degree  on  age.  In  young  women  this  success  is 


measured  in  terms  of  normal  menstruation  and 
preservation  of  the  reproductive  function.  At  the 
menopause,  fortunately  when  most  of  the  essential 
menorrhagias  occur,  the  reproductive  function  is 
over  and  complete  cessation  of  flow  is  a desired  re- 
sult, and  irradiation  is  almost  1 00  per  cent  efficient. 

In  our  own  experience  with  radium  in  essential 
bleeding,  dating  back  to  1920,  we  have  lookeu 
upon  radium  under  the  age  of  30  as  a very  danger- 
ous procedure  and  to  be  used  with  the  greatest 
caution  as  a last  resort.  We  have  preferred  an  ad- 
herence to  conservative  practices  over  long  periods 
of  time,  and  when  radium  does  become  a necessity, 
very  small  doses  (varying  from  200  to  500  mg. 
hours)  are  used.  In  the  decade  between  30  and  40, 
in  women  usually  who  have  borne  children,  usually 
more  effective  doses  for  control  are  permissible,  but 
in  this  decade  one  meets  with  many  disappointments 
and  hysterectomy  is  replacing  radium  in  a lot  of 
these  cases.  After  40  and  around  the  menopause 
we  do  not  hesitate  to  give  1 200  mg.  hours,  and  in 
these  cases  the  end  results  are  almost  universally 
satisfactory. 

Dr.  R.  K.  Bujord,  Charleston:  The  chief  prob- 
lem of  every  teacher  of  medicine  is  to  correlate  in 
understandable  form  the  fruits  of  his  labors,  which 
is  a most  difficult  task.  Dr.  Abell  is,  to  my  mind, 
the  outstanding  clinical  teacher  in  America  today. 
I was  trained  by  the  old  type  of  clinical  professor. 
You  know  at  the  present  time  it  is  very  popular  to 
have  all-time  professors,  and  unfortunately  they  are 
better  surgeons  on  the  rostrum  and  in  the  class 
room  than  in  the  operating  room. 

Those  of  you  have  not  had  the  pleasure  of  enjoy- 
ing the  hospitality  and  the  scientific  work  that  is 
being  done  in  Louisville  should  visit  Dr.  Abell’s 
clinic  at  the  City  Hospital  some  Friday  during  the 
school  term  and  see  the  tribute  that  the  internes 
pay  him  when  he  operates.  It  is  hard  to  gain  ad- 
mission; you  cannot  find  an  interne  anywhere  else. 

Dr.  W.  A.  Quimby , W heeling:  On  behalf  of 
radium  therapy  I would  like  to  make  a few  re- 
marks about  these  bleeding  cases.  After  having 
properly  selected  the  case,  I have  access  to  both 
radium  and  high  voltage  therapy,  and  between 
those  twTo  I make  my  choice  fit  the  particular  case. 

The  average  woman  wants  to  know  what  it  is 
all  about.  If  a woman  comes  in  who  has  heard 
some  terrible  thing  about  radium,  it  is  best  for  me 
to  give  her  high  voltage  therapy.  If  she  has  heard 
that  radium  was  used  in  a certain  individual  and 
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the  woman  died  six  months  later,  you  had  better 
lay  off  the  radium  therapy  for  that  particular 
woman.  Yet  radium  and  high  voltage  therapy  both 
do  pretty  much  the  same  work.  I like  radium  better 
for  several  reasons.  One  is  that  the  source  of  radia- 
tion is  close  against  the  endometrium,  the  radium 
is  almost  touching.  There  you  get  a full  size  dose 
right  where  you  want  it,  on  the  membranes,  and 
to  a lesser  extent  the  rays  reach  the  ovaries. 

Again,  some  women  want  one  dose  of  radiation ; 
they  want  to  lay  off  of  their  work  two  or  three 
weeks  and  have  it  all  over  with.  On  the  other 
hand,  perhaps  a woman  may  prefer  to  keep  at  her 
work,  and  under  high  voltage  x-ray  treatment  she 
can  continue.  Two  high  school  teachers  had  three  to 
six  doses  of  high  voltage  x-ray,  continued  working. 

We  have  heard  here  this  afternoon  about  apply- 
ing radium  to  the  young  woman.  I gave  radium  to 
only  one  young  woman  and  she  bore  a normal  child 
following  that.  My  experience  in  that  line  is  limited. 
Where  the  female  is  so  young  I would  suggest  high 
voltage  x-ray.  The  idea  is  not  only  to  ray  the 
uterus  but  the  ovaries  as  well.  For  that  reason 
there  is  very  little  danger  of  injuring  the  uterus 
alone,  as  has  been  mentioned  here  this  afternoon, 
and  the  radiation  of  the  ovaries  checks  the  bleeding. 

As  to  the  dosage  of  radium,  I use  1200  to  2000 
milligram  hours,  depending  on  the  age  of  the  patient 
and  her  general  make-up.  For  x-ray  dosage  and 
x-ray  therapy  I use  a 200,000  volt  machine;  I 
also  use  a 30-milliampere  water-cooled  tube,  and 
for  one  average  dose  I give  150  milliampere 
minutes.  Four  or  five  milliamperes  in  a tube  for 
twelve  or  fifteen  minutes  is  not  going  to  stop  a 
hemorrhage,  and  therefore  if  you  don’t  see  results 
in  your  patient  there  is  nothing  wrong  with  the 
method.  The  trouble  is  with  the-  technique.  When 
my  patient  has  had  an  x-ray  treatment  I know  she 
lias  had  it  and  she  knows  she  has  had  radiation. 
There  may  be  a little  bit  of  radiation  nausea  the 
same  evening  or  the  next  day.  I do  not  object  to 
this  radiation  nausea.  I do  not  want  a lot  of  it, 
but  I tell  my  patients  that  this  may  happen  and 
tell  them  what  to  do  about  it — alkali  and  slight  laxa- 
tives and  solid  foods.  I feel  out  the  dose  the  partic- 
ular patient  can  tolerate.  I find  out  the  toleration 
for  the  high  voltage  x-ray. 

Dr.  I,  • v'in  A belly  Louisville:  I wish  to  elaborate 
for  a few  minutes  on  our  experience  with  radium 
in  the  treatment  of  functional  bleeding  in  young 
women.  Until  in  the  last  few  years  the  ovarian 
hormonal  preparations  on  the  market  have  been 


practically  worthless  in  that  they  contained  such  in- 
finitesimal amounts  of  the  ovarian  and  pituitary  hor- 
mones. Until  they  were  available  we  have  used 
radium  in  young  women,  and  like  the  previous 
speaker  we  have  had  those  patients  subsequently 
marry  and  give  birth  to  healthy  children,  but  we 
have  also  had  the  opposite  result.  We  have  had  a 
400  milligram  hour  dose  of  radium  produce  the 
menopause  in  a girl  of  twenty-eight,  a rather  dis- 
tressing thing  for  her  and  for  us.  We  have  had  a 
200  milligram  hour  dose  produce  cessation  of  men- 
struation for  a period  of  eight  months  in  a girl  of 
twenty-six.  So  the  possibility  of  doing  damage  to 
the  ovary  by  the  use  of  radium  was  such  that  we 
gladly  welcomed  other  methods  of  treatment  when 
they  became  available. 

I mentioned  by  name  the  estrin  and  pro- 
gestin, since  those  are  the  names  given  to  these 
active  hormones  by  the  laboratory  workers.  As  you 
know,  they  are  on  the  market  under  a number  of 
different  names  made  by  different  firms.  The 
estrin  that  we  have  used  has  been  amniotin, 
theelin  and  progynon,  and  the  anterior  pituitary 
hormone  that  we  have  used  has  been  antuitrin-S 
and  follutein,  made  of  course,  by  different  houses. 
They  are  now  standardized  in  such  a way  that  one 
can  give  an  accurately  dosed  and  intelligent  treat- 
ment. The  rat  unit  of  estrin,  for  instance,  is  the 
Amount  of  estrin  that  given  in  three  doses  at  inter- 
vals of  four  hours  will  produce  estrus  in  a mature 
castrated  female  rat.  When  you  have  a prepara- 
tion that  is  accurately  standardized  (and  all  of  those 
preparations  are  standardized  either  by  rat  or  mouse 
units,  five  mouse  units  constituting  one  rat  unit) 
one  can  intelligently  space  the  doses  and  the  amount 
that  is  required. 

In  our  experience  the  functional  bleeding  in 
young  women  can  be  controlled  by  these  prepara- 
tions, particularly  the  anterior  pituitary  lobe  hor- 
mone, in  about  seventy  per  cent  of  the  cases;  the 
remainder  are  usually  controlled  by  the  use  of  the 
x-ray  dosage  that  was  mentioned. 

In  patients  of  38  and  40  and  42  years  of  age, 
the  woman  is  approaching  the  end  of  her  sexual 
child-bearing  period  and  the  advent  of  the  change 
a few  years  earlier  than  nature  would  ordinarily 
bring  it  is  not  objectionable.  There  is  one  thing 
that  should  be  done  at  these  ages  which  should 
always  be  avoided  in  the  girl,  always  diagnostic 
currettage  of  the  woman  after  the  age  of  thirty- 
five  because  of  the  possible  presence  of  endometrial 
cancer,  followed  by  radium  in  sufficient  dosage  to 
control  the  bleeding. 
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CONSERVATISM  IN  PELVIC  SURGERY* 


By  T.  E.  Vass,  M.  D.,  F.  A.  C.  S. 


Blue  field  f 

HPhe  anatomy  and  physiology  of  the  female 
A generative  organs  are  predisposed  to  a 
great  many  pathological  disturbances,  which 
are  caused  by  menstruation,  childbirth,  infec- 
tions, and  malignant  conditions. 

There  are  a large  number  of  young  women 
who  have  uterine  misplacements,  stenosis  of 
the  cervix  and  sclerosis  or  thickening  of  the 
capsule  of  the  ovaries.  These  conditions  are 
the  cause  of  a great  deal  of  mental  and  phy- 
sical suffering  during  menstruation.  Since 
the  advent  of  opaque  solutions  that  may  be 
injected  into  the  uterine  canal  and  tubes,  with 
x-ray  examination  of  the  uterine  and  Fallo- 
pian tube  tracts,  the  diagnosis  of  these  cases 
is  made  more  or  less  accurately  without  sub- 
jecting the  patient  to  a number  of  anesthetics, 
curettements,  and  dilatations. 

The  surgery  in  correcting  these  conditions 
should  be  the  simplest  that  is  possible.  If  it  is 
simply  a stenosis  of  the  cervix,  it  is  not  neces- 
sary to  do  a curettement,  as  there  is  consid- 
erable damage  done  by  curetteing  the  mucous 
membrane  of  the  uterus  unnecessarily,  there- 
by producing  a condition  which  later  develops 
into  sclerosis  of  the  uterine  mucosa. 

The  retrodisplacements  that  are  encount- 
ered in  young  girls  and  married  women  who 
have  not  borne  children,  do  not  give  them 
any  great  trouble  unless  they  are  informed 
of  the  existing  conditions.  Occasionally,  you 
will  see  a patient  who  will  have  an  acquired 
displacement  from  some  trauma.  These 
patients  have  a great  deal  of  menstrual  dis- 
turbance and  painful  conditions  through  the 
lower  abdomen  and  back  that  date  from  the 
accident  which  caused  the  displacement.  The 
remedy  in  these  cases  is  nothing  less  than 
suspension. 

Following  childbirth,  we  have  a great 

*Read  before  the  Section  on  Surgery  of  the  W.  Va.  State  Med- 
ical Association  at  Wheeling  on  May  6,  1935. 
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many  injuries  to  the  supports  of  the  uterus, 
as  well  as  the  pelvic  floor  and  cervix.  These 
conditions  require  the  attention  of  a surgeon 
at  varying  periods  of  time  after  delivery.  It 
is  true  that  a great  many  of  the  mothers  have 
lacerations  of  the  perineum,  with  rectocele, 
cystocele,  and  differing  degrees  of  prolapse 
of  the  uterus  following  their  first  childbirth. 
From  this  first  childbirth  dates  the  beginning 
of  their  mental  and  physical  suffering  soon 
after  resuming  their  household  duties.  It  is 
evident  that  some  correction  of  these  changes, 
caused  to  their  anatomy  by  the  labor,  must 
be  done,  but  in  correcting  the  same,  just  as 
little  as  possible  must  be  done  until  they  are 
through  the  childbearing  period  or  have  all 
of  the  children  that  they  intend  to  have  in 
the  future.  A large  percentage  of  these  cases 
are  corrected  by  repair  of  the  cervix  and 
perineum,  leaving  the  more  radical  surgery 
to  a later  date,  and  at  that  time  correcting 
the  prolapses,  cystocele  and  rectocele,  with 
repair  of  the  perineum. 

It  is  not  the  purpose  of  this  paper  to  sug- 
gest any  particular  procedure  relative  to  the 
correction  of  any  pelvic  conditions  encount- 
ered, but  rather  to  urge  more  conservatism  in 
accomplishing  what  you  expect  to  correct. 

By  far  a greater  number  of  serious  pelvic 
disorders  come  under  the  heads  of  tumors, 
infections,  premalignant  and  malignant  le- 
sions. The  principal  infections  that  require 
rather  accurate  and  skillful  correction  are 
either  venereal  or  puerperal  in  origin.  In 
handling  these  cases,  it  is  possible  to  do  a 
great  deal  of  plastic  surgery,  which  does  not 
render  the  patient  non-productive  in  the 
future.  The  simple  tumors,  such  as  fibroids 
and  cysts  of  the  ovaries,  are  more  or  less  satis- 
factorily handled  without  very  much  trauma. 
In  correcting  these  conditions  in  the  pelvis,  a 
hurried  resection  of  both  tubes  or  both  ovaries 


350 


The  West  Virginia  Medical  Journal 


< August , 1935 


or  a supravaginal  amputation,  with  removal 
of  both  tubes,  does  not  accomplish  much  so 
far  as  the  patient’s  future  productiveness  is 
concerned. 

I know  of  a case  some  ten  or  twelve  years 
ago,  which  illustrates  conservatism  in  these 
cases  quite  well.  A young  unmarried  girl, 
age  nineteen,  came  to  us  with  a chronic  pelvic 
infection  involving  both  tubes,  ovaries  and 
uterus,  with  a large  abscess  in  the  culdesac. 
A part  of  both  tubes  was  resected  and  the  re- 
sected ends  sutured  open;  suspension  of  the 
uterus  was  done;  the  ovaries  were  freed  from 
adhesions,  and  a through  and  through  drain- 
age established.  She  left  the  hospital  in 
three  to  four  weeks  and  was  not  seen  for  two 
or  three  years,  when  she  came  into  the  office 
saying  that  she  had  recently  been  married 
and  wanted  to  know  if  she  could  have  some 
children.  We  assured  her  that  we  did  not 
think  so,  but  that  it  was  entirely  possible  that 
she  might,  due  to  the  fact  that  we  did  not 
completely  remove  her  tubes.  She  now  has 
two  living,  healthy  boys  and  two  girls,  of 
whom  she  is  quite  proud.  It  would  have  been 
much  easier  to  have  resected  completely  both 
tubes,  without  reference  to  the  future  pro- 
ductiveness of  this  patient,  but  we  feel  fully 
repaid  for  the  extra  time  taken  in  that  she 
has  four  children. 

In  dealing  with  malignant  conditions  of 
the  uterus  and  cervix,  it  is  most  important 
that  you  practice  gentleness  and  conservatism 
in  the  face  of  radical  indications.  I have  fre- 
quently seen  vesicovaginal  fistulas,  recto- 
vaginal fistulas,  ligated  or  sclerotic  ureters 
that  later  required  major  operations  for  cor- 
rection, due  to  the  fact  that  too  much  haste 
and  radical  handling  of  malignant  conditions 
was  practiced  originally,  thereby  endanger- 
ing the  patient’s  life  from  something  entirely 
outside  of  the  condition  to  be  corrected.  By 
being  too  radical,  you  have  subjected  your 
patient  to  a great  evil,  which  should  not  be, 
due  to  the  fact  that  there  is  no  excuse  for 
this  type  of  surgery  in  our  modern  times. 

The  brief  synopsis  of  these  patients’  his- 
tories merely  illustrates  what  may  be  accom- 


plished if  only  a little  time  and  patience  are 
practiced  along  with  the  procedure  in  hand, 
and  the  lessening  of  mortality  and  morbidity, 
and  having  more  patients  free  from  chronic 
ailments  in  the  future,  will  be  the  outcome. 

I have  just  recently  seen  a supposedly 
good  pelvic  surgeon  open  a patient’s  abdo- 
men to  find  the  cause  of  sterility  (the  patient 
having  been  married  some  five  years  with- 
out being  pregnant).  Immediately,  he  pulled 
the  uterus  and  tubes  into  the  wound  with 
tenaculum  and  tried  to  pass  a grooved  direc- 
tor through  the  Fallopian  tubes  into  the 
uterus.  When  he  had  finished,  both  tubes 
were  torn  so  badly  and  perforated  at  places, 
that  so  far  as  future  function  was  concerned, 
they  might  just  as  well  have  been  removed. 

In  the  case  of  uterine  fibroids  that  are  en- 
countered, it  is  possible  in  a large  number  of 
them,  to  do  a simple  myomectomy  if  seen 
early,  and  allow  the  patients  to  have  some 
normal  pregnancies,  which  haste  and  supra- 
vaginal amputation  would  not  accomplish. 
We  recently  did  a myomectomy  upon  a three 
and  one-half  months  pregnant  uterus,  with 
the  woman  continuing  to  term  and  having  a 
normal  delivery. 

There  is  another  group  of  cases  which  have 
ulcerated  cervices,  with  infected  Nabothian 
follicles,  following  both  childbirth  and  ven- 
ereal infection.  They  require  a great  deal  of 
attention,  and  can  be  handled  quite  readily 
by  medical  treatment,  with  cauterization  and 
copper  ionization.  By  so  doing,  we  are  able 
to  prevent  a great  many  unnecessary  pelvic 
operations,  as  well  as  some  cervical  amputa- 
tions for  infection  and  malignancy.  I person- 
ally think  that  the  involvements  of  the  cervix 
give  the  most  trouble  to  the  chronic,  ambula- 
tory complaining  patients.  The  effects  of  in- 
volvement of  the  cervix  are  not  all  local,  as 
a great  many  of  the  effects  are  to  the  whole 
general  system,  but  the  most  marked  seems 
to  be  upon  the  nervous  system,  which  affects 
both  rest,  metabolism,  and  activities,  due  to 
absorption  of  infected  material  from  these 
areas.  There  is  no  difference  between  ton- 
sillar infections  and  infections  of  the  cervix 
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and  uterus,  so  far  as  the  general  condition  of 
the  patient  is  concerned,  but  the  infections  in 
and  around  the  cervix  I believe,  give  the 
patient  a great  many  more  nervous  manifesta- 
tions, due  to  the  constant  annoyance  from  dis- 
comfort and  heaviness  in  the  pelvis,  as  well 
as  vaginal  discharge.  The  majority  of  the 
pelvic  conditions  encountered,  are  looked 
upon  by  some  men  as  being  the  whole  dis- 
turbance of  these  patients.  A great  many  of 
the  symptoms  are  produced  by  habits,  gland- 
ular disturbance,  digestive  disturbance,  and 
various  other  things  outside  of  the  pelvis, 
which  is  upset  by  absorption.  It  is  equally 
true  that  pathological  conditions  outside  of 
the  pelvis  may  be  manifest  by  symptoms  re- 
ferable to  the  organs  of  reproduction. 

This  is  a rather  rambling  talk,  which  has 
for  its  only  purpose  conservatism  in  the 
handling  of  pathological  conditions  encount- 
ered in  pelvic  surgery.  If  I have  been  able  to 
bring  this  before  you  so  that  in  the  future 
when  outlining  your  procedure  or  operations, 
this  thought  will  be  uppermost  in  your  mind, 
I feel  sure  you  will  have  a great  many  more 
postoperative  patients  who  will  be  most  grate- 
ful to  you  in  the  future.  The  above  thought 
was  pounded  into  my  head  by  seeing  various 
men  around  over  the  country  operate  and 
the  degree  to  which  they  disregarded  gentle- 
ness to  tissues,  as  well  as  a profound  disre- 
gard for  the  physiology  of  the  organs  upon 
which  they  were  operating.  In  the  past,  the 
surgeon  that  could  do  an  operation  in  the 
least  time,  disregarding  everything  else,  was 
considered  the  best  in  his  line,  but  the  mod- 
ern conception  of  a great  surgeon  is  one  who 
can  restore  an  organ  or  part  of  the  anatomy 
to  as  nearly  its  normal  function  as  possible 
with  the  least  disturbance  to  the  general  body 
physiology.  If  you  will  watch  such  a sur- 
geon operating,  conservatism  and  gentleness 
are  noticeably  uppermost  in  his  mind. 

‘Discussion 

Dr.  Carl  S.  Bickel , IV heeling:  So  comprehen- 
sive a subject  as  “Conservative  Pelvic  Surgery” 
cannot  be  covered  in  a single  paper  under  the  al- 
lotted time. 


Dr.  Vass  has  laid  down  a number  of  important 
rules  which  one  must  follow  if  success  in  this  work 
is  to  be  achieved.  These  rules  must  be  closely  fol- 
lowed and  rarely  need  exception.  There  are  four 
vital  points  concerned  in  all  pelvic  surgery,  one  or 
all  of  these  may  present  themselves  in  any  case. 
(These  apply  to  child-bearing  age)  : 

1.  Preservation  of  Menstruation : Aside  from 

the  removal  of  her  uterus,  we  often  see  a severe 
mental  upset  in  woman  following  hysterectomy, 
the  ovaries  having  been  left  in  situ  with  a good 
blood  supply.  The  placenta  manufactures  and  se- 
cretes a hormone  or  hormones,  is  it  not  possible 
that  the  uterus  does  this  also? 

2.  Preservation  of  Pregnancy. 

3.  Preservation  of  the  Ovaries:  It  is  not,  of 

course,  necessary  to  save  both  ovaries,  but  it  is  im- 
perative that  as  much  normal  ovarian  tissue  be  saved 
as  possible.  Probably  more  important  than  the 
amount  saved  is  a good  vascular  supply  to  the  re- 
maining portion. 

4.  Reestablishment  of  the  Trophic  Function  of 
the  Ovaries:  Some  success  has  been  achieved  by 
autotransplantation  and  even  homotransplantation. 
It  certainly  is  worthy  of  trial  in  young  women,  be- 
cause, if  performed  correctly  no  harm  can  result 
and  if  even  partially  successful  is  of  untold  value  to 
the  patient. 

A further  consideration  is  the  division  of  patients 
into  two  classes.  The  normal  and  the  so-called 
neurasthenic.  In  the  former  slightly  damaged 
structures  may  be  left  in  the  abdomen  and  no  harm 
will  result.  On  the  other  hand  in  the  neurasthenic 
when  the  abdomen  is  opened,  (be  sure  that  there 
is  a just  and  necessary  reason)  the  rule  to  be  fol- 
lowed generally  is:  radicalism  until  half  of  the  last 
ovary  is  reached,  then  extreme  conservatism.  Leav- 
ing slightly  damaged  structures  in  these  patients 
will  not  infrequently  be  just  enough  to  cause  con- 
tinuous discomfort  and  thus  seek  another  operation, 
branding  the  first  a failure  and  at  the  end  of  the 
second  or  third  be  worse  off  than  after  the  first. 

Pelvic  surgery  near  or  past  the  menopause  need 
not  be  so  conservative.  The  important  considera- 
tion here  is  a complete  and  permanent  cure.  All 
diseased  structures  must  be  completely  removed 
and  adequate  support  given  the  remaining  pelvic 
structures,  both  from  above  and  below.  The  first 
four  points  outlined  are  not,  obviously,  to  be  con- 
sidered here  but  a thorough  and  competent  job 
must  be  performed. 
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A FEW  POINTS  IN  CONNECTION  WITH  LIGHTING 

AND  SEEING* 


i By  J.  E.  Blaydes,  M.  D.,  F.  A.  C.  S. 
Blue  field  y TV.  V a. 


TThe  aim  of  this  paper  is  to  call  attention 
to  the  part  that  light  plays  in  visual 
acuity,  and  not  to  offer  a scientific  treatise  on 
the  part  that  light  plays  in  seeing. 

Three  methods  are  employed  in  aiding 
sight.  They  are  ( 1 ) the  surgical,  as  in  opera- 
tions \ (2)  the  mechanical,  as  with  the  use  of 
glasses  j and  (3)  the  physical,  as  with  the  use 
of  light.  This  third  factor,  illumination,  has 
come  into  use  only  recently  and  it  does  not 
yet  receive  the  thought  and  consideration  that 
it  merits.  But  proper  light  as  an  aid  to  sight 
cannot  be  ignored,  nor  can  its  importance  be 
over  emphasized. 

As  a matter  of  fact,  light  and  sight  go  hand 
in  hand.  If  there  is  no  light,  there  can  be  no 
seeing.  Seeing  is  largely,  if  not  entirely,  an 
involuntary  function  like  breathing  and  that 
is  precisely  why  we  have  paid  all  too  little 
attention  to  it.  If  it  were  necessary  to  think 
in  order  to  see,  the  subject  of  lighting  would 
never  have  been  so  completely  neglected  as 
it  has  been.  If  we  think  of  seeing,  we  must 
at  the  same  time  think  of  light,  for  the  two 
are  so  interdependent  that  we  cannot  separ- 
ate one  from  the  other. 

Yet  it  is  only  within  the  past  few  years 
that  the  subject  of  lighting  has  been  ap- 
proached with  anything  even  slightly  re- 
sembling a scientific  attitude  and  this  has 
been  done  not  by  the  ophthalmologist,  but, 
and  quite  properly,  by  engineers  associated 
with  the  large  electric  companies.  The  time 
has  now  arrived,  however,  when  the  entire 
medical  profession  should  work  in  close  co- 
operation with  lighting  engineers,  for  de- 
fective eyes  are  decoming  so  prevalent  and 
so  many  of  these  conditions  can  be  traced  to 
inadequate  or  improper  illumination  that 

•Head  before  the  Eye,  Ear,  Nose  and  Throat  Section  of  the  W. 
Va.  State  Medical  Association  at  Wheeling  on  May  0,  1035. 


serious  thought  should  now  be  given  to  pre- 
vention rather  than  cure. 

To  understand  thoroughly  the  problems  of 
lighting  we  have  to  direct  our  attention  to 
the  artificial  environment  in  which  civilized 
people  now  live.  We  must  differentiate  be- 
tween what  has  been  called  “Nature’s  Plan” 
and  “Man’s  Plan.” 

Under  Nature’s  Plan,  our  eyes  were  in- 
tended for  distant  seeing.  Man’s  work,  ages 
ago,  was  almost  entirely  physical  and  was 
performed  outdoors  during  daylight  hours 
when  there  was  an  abundance  of  natural  light. 
Visual  tasks  were  simple,  and  there  was  no 
ocular  strain  due  to  poor  illumination.  The 
work  day  was  twelve  hours  and  man  retired 
shortly  after  dark  so  that  the  eyes  received 
a long  period  of  rest  out  of  every  twenty- 
four  hours.  Since  man’s  work  was  carried  on 
during  the  day  and  usually  out  of  doors,  see- 
ing was  facilitated  by  high  intensities  of  light. 

Outdoors  in  the  sun  at  midday,  there  are 
nearly  10,000  foot-candles  of  light,  a foot- 
candle  being  the  quantity  of  light  upon  a per- 
pendicular object  one  foot  from  an  ordinary 
candle.  In  the  shade  of  a tree,  the  intensity 
of  illumination  is  often  1,000  foot-candles. 
So  we  see  that  under  Nature’s  Plan,  the  vis- 
ual tasks  were  not  only  easy  in  themselves, 
but  were  made  still  easier  by  a plentitude  of 
natural  light. 

Under  Man’s  Plan,  conditions  are  gener- 
ally directly  opposite  to  those  prevailing 
under  Nature’s  Plan.  Our  eyes  are  still  in- 
tended for  distant  seeing  but  they  are  com- 
monly used  for  near  vision.  Nearly  every 
civilized  person  is  engaged  in  work  during 
some  part  of  the  day  that  requires  close  ap- 
plication, and  millions  are  engaged  in  occu- 
pations or  professions  that  necessitate  visual 
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concentration  throughout  the  entire  hours  of 
work. 

Man’s  Plan  has  not  only  increased  the 
severity  of  visual  tasks,  but  the  work  day  has 
been  lengthened  to  sixteen  hours,  an  increase 
of  thirty-three  and  one-third  per  cent  over 
that  prevailing  under  Nature’s  Plan.  There- 
fore, man’s  work  no  longer  extends  from  sun 
up  to  sun  down. 

In  addition,  much  of  the  world’s  toil  is 
now  performed  during  the  night  when  il- 
lumination must  of  necessity  be  artificial. 
Countless  factories,  especially  when  times  are 
prosperous,  are  run  throughout  the  night, 
and  a large  part  of  the  work  requires  pre- 
cision, or  a high  degree  of  close  concentration 
upon  small  objects ; tens  of  thousands  of  per- 
sons, young  and  old,  go  to  school  or  college 
at  night  j thousands  of  newspapermen  and 
typesetters  discharge  their  duties  under  arti- 
ficial light j and  nearly  all  of  us  who  are  not 
engaged  in  night  work  spend  the  evening  in 
reading  or  other  recreations  that  are  equally 
as  trying. 

Curiously  enough,  as  our  eyes  have  been 
compelled  to  change  from  distant  seeing  to 
close  range,  and  as  the  tasks  on  them  have 
become  more  severe,  under  Man’s  Plan  in- 
tensities of  illumination  have  been  decreased. 
The  sensible  and  logical  thing  would  be  to 
increase  the  quantity  of  light  as  the  visual 
task  became  more  difficult , but  instead  of 
that,  very  low  intensities  of  illumination  pre- 
vail today.  As  contrasted  with  the  10,000 
foot-candles  provided  by  nature  for  her  plan 
of  work  in  the  sun  at  midday  and  the  1,000 
foot-candles  in  the  shade  of  a tree,  man  now 
does  his  work  with  an  average  intensity  of 
light  of  five  foot-candles,  and  an  intensity  of 
one  foot-candle  is  common. 

Now  that  a few  of  the  changes  have  been 
cited  which  have  taken  place  in  our  civiliza- 
tion directly  affecting  our  eyes,  let  us  consider 
the  results  the  substitution  of  Man’s  Plan  for 
Nature’s  Plan  have  and  will  continue  to  have 
on  them  unless  we  become  educated  to  the 
necessity  of  better  illumination  when  carry- 
ing on  the  duties  in  these  new  surroundings. 


It  is  well  to  take  into  consideration  first 
what  effect  these  changes  have  had  on  the 
children,  since  such  conditions  arise  the 
moment  a child  begins  to  use  his  eyes  for  un- 
natural visual  tasks.  To  be  impressed  by  the 
prevalence  of  eye  defects,  we  have  but  to 
observe  the  large  number  of  children  who 
now  are  burdened  with  glasses,  and  it  is  a safe 
assumption  that  if  it  were  possible  to  examine 
carefully  all  the  children,  as  well  as  the 
adults,  the  number  found  to  be  in  need  of 
glasses  would  be  large  indeed. 

Defects  resulting  from  illumination  that  is 
small  in  quantity  and  poor  in  quality  become 
manifest  nowadays  early  in  life.  Children 
today  play  or  study  in  artificial  surroundings 
at  a much  earlier  age  than  they  did  even  as 
recently  as  a generation  ago.  They  begin  us- 
ing their  eyes  for  close  application  in  the 
home  years  before  they  are  old  enough  to 
attend  school. 

When  the  child  starts  to  school,  the  sever- 
ity of  the  visual  tasks  increases,  all  too  fre-  < 
quently  without  any  increase  in  the  quantity 
of  illumination.  The  child  begins  seeing  an 
increasingly  large  variety  of  small  objects, 
and  early  in  his  school  years  he  learns  to 
read.  Presently  he  has  school  work  to  do  at 
home,  and  each  year  the  tax  upon  his  eyes  be- 
comes more  abnormal.  To  be  sure,  schools 
constructed  in  recent  years  have  many  win- 
dows, and  much  progress  has  been  made  in 
arranging  artificial  light  in  the  school  rooms 
so  that  on  dark  or  cloudy  days  the  quantity 
and  quality  of  illumination  are  at  least  ade- 
quate. 

But  many  of  our  schools  were  constructed 
years  and  years  ago  when  the  relation  of  light 
to  seeing  was  never  thought  of  at  all  and 
those  schools,  for  all  practical  purposes,  are 
still  places  wherein  the  eyes  of  the  teachers, 
as  well  as  the  students,  are  damaged  almost 
beyond  reason.  Furthermore,  as  mentioned 
above,  the  students  have  no  small  amount  of 
school  work  to  do  at  home  and  even  the  best 
of  homes  are  inadequately  and  improperly 
illuminated  night  or  day. 
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The  result,  therefore,  is  visible  to  all  of 
us;  a growing  need  for  glasses.  Now  glasses 
are  a blessing  for  which  we  should  all  be 
thankful,  but  at  the  same  time  they  are  a 
mark  of  eye  defects  just  as  crutches  are  a 
mark  of  leg  injuries  or  defects,  and  if  the 
same  number  of  persons  who  have  to  wear 
glasses  had  to  hobble  around  on  crutches,  I 
am  sure  that  we  of  the  medical  profession 
would  be  the  first  to  do  something  about  it. 
Instead  of  being  proud  of  our  ability  to  cor- 
rect defects  by  prescribing  glasses,  we  should 
consider  ourselves  indicted  in  many  instances 
for  permitting  a condition  to  develop  where- 
in glasses  are  necessary. 

In  prescribing  glasses  or,  better  yet,  before 
the  necessity  arises,  we  should  lose  no  oppor- 
tunity to  explain  the  need  for  proper  light- 
ing. If  we  do  not  make  the  effort  to  remove 
the  cause  or  prevent  the  impairment,  we  have 
not  fully  accomplished  our  duty.  In  his  docu- 
mented and  very  enlightening  book,  “Seeing 
and  Human  Welfare”,  Matthew  Luckiesh, 
director  of  the  General  Electric  Company 
lighting  research  laboratory,  states  that  from 
a summary  of  examinations  of  large  groups 
interesting  data  on  normal  and  myopic  eyes 
was  provided.  The  following  divisions  were 
studied:  infants,  preschool,  elementary,  in- 
termediate and  college,  and  it  was  found  that 
nearsightedness  steadily  increased  throughout 
intermediate  school  and  college.  It  can  be 
safely  said  that  this  defect  is  largely  the  re- 
sult of  concentration  upon  difficult  visual 
duties  and  in  the  use  and  abuse  of  the  eyes. 
As  Mr.  Luckiesh  said,  whether  or  not  the 
percentages  are  representative  of  general  con- 
ditions, the  trends  can  be  depended  upon. 

I have  mentioned  the  eye  defects  of  chil- 
dren for  two  reasons:  First,  because  adults 
control  the  conditions  under  which  children 
use  their  eyes,  and  secondly,  because  so  far  as 
they  are  controllable,  we  should  strive  to  pre- 
vent the  development  of  conditions  leading 
to  such  defects  as  early  as  possible. 

So  far  as  eyes  are  concerned,  however, 
adults  fare  no  better  than  children  and  very 
often  they  fare  much  worse,  for  they  are  sub- 


jected or  subject  themselves  to  undertakings 
that  are  extremely  harsh  on  the  eyes.  What- 
ever the  occupation  or  profession,  every  lit- 
erate adult  does  a considerable  amount  of 
reading.  In  addition,  as  brought  out  in  the 
first  part  of  this  paper,  there  are  many  who 
are  engaged  in  work  due  to  the  advancement 
in  our  civilization  that  demands  the  perform- 
ance of  abnormal  visual  tasks.  For  instance, 
those  who  work  in  the  factories  have  to  ac- 
complish their  labors  on  fast  moving 
machines  under  artificial  light,  be  it  night  or 
day,  and  it  is  only  in  very  recent  years  that 
any  effort  has  been  made  to  bring  natural 
light  into  factories  through  windows. 

Many  thousands  of  others  work  with  ob- 
jects that  are  exceedingly  small;  consider  the 
watchmaker  and  you  will  realize  how  hard 
on  the  eyes  is  the  labor  involved  in  many 
trades.  There  are  also  statistics,  which  I need 
not  cite  here,  showing  that  when  illumina- 
tion has  been  increased  the  efficiency  or  pro- 
ductivity of  the  worker  has  also  been  in- 
creased. There  are  records  available  too  that 
show  an  enormous  amount  of  the  output  of 
laborers  whose  work  is  inadequately  lighted 
must  be  discarded  because  it  is  imperfect,  and 
that  the  amount  of  such  defective  products 
decreases  as  the  illumination  is  increased. 

So  far  as  the  human  element  is  concerned, 
tests  reveal  that  under  poor  and  improper 
lighting  there  is  a tremendous  waste  in  mus- 
cular and  nervous  energy  and  that  the  con- 
sumption of  such  energy  decreases  as  the 
light  is  increased.  We  know  that  when  we 
concentrate  upon  some  precise  task  under  poor 
light,  our  eyes  become  tired  and  inflamed.  If 
it  is  prolonged,  our  muscles  become  unduly 
taxed  and  our  nervous  energy  is  needlessly 
tapped  to  such  an  extent  that  we  become 
irritable;  we  become  easily  disturbed  or  an- 
noyed and  usually  we  do  not  know  to  what 
to  attribute  our  annoyance,  and  the  chances 
are  that  we  blame  it  on  something  or  some 
one  entirely  innocent. 

The  question  now  naturally  arises:  What 
is  proper  illumination?  Before  considering 
that,  however,  1 should  like  to  point  out  that 
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in  seeing  there  are  two  elements  involved — 
the  size  of  the  object  to  be  seen  and  the 
amount  of  illumination  upon  it.  The  visual 
task,  therefore,  can  be  made  easier  in  one  or 
two  ways:  by  enlarging  the  size  of  the  object 
or  by  increasing  the  intensity  of  light.  Much 
progress  has  been  made  in  enlarging  the  size 
of  objects,  such  as  children’s  playthings,  the 
type  in  their  school  books,  etc.  However, 
even  if  it  were  practical  to  enlarge  the  size 
of  objects,  we  have  no  control  over  the 
matter  at  all.  For  instance,  the  size  of  the 
tiny  parts  that  go  to  make  a watch  cannot  be 
increased. 

On  the  other  hand,  the  remaining  factor 
of  seeing,  which  is  light,  is  entirely  within 
our  control.  We  can  easily  and  conveniently 
incrcease  it  and  the  saving  that  can  be  thus 
obtained  in  vision  and  human  resources  far 
outweighs  any  additional  monetary  cost  that 
might  be  involved. 

The  best  answer  that  can  be  made  to  the 
question  regarding  how  much  light  is  re- 
quired is  to  say  that  the  illumination  should 
be  of  sufficient  intensity  to  make  it  possible  to 
accomplish  the  visual  task  with  ease  and  with- 
out muscular  or  nervous  tension.  In  consid- 
ering the  distribution  of  light,  there  should 
be  a general  diffusion  and  not  merely  a con- 
centration of  illumination  upon  the  object  to 
be  seen.  A desk  lamp  alone,  or  any  other 
lamp  alone,  is  not  enough  because  momen- 
tarily from  time  to  time  the  eyes  are  raised 
for  rest  or  relief  from  the  particular  task  at 
hand,  and  when  the  remainder  of  the  room, 
office  or  plant  department  is  dark,  adjust- 
ments are  experienced  which  cannot  be  made 
fast  enough  to  avert  a lowering  of  visibility. 

The  light  should  be  placed  so  that  the 
source  of  the  illumination  cannot  be  seen,  for 
light  that  is  in  the  line  of  vision  or  falls 
directly  upon  the  eyes,  instead  of  upon  the 
work,  imposes  an  unnecessary  tax  upon  them 
and  also  reduces  visibility.  The  best  results 
are  obtained  when  there  is  both  direct  or 
localized,  and  indirect  or  general  lighting. 
The  illumination  should  be  diffused  so  that 
the  entire  room  is  bathed  in  light  and,  in 


addition,  there  should  be  direct  light  focused 
upon  the  task  at  hand. 

We  all  have  met  with  experiences  that  re- 
veal the  importance  of  light,  though  we  are 
liable  not  to  understand  this  factor  unless  we 
are  conscious  of  the  part  it  plays  in  seeing. 
For  example,  I met  with  some  difficulty  years 
ago  in  prescribing  glasses  for  patients  who 
had  reached  the  presbyopic  age.  I found  that 
I was  getting  the  reading  lens  too  strong  so 
that  the  patient  was  holding  his  reading 
matter  too  close.  For  a time,  I was  puzzled 
but  through  experimentation,  found  that  by 
reducing  the  intensity  of  light  thrown  upon 
the  book  given  the  patient  to  read,  the  proper 
range  was  obtained.  As  the  intensity  of  illu- 
mination was  increased,  the  patient  had  a 
greater  range,  and  the  opposite  effect  was 
achieved  when  the  amount  of  light  was  re- 
duced. My  difficulty  is  now  easily  explain- 
able: In  my  office  the  patient  had  a greater 
intensity  of  light  than  he  was  accustomed  to 
in  his  home  and  that,  incidentally,  illustrates 
the  need  for  increased  illumination  in  the 
home.  The  intensity  of  light  which  is  now 
employed  in  my  office  for  this  examination  is 
five  foot-candles. 

In  conclusion,  I should  like  to  remind  you 
that  in  creating  the  sun  God  said:  “Let  there 
be  light.”  It  is  well  to  bear  this  in  mind,  for 
indeed  there  should  be  light.  If  we  want  to 
conserve  eyesight  and  to  prevent  many  of  the 
ocular  defects  that  are  becoming  appallingly 
and  increasingly  prevalent  among  civilized 
persons  of  all  ages,  there  should  be  an  abund- 
ance of  light. 

‘ Discussion 

Dr.  F.  T.  Scanlon , Morgantown:  From  the 
time  that  the  ancient  Greeks  told  each  other  about 
the  shafts  of  light  shot  by  Apollo,  men  have  con- 
cerned themselves  with  what  light  is.  Together 
with  its  sister  problems  the  nature  of  matter  this 
question  presents  the  fascination  of  a fundamental 
mystery.  During  the  last  generation  a rich  mine 
of  new  information  has  been  worked  and  the  re- 
markable discoveries  that  have  thus  appeared  have 
seemed  to  make  the  subject  a suitable  one  to  be 
presented  before  this  society,  yet  in  spite  of  this  new 
information  from  the  physicist  viewpoint  if  not  from 
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our  own,  light  remains  as  perhaps  the  darkest  of 
our  physical  problems  and  as  such  has  well  and  very 
appropriately  been  presented  before  this  session. 
Artificial  light  was  doubtless  an  important  factor  in 
differentiating  man  from  the  lower  animals  and  in 
starting  him  on  his  upward  way,  but  through  the 
long  ages  progress  and  its  developments  were  very 
slow.  The  campfire,  the  fire  brand,  the  torch,  the 
grease  cup  with  its  floating  wick,  the  Rush-light, 
the  primitive  candle  and  the  early  oil  lamps  repre- 
sented the  progress  of  many  generations.  The  past 
century,  however,  has  seen  a development  in  light- 
ing first  with  oil  and  gas,  then  with  electricity  which 
in  its  rapidity  and  in  its  remarkable  accomplishment 
is  rivaled  by  few  of  the  developments  of  this  age  of 
wonders.  But  what  has  this  to  do  with  vision?  Ex- 
aminations of  thousands  of  school  children  extend- 
ing over  several  years  has  shown  that  a consider- 
able proportion  suffer  from  defects  of  vision.  The 
result  largely  of  continued  use  of  the  eyes  in  close 
work  under  unhygienic  conditions  as  has  been  stated 
by  the  essayists.  It  is  well  established  that  defective 
vision  is  often  progressive  and  is  therefore  found  to 
a greater  extent  among  older  children. 

In  an  unselected  group  of  4800  children  only 
nine  per  cent  were  nearsighted  when  they  entered 
school  between  five  and  six  years  of  age.  When 
this  same  group  had  reached  16  years  of  age,  48 
per  cent  had  this  defect  and  authorities  agree  with 
Dr.  Blaydes  that  one  of  the  causes  of  this  condi- 
tion is  poor  light.  It  may  be  stated  as  a general 
fact  that  children  with  defective  vision  are  retarded 
in  their  school  work,  consequently  they  enter  upon 
their  life  work  seriously  handicapped.  It  has  also 
been  said  that  many  a child  is  scolded  for  dullness 
when  he  should  have  been  treated  for  undernour- 
ishment. I believe  it  is  equally  true  that  many  chil- 
dren are  considered  dull  when  their  real  trouble  is 
impaired  vision.  When  we  recall  that  more  than 
85  per  cent  of  our  impressions  are  received  through 
vision  it  is  not  surprising  that  such  a capable  man 
as  the  essayist  should  present  this  excellent  paper 
on  so  important  a subject  and  I believe  the  light 
he  has  brought  to  it  is  one  that  will  fall  across  the 
paths  of  men  in  years  to  come. 


Dr.  R.  A.  Tomassene , IV heeling:  In  the  City 
of  Cleveland  they  have  a so-called  Optical  Lighting 
Institute  which  gives  advice  about  study  lamps  for 
children,  lamps  that  are  used  in  close  eye  work, 
lamps  used  by  stenographers  and  other  employers 
who  perform  severe  visual  tasks. 


Recently  the  Cleveland  Opthalmological  Society 
made  several  recommendations  in  regard  to  light- 
ing. The  first  was  to  avoid  glare  for  the  work  area 
or  from  the  field  of  vision.  This  is  accomplished 
when  the  intense  brilliance  of  the  light  source  can 
not  enter  the  eyes  directly  or  by  reflection. 

The  second  recommendation  concerned  diffu- 
sion. Proper  diffusion  of  light  should  be  attained 
throughout  the  field  of  vision  surrounding  the  work 
area.  This  is  accomplished  when  the  field  of  vision 
surrounding  the  work  area  is  illuminated  sufficiently 
to  permit  comfortable  coordination  with  respect  to 
objects  within  the  space. 

The  third  recommendation  was  in  regard  to 
illumination.  Ample  illumination  over  the  work 
area  should  be  provided.  This  is  accomplished  when 
the  illumination  of  the  work  area  permits  sustained 
use  of  the  eyes  without  eye  discomfort  or  eye  fatigue 
and  without  nervous  or  physical  strain. 

Proper  lighting  requires  the  simultaneous  achieve- 
ment of  all  three  of  these  recommendations. 


INFANTILE  ECZEMA 

Stuffing  a baby  in  a frenzy  to  see  him  gain 
weight  may  be  the  direct  cause  of  his  eczema,  Dr. 
Dennis  Kelly  and  Myrtle  Meyer  Eldred  point  out 
in  the  third  article  of  the  series  on  “Why  the  Baby 
Has  Eczema”  appearing  in  the  July  Hygeia. 

The  diet  is  the  most  frequent  cause  of  infantile 
eczema.  Overfeeding  of  rich  milk  often  cripples 
the  baby’s  digestion.  The  burden  of  extra  fat, 
which  is  the  last  food  element  to  leave  the  stomach, 
sometimes  inhibits  the  digestion  of  the  proteins, 
throwing  them  undigested  into  the  blood  stream. 

Some  infants  tend  to  suffer  irritation  from  foods 
which  are  being  eaten  by  the  mother.  Others 
possess  an  idiosyncrasy  toward  such  foods  as  eggs, 
cereals  or  vegetables.  The  sensitivity  may,  of 
course,  be  a gradual  development. 

During  the  child’s  second  year  it  is  a great 
temptation  to  overwhelm  him  with  starchy  foods, 
such  as  crackers,  bread  and  butter,  potatoes,  ban- 
anas and  often  candy. 

Fruits  are  most  infrequently  listed  as  possible 
irritants.  Usually  both  orange  juice  and  tomato 
juice,  with  their  high  vitamin  C contents,  are 
needed  in  the  diet  of  the  eczematous  child. 
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REPORT  OF  A STUDY  OF  LIGHTING  IN  SCHOOLS  IN 
FAYETTE  COUNTY,  WEST  VIRGINIA 

By  George  Fordham,  M.  I). 

Pcnvellton , IT.  V a. 


7\  study  of  the  lighting  conditions  was 
inade  in  fifteen  schools  in  Fayette  county, 
West  Virginia,  on  October  30  and  31,  1934, 
during  school  hours.  These  two  days  were 
clear  and  the  sun  was  shining  brightly,  there- 
by affording  the  best  in  natural  lighting.  The 
instrument  used  in  making  the  survey  was  a 
standard  Weston  illumination  meter  of  re- 
cent calibration.  The  actual  readings  and 
technical  work  were  done  by  George  A.  Lit- 
singer,  illuminating  engineer  of  the  Appal- 
achian Electric  Power  Company. 

These  schools  are  located  in  a mountain- 
ous, coal-mining  country,  having  relatively 
narrow  and  deep  valleys.  It  is  difficult  to  find 
an  ideal  location  for  a school  building  in  this 
type  of  country.  Many  of  these  schools  could 
have  been  given  a better  location  in  regard 
to  obtaining  natural  illumination. 

The  term  “foot-candle”  will  be  used  fre- 
quently in  this  paper.  A foot-candle  is  the 
amount  of  light  which  a candle  casts  on  a sur- 
face one  foot  away,  the  candle  burning  a cer- 
tain amount  in  a given  time.  The  sunlight 
outdoors  will  measure  about  10,000  foot- 
candles.  A shady  porch  in  midsummer  has 
about  500  foot-candles  of  light,  while  indoors 
near  the  window  on  a clear  day  the  light  in- 
tensity diminishes  to  about  200  foot-candles, 
and  diminishes  rapidly  indoors  as  one  ap- 
proaches the  interior  of  a room. 

The  General  Electric  Company,  after  in- 
tensive studies,  recently  recommended  that 
general  illumination  of  school  rooms  should 
be  20  foot-candles.  The  standard  of  school 
lighting  suggested  by  the  American  Stand- 
ards Association  in  1932  was  lower  than  this, 
except  for  pupils  with  subnormal  vision. 

In  some  of  the  schools  studied,  artificial 


illumination  was  necessary  on  bright  days. 
The  lighting  provided,  however,  was  poorly 
placed,  and  its  intensity  was  inadequate.  The 
painting  of  the  interior  of  the  school  rooms 
was  poorly  planned — one  school  room  was 
painted  dark  green,  trimmed  with  brown, 
and  on  one  side  of  the  room  was  the  black- 
board which  absorbed  much  light.  Brighter 
and  lighter  colors  will  greatly  improve  the 
illumination  and  will  remove  the  dreary  as- 
pect of  the  school  room  caused  by  these  dark 
colors.  The  windows  of  the  school  rooms, 
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generally,  were  not  kept  clean.  The  school 
funds,  I understand,  are  inadequate  to  pro- 
vide the  services  of  a good  janitor.  When  we 
consider  the  importance  of  proper  education 
for  our  youth,  we  must  realize  that  it  is  our 
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duty  to  provide  the  best  conditions  in  our 
school  rooms. 

Of  the  fifteen  schools  examined,  one  had 
adequate  lighting  while  in  one  of  the  build- 
ings the  lowest  reading  was  one  foot-candle. 
This  was  increased  one  foot-candle  by  artifi- 
cial illumination,  bringing  the  total  reading 
up  to  two  foot-candles.  The  highest  reading 
in  this  school  was  four,  and  this  could  be 
increased  only  1.3  foot-candles  by  artificial 
illumination.  It  is  obvious  that  the  lighting 
of  this  school  would  be  considerably  less  dur- 
ing dark,  cloudy  days  in  midwinter. 

The  following  table  gives  the  actual  read- 
ings in  foot-candles  at  various  desks  in  the 
school  rooms  of  these  fifteen  schools: 


School 

No. 

First 

Desk 

Second 

Desk 

Third 

Desk 

Fourth 

Desk 

Fifth 

Desk 

1 

40.0 

28.0 

21.0 

14.0 

6.2 

2 

32.0 

10.0 

4.0. 

2.5 

1.4 

3 

11.0 

4.0 

7.0 

4 

22.0 

14.8 

7.2 

4.2 

4.0 

5 

36.0 

23.0 

10.0 

6.0 

3.6 

6 

33.0 

19.0 

7.2 

4.2 

3.4 

7 

34.0 

13.0 

5.2 

4.0 

3.6 

8 

6.2 

6.2 

4.3 

2.0 

1.4 

9 

32.0 

11.0 

5.0 

3.2 

2.4 

10 

35.0 

20.0 

14.0 

9.0 

5.0 

11 

30.0 

10.0 

4.0 

3.0 

2.0 

12 

28.0 

9.2 

3.8 

2.2 

1.6 

13 

9.0 

6.0 

3.2 

1.8 

1.2 

14 

4.0 

4.0 

1.8 

1.2 

1.0 

15 

26.0 

17.2 

12.8 

6.2 

0.1 

It 

can  be 

seen  that 

only  20  per  cent 

of  the 

desks  have  adequate  lighting,  leaving  80  per 
cent  with  ineffective  lighting.  It  is  obvious 
that  this  condition  should  be  remedied.  This 
condition  becomes  even  more  deplorable 
when  we  realize  that  many  children  have  de- 
fective vision.  It  has  been  the  experience  of 
teachers  that  the  work  of  children  greatly  im- 
proves with  improved  lighting  or  with  the 
provision  of  adequate  glasses  for  the  correc- 
tion of  visual  defects. 

The  following  tabulation  gives  the  actual 
readings  in  foot-candles  on  the  last  rows  of 
desks  in  the  various  school  rooms  and  also 
shows  how  much  the  illumination  is  increased 
by  artificial  lighting: 


School 


No. 

Lowest 

Increase 

Average 

Increase 

Highest 

Increase 

1 

6.2 

1.3 

20.0 

2.0 

40.0 

4.0 

2 

5.0 

1.2 

5.2 

1.3 

35.0 

5.0 

3 

4.2 

T 

6.2 

T 

11.0 

i 

4 

4.0 

o.o 

CO 

oo 

T 

22.0 

t 

5 

3.3 

0.0 

6.2 

t 

36.0 

i- 

6 

3.2 

0.3 

7.8 

2.i 

32.0 

1.2 

7 

3.0 

0.8 

7.4 

2.0 

34.0 

3.0 

8 

1.2 

0.5 

4.2 

1.3 

6.0 

2.2 

9 

2.3 

1.3 

6.3 

2.0 

32.0 

2.2 

10 

2.0 

0.1 

14.2 

2.3 

30.2 

5.1 

11 

1.3 

i 

13.2 

i 

30.0 

T 

12 

1.2 

1.2 

3.0 

2.1 

16.0 

4.6 

13 

1.1 

x 

3.2 

t 

9.0 

i 

14 

1.0 

1.0 

2.2 

1.4 

4.0 

1.2 

15 

0.1 

T 

12.2 

T 

26.0 

t 

t No 
t No 

Lights. 

Reading. 

Artificial  lighting  should  be  provided  to 
assure  an  even  distribution  of  illumination 
throughout  the  school  room. 


The  following  is  a list  of  the  schools  in 
which  there  was  no  artificial  lighting  avail- 
able, the  readings  being  expressed  in  foot- 


candles: 

School 

No. 

Lowest 

Average 

Highest 

3 

4.2 

6.2 

11.0 

1 1 

1.3 

13.2 

30.0 

13 

1.1 

3.2 

9.0 

16 

0.1 

12.2 

26.0 

It  can  readily  be  seen  from  these  figures 
that  illumination  is  very  limited  (in  school 
No.  16  it  was  down  to  one-tenth  of  a foot- 
candle).  No  child  can  do  good  work  under 
such  poor  conditions. 

The  percentage  of  possible  sunlight 
amounts  to  only  58  per  cent  throughout  the 
48  states.  This  would  indicate  that  even 
when  natural  lighting  is  used  to  its  practical 
limit  throughout  the  school  day,  artificical 
illumination  is  necessary  more  than  40  per 
cent  of  the  time  to  provide  adequate  seeing 
conditions.  It  is  therefore  evident  that,  al- 
though natural  daylight  is  used  and  should 
be  used  to  its  practical  limit,  it  is  also  neces- 
sary to  provide  a system  of  artificial  lighting 
designed  to  fulfill  the  requirements  for  good 
illumination  at  all  times.  In  order  to  get  the 
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greatest  efficiency  out  of  the  lighting  systems, 
the  ceilings  and  upper  sidewalls  should  be 
painted  white  or  some  light  color  with  a dull 
finish  throughout  all  schools,  and  the  electric 
light  bulbs  and  windows  should  be  cleaned  at 
regular  intervals. 

It  has  been  said  that  90  per  cent  of  our 
knowledge  of  the  outside  world  conies  to  us 
through  our  eyes.  Certainly  the  appreciation 
of  much  of  the  beauty  depends  on  eyesight. 
It  is  seldom  that  we  stop  to  think  how  valu- 
able the  great  gift  of  eyesight  is  to  us.  Our 
safety,  livelihood  and  well-being  depend  on 
it.  The  care  of  the  eyes  and  proper  lighting 
are  very  practical  matters. 

Doctor  Ives,  of  the  U.  S.  Public  Health 
Service,  concluded  after  making  a study  of 
6,500  white  workers  that  there  are  three  im- 
portant relationships  between  illumination 
and  eyesight,  as  follows: 


1.  Increase  of  illumination  increases  pro- 
duction. 

2.  Increase  of  illumination  increases  the 
normal  visual  acuity  of  the  worker. 

3.  Increase  of  illumination  decreases  the 
incidence  of  eye  defects. 

Thompson,  et  al  (PHS  bulletin  140) 
showed  that  the  increase  of  illumination  in 
post  offices  greatly  increased  the  efficiency  of 
employees  in  the  sorting  and  separating  of 
mail.  The  increase  in  the  amount  of  mail 
sorted  per  man  per  hour  was  in  direct  pro- 
portion to  the  increase  in  illumination. 

The  lighting,  both  natural  and  artificial, 
should  be  brought  up  to  a standard  in  all  of 
the  school  rooms  studied.  Proper  artificial 
illumination  should  be  provided,  and  the 
painting  of  the  interior  of  the  school  rooms 
should  be  done  with  such  colors  as  to  afford 
the  maximum  utilization  of  natural  lighting. 


OBSTETRICAL  INJURIES  TO  THE  BIRTH  CANAL* 


Hy  Edwin  J.  Humphrey,  M.  D. 
Huntington , IV.  Va. 


Tn  this  brief  paper  we  wish  to  discuss  only  a 
few  of  the  salient  points  in  regard  to  this 
important  subject.  First,  we  would  call  your 
attention  to  the  fact  that  several  surgeons  of 
both  local  and  national  prominence  have  esti- 
mated that  anywhere  from  60  to  85  per  cent 
of  their  operative  procedures  are  necessitated 
to  correct  the  result  of  some  injury  sustained 
by  the  soft  tissues  of  the  birth  canal  at  the 
time  of  labor.  The  late  Dr.  J.  O.  Polak  of 
Brooklyn  estimated  that  60  per  cent  of  ob- 
stetrical patients  had  some  gynecological  con- 
dition which  later  required  surgical  therapy 
as  the  direct  or  indirect  result  of  trauma  to 
the  soft  parts  of  the  pelvic  canal  during  labor. 
W ith  such  an  appalling  array  of  morbidity 
percentages  as  these,  we  of  the  medical  pro- 
fession who  are  doing  obstetrical  work  should 
try  to  institute  whatever  measures  are  neces- 


*Read before  the  Cabell  Countv  Medical  Society  at  Huntington 
on  May  9,  1935. 


sary,  both  preventive  and  curative,  to  bring 
about  an  improvement  in  our  end  results. 

Injury  to  the  body  of  the  uterus  fortun- 
ately is  rare.  However,  a review  of  the  litera- 
ture on  this  subject  shows  that  rupture  of  the 
uterus  occurs  in  about  one  out  of  every  one 
thousand  obstetric  patients.  This  condition 
must  be  recognized  when  it  is  impending  or 
at  the  time  of  rupture  and  emergency  sur- 
gical treatment  instituted  if  a disastrous  re- 
sult is  to  be  avoided.  It  is  most  often  seen  in 
those  patients  with  a cesarean  section  scar  or 
with  some  pathological  condition  of  the  uter- 
ine musculature.  Contracted  pelvis,  neo- 
plasms obstructing  the  birth  canal,  contrac- 
tion rings,  foetal  monstrosities,  instrumental 
deliveries,  and  the  administration  of  oxytocics, 
chiefly  pituitrin,  are  encountered  in  the  etio- 
logy of  ruptured  uteri.  It  has  been  said  that 
a great  many  of  the  mothers  who  are  re- 
ported to  have  died  from  sepsis,  heart  fail- 
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ure,  etc.,  have  been  found  at  postmortem  to 
have  died  as  the  result  of  a rupture  of  the 
uterine  wall  with  a resultant  peritonitis. 
Probably  this  complication  is  more  frequent 
than  is  recognized,  and  we  should  be  con- 
stantly on  the  alert  for  its  detection  so  that 
proper  treatment  may  be  promptly  instituted. 

The  tissues  of  the  cervix  are  subjected  to 
several  natural  forces  in  completing  its  re- 
laxation. Even  in  the  most  normal  labors, 
some  injury  is  practically  always  in  evidence. 
Most  of  these  are  small  superficial  tears  of 
the  mucous  membrane  or  muscle  or  there  may 
be  a separation  of  the  layers.  The  small  cer- 
vical lacerations  probably  need  no  immediate 
care  as  they  can  be  cleared  up  later  with  the 
electrocautery  or  electrocoagulation. 

The  separations  of  the  deeper  tissue  layers 
of  the  cervix,  however,  even  if  very  small, 
will  later  cause  a great  deal  of  trouble  if  not 
corrected  by  a few  well  placed  sutures  to  ap- 
proximate them  in  their  proper  relationship. 
We  believe  these  separations  of  the  muscle 
from  the  mucous  membrane  to  be  the  cause 
of  many  of  the  subinvolutions  and  much  of 
the  endocervicitis  encountered  in  later  years. 
Deep  tears  into  the  cervical  tissue  are  usually 
due  to  instrumental  delivery  through  an  only 
partially  dilated  cervix,  attempts  at  rapid 
manual  dilatation,  and  the  use  of  oxytocics  to 
stimulate  the  power  of  the  uterine  muscle. 

Occasionally  deep  cervical  tears  are  en- 
countered in  elderly  primipara  with  a rigid 
cervix  or  rarely  in  those  patients  with  large 
babies.  The  cervix  should  be  inspected  as  a 
routine  measure  after  delivery  of  the  pla- 
centa, and,  if  proper  preparation  has  been 
carried  out,  this  can  be  done  in  the  home. 
Contrary  to  the  generally  accepted  viewpoint, 
many  cervical  injuries  do  not  result  in  bleed- 
ing. Only  those  tears  which  are  deep  enough 
to  involve  a branch  of  the  uterine  artery 
bleed  enough  to  attract  attention. 

For  the  routine  inspection  only  two  ring  or 
sponge  forceps  are  required.  One  is  needed 
to  grasp  and  pull  into  view  the  anterior  lip 
of  the  cervix  and  the  other  for  the  posterior 
lip.  In  this  manner  any  laceration  or  separa- 


tion of  the  tissue  is  readily  seen  and  can  be 
corrected  at  that  time  by  proper  suturing. 
Some  obstetricians  even  go  so  far  as  to  place 
one  or  two  interrupted  chromic  catgut  sutures 
bilaterally  in  the  cervix,  whether  or  not  there 
is  visible  damage,  to  favor  involution. 

Injury  to  the  pelvic  connective  tissue  and 
fascial  planes  very  frequently  goes  unrecog- 
nized. Usually  it  is  not  discovered  until  the 
patient  is  up  and  about  and  returns  for  post- 
natal examination  and  treatment.  These  in- 
juries often  do  not  show  any  visible  lacera- 
tion at  the  time  they  occur  and  are  very  de- 
ceptive. 

The  treatment  of  this  type  of  injury  is 
mainly  of  a preventive  nature.  Premature 
encouragement  to  bear  down  on  the  part  of 
the  mother  and  too  rapid  instrumental  de- 
livery from  below  or  the  injudicious  use  of 
pituitrin  on  the  part  of  the  attendant  are  fre- 
quent causes  of  this  damage.  These  tissues 
usually  will  stretch  and  stand  the  strain  if 
time  enough  is  allowed  for  their  complete  re- 
laxation. In  those  cases  where  forceps  are  re- 
quired for  delivery,  the  power  applied  should 
be  reduced  to  a minimum,  so  that  we  may 
parallel  as  nearly  as  is  possible,  the  natural 
advance  of  the  presenting  part.  Of  course, 
if  the  vaginal  mucous  membrane  is  torn,  the 
fascial  planes  may  be  approximated  by  buried 
catgut  sutures.  These  injuries  to  the  fascial 
planes  of  the  pelvis  are  those  which  later  on 
result  in  rectoceles  and  cystoceles  even 
though  the  support  from  the  perineum  below 
may  be  restored. 

Lacerations  of  the  vagina  are  practically 
always,  but  not  invariably,  associated  with  a 
perineal  laceration.  The  etiology  is  the  same 
as  that  of  an  injury  to  the  underlying  fascial 
tissue  and  perineum.  Occasionally  a forcep 
blade  will  tear  the  vaginal  wall,  particularly 
if  attempts  at  rotation  of  the  baby’s  head  have 
been  made.  Tears  of  the  vaginal  mucous 
membrane  will  usually  be  encountered  in  one 
of  the  corners  or  columns,  either  anterior  or 
posterior. 

These  injuries  are  particularly  difficult  to 
expose  for  repair,  and  assistance  is  usually  re- 
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quired  if  a satisfactory  result  is  to  be  expected. 
The  edges  of  the  mucous  membrane  should 
be  very  carefully  approximated  with  a con- 
tinuous No.  2 chromic  catgut  suture.  In  re- 
pairing this  type  of  laceration  it  will  be  found 
that  the  rectum  will  pouch  up  from  behind 
and  must  be  held  out  of  the  held  with  the 
lingers  while  the  closure  is  made.  If  the  tear 
is  on  the  anterior  wall,  it  will  be  found  that 
the  bladder  will  pouch  through  and  must  be 
held  up  until  the  sutures  are  placed.  These 
sutures  must  be  placed  with  most  meticulous 
care  to  avoid  injury,  control  hemorrhage  and 
to  prevent  the  lochial  discharge  from  seeping 
through  later  and  causing  a breaking  down  of 
the  whole  repair  of  the  pelvic  floor  by  in- 
fection or  the  formation  of  blood  clots  in  the 
underlying  tissue. 

It  is  recognized  that  some  damage  to  the 
perineum  results  in  all  full  term  primiparas 
and  also  in  most  multiparas.  Here,  we  have 
the  accepted  classification  of  first,  second  and 
third  degree  lacerations,  although  it  seems  to 
us  that  there  are  very  few  tears  of  the  mucous 
membrane  and  subcutaneous  tissue  without 
involvement  of  the  underlying  muscular  and 
fascial  structures.  The  important  factor  we 
wish  to  bring  to  your  attention  is  the  fre- 
quency of  a separation  of  the  perineal  muscles 
without  a visible  tear  of  the  mucous  mem- 
brane above.  The  transversus  perinei  muscle 
is  the  one  most  often  involved.  If  the  posi- 
tion of  the  muscle  is  palpated  after  delivery 
it  is  surprising  how  many  times  it  will  be 
found  retracted  to  each  side  and  not  united 
in  the  central  point  of  the  perineum  as  it 
should  be.  If  this  condition  is  not  corrected 
the  result  will  be  a relaxed  perineal  support 
and  later  on,  the  usual  course  of  retroversion 
and  prolapse  of  the  uterus  and  pelvic  struct- 
ures. It  is  not  a difficult  procedure  and  only 
requires  a few  minutes  time  to  incise  the 
mucous  membrane,  pick  up  the  ends  of  the 
muscle  and  approximate  them  with  a few 
buried  sutures  and  then  close  over  with  the 
superficial  fascia  and  mucous  membrane.  This 
simple  procedure  alone  requiring  only  four 
or  five  minutes  time  will  save  an  untold 


amount  of  semi-invalidism  and  major  sur- 
gical procedures  for  a great  many  of  these 
women  later  on  in  life. 

Many  obstetricians  have  resorted  to  the 
routine  use  of  an  episiotomy  to  preserve  the 
function  of  the  perineum.  It  is  done  when 
the  presenting  part  begins  to  make  firm  press- 
ure on  the  perineum.  If  the  perineum  is  thick, 
the  presenting  part  not  too  large  and  the  pos- 
terior sagittal  segment  is  ample,  a median  epi- 
siotomy may  be  made.  This  type  is  much 
easier  to  repair  and  the  end  result  will  prob- 
ably be  more  satisfactory.  The  danger  of  a 
median  episiotomy,  however,  is  that  of  ex- 
tension into  the  rectum,  making  a third  de- 
gree injury.  In  most  instances  a mediolateral 
episiotomy  to  the  side  of  the  rectum  is  made. 
It  may  be  right  or  left,  depending  upon  the 
presentation,  making  the  incision  to  corres- 
pond with  the  long  diameter  of  the  baby’s 
head.  Occasionally  a lateral  or  bilateral  epi- 
siotomy is  necessary  in  a rigid  perineum  to 
make  room  for  a large  baby.  The  lateral  epi- 
siotomy, however,  is  to  be  avoided  whenever 
possible  because  it  is  much  more  difficult  to 
repair  and  causes  the  mother  much  more  dis- 
comfort. 

The  repair  of  all  lacerations  of  the  per- 
ineum or  episiotomies  should  be  made  in 
layers,  in  much  the  same  manner  as  that  em- 
ployed in  closing  an  abdominal  incision.  The 
deep  fascia  should  be  closed  with  a layer  of 
sutures  first,  the  muscle  next,  the  superficial 
fascia  next  and  then  the  mucous  membrane 
and  skin.  A repair  made  in  this  manner 
takes  a few  minutes  more  time  but  the  results 
are  decidedly  more  gratifying.  This  method 
of  repair  can  be  carried  out  in  the  patient’s 
home  or  in  the  hospital  and  a perineal  result 
obtained  which  will  do  much  to  prevent  the 
development  later  on  of  pelvic  disorders  that 
are  frequently  due  to  the  lack  of  a functional 
perineum. 

Lacerations  of  the  vulva  are  usually  en- 
countered with  those  of  the  perineum.  Rather 
often  in  primiparas,  however,  there  will  be 
tearing  about  the  vestibule  and  clitoris.  They 
must  be  carefully  closed  with  fine  catgut  or 
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a very  painful  scar  will  result.  Bleeding  is 
usually  very  free  in  these  injuries  and  care- 
ful approximation  must  be  made  for  its  con- 
trol or  a hematoma  with  infection  may  result. 
Severe  hemorrhage  usually  results  if  the 
artery  to  the  clitoris  is  torn.  Tears  across  the 
Bartholin  glands  may  later  cause  cystic  for- 
mation or  painful  scars  if  the  tissues  are  not 
approximated  in  their  proper  relationship  by 
careful  suturing. 

Postnatal  care  is  a most  important  part  of 
the  obstetrician’s  service  to  his  patients.  Much 
of  the  damage  done  at  delivery  can  be  cor- 
rected if  proper  and  persistent  attention  is 
given  to  this  division  of  the  obstetric  service. 
There  is  much  discussion  as  to  how  long  a 
patient  should  remain  in  bed  after  delivery. 
It  is  our  opinion  that,  regardless  of  how  near- 
ly normal  the  labor  may  be,  none  should  be 
allowed  up  until  they  have  rested  in  bed  for 
ten  to  fourteen  days,  depending  on  the  con- 
dition of  the  pelvic  floor.  The  getting  up 
period  should  be  followed  very  closely  and 
the  patient  not  allowed  to  do  anything  that 
will  overtax  her  relaxed  tissues. 

Contrary  to  the  accepted  theory  that  in- 
volution is  complete  in  two  or  three  weeks 
we  have  found  that  it  is  rarely  complete  even 
after  six  to  eight  weeks. 

Obstetric  patients  should  return  for  exam- 
ination and  the  beginning  of  their  postnatal 
treatments  when  their  babies  are  five  to  six 
weeks  of  age.  Examination  should  consist  of 
a thorough  checkup  of  the  pelvic  organs  and 
a minute  inspection  of  the  cervix,  vagina  and 
perineum.  Practically  always  it  is  found  that 
involution  is  not  complete  and  the  uterus  is 
still  larger  and  heavier  than  normal.  The 
cervix  will  usually  show  some  degree  of  ero- 
sion and  superficial  lacerations  with  develop- 
ing ulcerative  areas.  The  perineum  will  be 
still  somewhat  relaxed  due  to  the  pressure 
from  above  of  the  boggy  subinvoluted  uterus. 
This  is  the  condition  which  very  readily 
leads  to  endocervicitis,  retroversion,  prolapse, 
cystocele,  rectocele,  etc.,  which  so  commonly 
necessitate  major  surgery  for  relief  from  the 
symptoms  produced. 


The  correction  of  this  condition  at  the  six 
weeks’  period  should  be  a part  of  the  obstetric 
care  of  every  patient.  Treatment  consists, 
first,  of  holding  the  heavy  uterus  up  into  its 
normal  relationship  by  properly  placed  tam- 
pons. This  improves  the  blood  supply  to  the 
parts  and  a general  decongestion  will  take 
place.  After  involution  has  progressed  to  a 
satisfactory  degree,  the  cervix  may  then  be 
taken  care  of  by  the  use  of  the  electrocautery 
or  by  electrocoagulation.  The  patient’s  pelvis 
should  be  followed  for  a period  of  at  least 
six  months  with  regular  check-up  examina- 
tions to  make  sure  that  a prolapse  cr  retro- 
version has  not  developed.  Many  of  these 
patients  may  have  to  be  fitted  with  some  type 
of  ring  pessary  which  should  be  worn  for 
some  time,  as  a more  permanent  support,  to 
effect  a cure. 

It  is  recognized  that  in  this  paper  only  the 
more  important  factors  in  the  future  welfare 
of  the  obstetric  patient  have  been  discussed. 
However,  the  purpose  has  been  to  arouse  a 
well-grounded  interest  in  this  special  field  of 
professional  service  so  that  surgical  proced- 
ures will  not  so  often  be  necessary  to  correct 
an  undesirable  anatomical  or  physiological 
result  from  an  injury  at  the  time  of  delivery. 
418  1 1th  Street 


ORTHOPEDIC  PATIENTS 

Sand  tables,  kites  and  miniature  garden  plots  are 
three  suggestions  for  recreational  pastimes  given  by 
Sophia  Potgieter  in  “Recreation  for  Convalescent 
Children”  appearing  in  the  July  Hygele.  No  group 
of  convalescent  bed  patients  is  more  in  need  of  a 
varied  recreational  program  than  are  the  ortho- 
pedic patients. 

Children  suffering  from  tuberculous  joints,  for 
instance,  who  must  spend  months  and  sometimes 
years  in  bed,  are  most  appreciative  of  amusing  and 
profitable  pastimes.  While  casts  or  extension  ap- 
paratus may  keep  them  from  enjoying  the  usual 
activities  permitted  to  bed  patients,  they  can  pass 
many  happy  hours  working  in  a portable  garden, 
consisting  of  a wooden  box  filled  with  rich  loam. 
Both  flower  and  vegetable  seeds  can  be  planted. 


c/f  u gusty  1935 


Thi  West  Virginia  Medical  Journal 


363 


TRAUMATIC  RUPTURE  OF  THE  SPLEEN 


(Report  of  a Case  Showing  Delayed  Rupture  with  Operation  and  Recovery) 


By  Wayne  Bronaugh,  M.  D. 
Bclpre , Ohio 


JD  upture  of  the  spleen  is  one  of  the  worst 
abdominal  catastrophies  that  may  occur. 
In  most  instances  it  requires  surgical  diag- 
nostic acumen,  courage  and  action  without  de- 
lay, if  the  patient  is  to  be  saved. 

Incidence:  Injury  to  the  spleen  occurs 

once  in  every  three  cases  in  which  trauma 
has  caused  damage  to  abdominal  viscera. 

Age  and  Sex:  The  injury  occurs  princi- 
pally between  the  ages  of  15  and  50.  In  the 
youngest  patient  reported  the  injury  occurred 
immediately  after  birth  (dropped  to  the  floor 
at  delivery).  The  oldest  patient  was  63.  The 
spleen  is  injured  about  rive  times  in  males  to 
one  in  females.  This  preponderance  is  due 
obviously  to  exposure  to  daily  hazards. 

Mortality:  The  mortality  from  ruptured 
spleen  has  steadily  declined  in  the  operative 
group  from  around  50  per  cent  in  1900  to 
about  30  per  cent  at  the  present  time.  The 
mortality  is  higher  in  cases  that  have  asso- 
ciated injuries  to  other  abdominal  viscera  such 
as  the  stomach,  colon,  small  intestine,  kidney, 
liver,  pancreas  and  lung.  The  decline  in  mor- 
tality is  due  to  earlier  diagnosis  with  surgical 
intervention,  the  intravenous  administration 
of  fluids  and  transfusion  of  blood.  The  mor- 
tality in  the  unoperated  group  remains  at  the 
high  level  of  about  90  per  cent. 

Physiology : Due  to  steady  advances  in 
the  science  of  hematology  and  in  recent  years 
to  experimental  researches,  much  light- has 
been  thrown  upon  the  functions  of  the  spleen 
and  surgery  of  this  organ  has  now  passed  the 
experimental  stage  to  reach  a point  at  which 
its  indications  and  limitations  are  fairly  well 
appreciated  and  defined.  However,  much 
still  remains  that  is  obscure. 

The  spleen,  the  largest  of  the  ductless 
glands,  without  an  internal  or  external  secre- 


tion, is  the  most  important  member  of  the 
reticuloendothelial  system.  It  is  known  to  be 
a producer  of  red  blood  cells,  particularly  in 
the  embryo,  and  closely  concerned  with  the 
metabolism  of  blood  pigment.  In  adult  life 
its  hematopoietic  function  is  mainly  that  of 
production  of  lymphocytes  but  occasionally  it 
may  resume  its  embryonic  property  of  pro- 
ducing red  cells  and  polymorphonuclear  leu- 
cocytes. Its  hematoclastic  function  consists  of 
destruction  of  effete  red  cells  and  probably 
blood  platelets.  The  hemoglobin,  set  free  by 
the  destruction  of  red  cells  in  the  meshes  of 
the  splenic  pulp,  becomes  converted  into  in- 
termediate products  which  are  either  stored 
or  dispatched  to  the  liver  for  excretion  in  the 
bile.  Its  function  as  a destroyer  of  blood 
platelets  is  well  founded  because  in  diseases 
characterized  by  a great  diminution  in  blood 
platelets,  removal  of  the  spleen  is  followed 
by  their  reappearance  in  normal  numbers. 

The  spleen  also,  has  the  power  of  phagocy- 
tosis of  particulate  matter  and  a reservoir 
function.  The  blood,  in  its  sluggish  flow 
through  the  sinusoids  comes  into  intimate 
contact  with  the  phagocytic  cells  of  the  pulp 
and  these  exercise  the  most  important  action 
of  removing  organisms  and  other  foreign  or 
noxious  particles  present  in  the  circulating 
fluids.  Its  reservoir  function,  made  possible 
by  the  deposition  of  plain  muscle  fibres  in 
the  connective  tissue  of  the  capsule  and  trab- 
eculae, by  virtue  of  which  it  is  actively  expan- 
sile, enables  the  organ  in  health  and  at  rest 
to  contain  a large  fraction  of  the  total  blood 
volume — occasionally,  it  is  claimed,  as  much 
as  one-fifth — and  when  under  certain  condi- 
tions the  need  for  this  blood  arises  the  spleen 
is  able  to  expel  it  into  the  circulation.  In  this 
manner  the  spleen  responds  to  many  emer- 
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gencies  in  which  a sudden  great  increase  in 
the  circulating  red  blood  cells  is  required. 
Also  these  variations  in  size  serve  to  regulate 
the  degree  of  congestion  of  the  liver  and  ali- 
mentary canal  during  the  phases  of  digestion. 

The  spleen  has  a definite  effect  upon  the 
fragility  of  red  blood  cells.  The  red  cells  ex- 
pressed from  the  normal  splenic  pulp  are 
more  fragile  than  those  circulating  in  the 
blood  stream,  and  in  diseases  in  which  there 
is  excessive  fragility  of  the  circulating  red 
cells  it  is  found  that  removal  of  the  spleen  is 
generally  followed  by  a return  of  the  cells 
almost,  or  entirely,  to  their  normal  state. 

It  has  been  thought  that  the  spleen  may 
be  an  important  site  for  the  production  of 
antibodies.  Clinically  there  is  no  support  for 
this  theory  because,  apparently,  resistance  to 
infection  is  as  good  in  splenectomized  as  in 
non-splenectomized  patients. 

Following  splenectomy  there  is  a tempor- 
ary leucocytosis  and  anemia  of  the  secondary 
type.  The  blood  picture  usually  returns  to 
normal  in  a few  weeks  but  the  disturbance 
may  persist  for  months.  The  blood  platelets 
are  increased  and  the  fragility  of  the  red  cells 
is  decreased,  particularly  so,  if  before  opera- 
tion the  platelets  were  decreased  and  the 
fragility  of  the  red  cells  was  increased. 

One  of  the  most  valuable  effects  of  splen- 
ectomy, when  the  operation  is  done  for  dis- 
ease, is  purely  mechanical,  namely  that  of 
diminishing  the  total  amount  of  blood  pass- 
ing through  the  liver.  The  splenic  vein  in 
health  carries  about  one-fourth  of  the  portal 
blood  and  when  the  spleen  is  large  and  very 
vascular,  as  in  splenic  anemia  the  proportion 
transmitted  is  much  greater.  To  a liver  em- 
barrassed by  cirrhotic  changes  the  reduction 
of  the  portal  circulation  must  bring  great  re- 
lief. 

Anatomy:  The  spleen  in  its  normal  posi- 
tion is  in  the  left  hypochondrium.  It  is  cov- 
ered by  peritoneum,  the  folds  of  which  form 
bands  known  as  the  lienorenal  and  gastro- 
splenic  ligaments.  It  is  supported  from  be- 
low by  the  phrenocolic  ligament.  The  convex 
surface  of  the  spleen  fits  closely  under  the 


concave  surface  of  the  diaphragm.  It  is  in 
direct  contact  with  the  diaphragm,  stomach, 
kidney  and  colon.  It  is  freely  movable  on  its 
pedicle  and  is  adapted  to  great  change  in  posi- 
tion and  size.  Nature  has  so  placed  the  organ, 
composed  of  a friable  pulp  and  enclosed  in  a 
thin  fibrous  and  peritoneal  capsule,  in  a posi- 
tion where  it  is  partially  under  cover  of  rib 
protection.  This  protection  however  is  some- 
what lost  when  the  spleen  is  enlarged,  either 
from  disease  or  from  normal  engorgement 
associated  with  digestion. 

The  normal  spleen  besides  being  freely 
movable  is  protected  by  the  elasticity  and 
cushioning  effect  of  the  neighboring  viscera 
and  evidence  for  the  severity  of  the  violence 
required  to  produce  rupture  of  its  capsule  is 
to  be  found  in  the  frequency  with  which 
neighboring  structures  are  coincidentally  in- 
volved. It  is  logical  then  to  assume  that  the 
force  which  produces  uncomplicated  rupture 
of  the  normal  spleen  is  usually  sudden,  severe 
and  localized  to  the  splenic  region. 

Pathology  of  Trauma:  The  spleen  may 
rupture  completely  with  an  immediate  result- 
ant massive  hemorrhage.  The  bleeding  usual- 
ly varies  directly  with  the  extensiveness  of 
the  damage  to  parenchyma  and  capsule.  This 
group  presents  symptoms  of  intraperitoneal 
hemorrhage  immediately  following  the  in- 
jury. If  the  rupture  is  small  the  blood  may 
coincidentally  clot  therein,  while  the  patient 
is  in  a state  of  shock  with  a low  blood  press- 
ure. This  clot  may  arrest  the  hemorrhage, 
which  may  be  permanent,  with  the  patient 
recovering,  but  usually  when  shock  passes  and 
the  blood  pressure  rises  the  bleeding  is  re- 
newed with  a renewal  and  increase  in  symp- 
toms. Or  the  rupture  may  be  confined  to  the 
parenchyma,  the  capsule  remaining  intact, 
thus  giving  rise  to  the  formation  of  an  intra- 
splenic  or  subcapsular  hematoma.  The  spleen 
with  an  intrasplenic  or  subcapsular  hem- 
orrhage is  increased  to  three  or  four  times  its 
normal  size  and  the  tension  within  the  cap- 
sule becomes  great.  Many  of  these  capsules 
rupture  hours  or  days  after  the  initial  injury 
with  a resultant  rapid  massive  intraperitoneal 
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hemorrhage.  These  cases  are  spoken  of  as 
“delayed  rupture  of  the  spleen.”  The  major- 
ity of  delayed  ruptures  occur  three  to  nine 
days  after  the  initial  injury,  but  records  re- 
veal them  to  have  occurred  as  early  as  one 
hour  and  as  late  as  60  days. 

Mode  of  Injury:  Before  the  modern  use 
of  the  automobile  most  injuries  were  received 
by  blows  or  kicks  in  the  abdomen  or  falls  from 
a distance.  In  this  age  most  injuries  are  the 
result  of  automobile  accidents  and  rarely  is 
the  patient  able  to  relate  the  manner  in  which 
the  injury  was  sustained. 

Signs  and  Symptoms : The  most  constant 
symptoms  of  rupture  of  the  spleen  are  pain 
and  tenderness  in  the  left  hypochondrium. 
Pain  in  the  cardiac  area,  left  shoulder  and 
arm  is  present  in  at  least  1 5 per  cent  of  all 
cases  and  is  due  to  irritation  from  blood  on 
the  under  surface  of  the  diaphragm.  This 
pain  is  referred  through  the  phrenic  nerve  to 
the  third,  fourth  and  fifth  cervical  nerves. 
When  this  phenonemon  is  present  it  is  most 
important  to  rule  out  coronary  occlusion,  the 
differentiation  at  times  being  most  difficult. 
The  retroperitoneal  hemorrhage,  compar- 
able to  that  of  ruptured  ectopic  pregnancy, 
causes  a marked  irritation  of  the  peritoneum 
of  the  upper  abdomen  resulting  in  rigidity  of 
the  upper  left  rectus  muscle  and  extreme  ten- 
derness in  the  upper  left  quadrant.  An  early 
marked  leucocytosis,  with  a rising  count  each 
hour  precipitated  by  the  intraperitoneal  hem- 
orrhage, may  reach  20,000  to  25,000.  The 
Schilling  picture  shows  a moderate  shift  to 
the  left  in  the  first  hour  or  two,  after  which 
it  remains  stationary  or  recedes  toward  the 
normal.  Observation  of  the  Schilling  differ- 
ential reaction  may  be  of  some  value  in  dif- 
ferentiating between  the  irritation  of  the  peri- 
toneal cavity  due  to  hemorrhage  or  that 
caused  by  gastrointestinal  content  from  a per- 
forated viscus. 

The  total  red  blood  cell  count  and  hemo- 
globin percentage  are  not  influenced  imme- 
diately by  profuse  hemorrhage,  an  important 
fact  to  remember.  It  is  only  after  there  is  a 
restoration  of  the  total  blood  volume  that  a 


drop  in  the  total  red  blood  cell  count  and 
hemoglobin  percentage  occurs.  Naturally, 
such  restoration  takes  place  long  after  the  op- 
portune time  for  interference  in  cases  of 
severe  intraperitoneal  hemorrhage. 

The  pulse  rate  is  directly  proportional  to 
the  severity  of  the  hemorrhage.  With  mild 
hemorrhage  90  to  100  is  the  usual  rate;  with 
moderate  hemorrhage  115  to  130  and  with 
severe  hemorrhage  140  or  more. 

Dullness  to  percussion  may  be  noted  in  the 
splenic  area  if  the  hemorrhage  has  been  pro- 
fuse and  localized.  In  rapid  hemorrhage 
much  of  the  blood  may  find  its  way  to  all 
parts  of  the  abdominal  cavity,  particularly  to 
the  pelvis  and  right  loin,  only  a portion  re- 
maining in  the  left  loin.  Slight  if  any  dull- 
ness will  be  found  in  such  cases. 

Treatment:  The  ruptured  spleen  is  best 
treated  by  surgery.  If  one  suspects  internal 
hemorrhage  it  is  his  duty  to  explore  the  abdo- 
men at  once  and  this  cannot  safely  be  done 
unless  the  patient’s  condition  is  satisfactory 
for  surgery.  Shock,  associated  with  hem- 
orrhage is  best  treated  by  transfusion  of  blood, 
intravenous  administration  of  fluids  and  body 
heat. 

If  an  intrasplenic  or  subcapsular  hem- 
orrhage without  rupture  of  the  capsule  is  ex- 
pected, exploration  is  justified  so  that  delayed 
rupture,  with  the  immediate  dangers  of  acute 
concealed  hemorrhage  may  not  occur.  Splen- 
ectomy, always  the  operation  of  choice,  is  best 
done  with  the  patient  lying  upon  his  right 
side  with  kidney  rest  elevated,  so  that  the  in- 
testines and  stomach  will  tend  to  fall  away 
from  the  upper  left  abdomen.  A left  rectus 
incision  will  usually  suffice.  Recently,  I had 
to  add  a right  angle  extension,  three  to  four 
inches  long,  from  the  left  rectus  incision  in 
order  to  get  exposure  sufficient  for  splenec- 
tomy. 

A thorough  search  for  injury  to  other  ab- 
dominal viscera  must  be  made.  Complete  re- 
laxation is  absolutely  essential.  Adhesions  to 
the  diaphragm  may  be  encountered  and  must 
be  carefully  separated,  preferably  between 
ligatures.  If  this  is  not  possible  a hot  wet 
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pack  against  the  raw  surface  will  usually  suf- 
fice. The  spleen  must  be  delivered  from  the 
abdomen,  the  stomach  and  tail  of  the  pan- 
creas visualized  and  the  splenic  ligaments  and 
pedicle  carefully  ligated.  The  abdomen  is 
usually  closed  without  drainage  but  if  slight 
oozing  is  present  it  is  advisable  to  place  a 
cigarette  drain  into  the  splenic  fossa.  If  dam- 
age to  the  pancreas  is  suspected  the  gastro- 
colic omentum  should  be  opened  and  any 
damaged  area  of  the  pancreas  drained  through 
the  gastrocolic  omentum  and  abdominal  in- 
cision, otherwise  a pseudopancreatic  cyst  may 
occur.  A transfusion  of  blood  is  always  in 
order  and  may  be  the  principal  factor  in  ob- 
taining a smooth  convalescence  or  preventing 
a mortality. 

CASE  REPORT 

This  patient,  a male,  age  35,  was  struck  by  a 
car  about  6:30  p.  m.,  March  8,  1935,  while  walk- 
ing along  the  edge  of  the  highway.  The  car  knocked 
him  to  the  pavement  but  did  not  pass  over  his  body. 
He  was  at  once  removed  to  his  home  where  exam- 
ination revealed  a very  nervous  patient  apparently 
not  severely  injured.  He  had  several  bruises  on  his 
upper  and  lower  extremities.  The  right  ankle  was 
swollen  and  very  painful.  Suspecting  a fracture  of 
the  right  leg,  he  was  removed  to  the  hospital  where 
x-ray  revealed  a complete  fracture  through  thfe 
lower  one-third  of  the  right  fibula.  The  fracture 
was  in  good  position  and  a light  case  was  applied. 

The  next  morning  the  patient  complained  of 
soreness  in  the  upper  left  quadrant  just  under  the 
rib  margin.  Examination  of  the  chest  and  abdomen 
at  that  time  revealed  slight  rigidity  of  the  left  rectus 
and  slight  tenderness  in  the  upper  left  quadrant. 
There  was  no  evidence  of  trauma  either  to  chest 
or  abdomen.  The  following  day  March  10,  the 
tenderness  in  the  upper  left  quadrant  was  much 
improved.  On  March  11,  there  was  still  improve- 
ment, his  appetite  was  good  and  he  appeared  per- 
fectly normal.  On  March  12,  four  days  subsequent 
to  his  accident  he  was  permitted  up  in  a wheel  chair 
and  about  2:00  p.  m.,  two  hours  after  eating  a 
hearty  meal  he  was  suddenly  seized  with  a most 
severe  pain  in  the  cardiac  area  and  left  shoulder, 
referred  down  the  left  arm  to  the  elbow.  The 
pulse  was  100.  The  blood  pressure  110/80.  The 
house  physician  maintained  that  the  patient  had  had 
an  attack  of  angina  pectoris  and  administered  1/150 


gr.  of  nitroglycerin  and  two  1/4  grs.  of  morphia. 
Thirty  minutes  after  the  administration  of  the  nitro- 
glycerin, when  I saw  the  patient,  the  blood  press- 
ure was  20/0,  the  pulse  was  120  but  of  a fair 
volume.  He  was  covered  with  a cold  prespiration 
and  was  suffering  intolerable  precordial  pain  radiat- 
ing to  the  left  shoulder  and  left  arm.  The  left 
rectus  muscle  was  very  rigid  and  extreme  tender- 
ness was  present  in  the  upper  left  quadrant. 

Because  of  the  low  blood  pressure  two-thirds  gr. 
of  ephedrine  was  given  hypodermically  and  heat  ap- 
plied to  the  body.  Within  30  minutes  after  the  ad- 
ministration of  ephedrine  the  blood  pressure  had 
climbed  to  100/80  and  the  pulse  had  dropped  to 
100. 

Examination  of  the  heart  showed  it  to  be  of 
normal  size,  its  action  very  irregular  and  the  sounds 
free  from  murmurs.  A flat  x-ray  plate  of  the  chest 
was  entirely  negative.  The  diagnosis  rested  between 
coronary  occlusion  (which  the  history  and  age  of 
the  patient  did  not  favor)  and  an  acute  abdominal 
calamity,  either  delayed  perforation  of  the  intestine 
or  delayed  rupture  of  the  spleen. 

As  the  attack  passed  into  the  sixth  hour,  the  pulse 
was  110,  slightly  irregular  and  its  volume  good. 
The  precordial  and  upper  left  quadrant  pain,  radiat- 
ing into  the  left  shoulder  and  arm,  had  not  abated. 
The  patient  was  still  covered  with  a cold  prespira- 
tion and  was  slowly  getting  weaker.  The  upper 
left  quadrant  muscles  were  very  rigid  and  tender- 
ness in  the  upper  abdomen  was  extremely  marked. 

At  1 1 :00  p.  m.  a diagnosis  of  delayed  rupture  of 
the  spleen  was  made  and  immediate  operation  ad- 
vised. 

A series  of  blood  examinations  gave  the  following 
data.  At  4:30  p.  m. — hemoglobin  85  per  cent  R.  B. 

C.  4,360,000;  W.  B.  C.  15,150  neutrophiles— 8 1 

per  cent;  banded  forms — 19  per  cent.  Segmented 
forms  62  per  cent.  At  6:00  p.  m.  W.  B.  C. 
18,350;  neutrophiles — 89  percent;  banded  forms 
— 19  per  cent;  segmented  forms  70  per  cent.  At 
10:30  p.  m.  W.  B.  C.  19,900;  neutrophiles  71 
per  cent;  banded  forms — 13  per  cent;  segmented 
forms  58  per  cent. 

Operation:  The  abdomen  was  opened  by  a left 
rectus  incision.  The  abdominal  cavity  contained 
much  free  blood  and  several  large  clots  in  the 
splenic  region  which  presumably  were  irritating  the 
under  surface  of  the  diaphragm  and  responsible  for 
all  the  symptoms  of  phrenic  irritation.  This  patient 
had  an  unusually  long  chest  and  it  was  not  possible 
to  deliver  the  spleen  without  getting  more  exposure,  I 
which  was  obtained  by  making  a lateral  incision  ex- 
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tending  laterally  at  a right  angle  from  the  junction 
of  the  middle  and  lower  thirds  of  the  rectus  inci- 
sion. This  gave  excellent  exposure  and  a large 
lacerated  spleen  was  delivered  from  the  abdominal 
cavity,  the  pedicle  and  splenic  ligaments  ligated  and 
the  organ  removed.  The  abdominal  cavity  was 
thoroughly  cleaned,  the  operative  field  dried,  the 
stomach,  liver,  small  intestine,  pancreas  and  colon 
examined  and  the  abdomen  closed.  An  attempt  was 
not  made  to  autotransfuse,  but  1000  cc.  of  five  per 
cent  glucose  was  given  intravenously  during  the 
operation,  1000  cc.  the  following  morning,  and  to 
boost  the  patient  along  500  cc.  of  citrated  blood  was 
transfused  36  hours  after  operation.  His  recovery 
was  uneventful  except  for  a persistence  of  pain  in 
the  left  shoulder  for  five  days.  He  was  discharged 
21  days  after  operation. 

Pathological  Report  of  Dr.  Ivan  H.  Smith: 
“The  specimen  consists  of  a spleen  which  measures 
10  x 13x5  cm.  It  is  roughly  three  times  its  nor- 


mal size.  There  is  an  area  about  six  cm.  in  diameter 
over  the  upper  pole  which  has  been  stripped  of  its 
causple  and  is  covered  with  blood  clot.  Section 
shows  beneath  this  pole  an  occasional  solid  hard  clot 
deep  in  the  parenchyma.  This  indicates  a tissue  rup- 
ture which  is  filled  with  blood  that  has  extravasated 
beneath  the  capsule.” 

Diagnosis:  Rupture  of  the  spleen. 

Comment:  This  case  of  delayed  rupture 
of  the  spleen  illustrates  well,  how  closely  the 
symptoms  of  subdiaphragmatic  irritation 
from  intra-abdominal  hemorrhage  may  sim- 
ulate coronary  disease  and  is  reported  not 
that  it  is  so  unusual  but  to  recall  the  import- 
ance of  a correct  differential  diagnosis  in  cases 
recently  subjected  to  abdominal  or  thoracic 
trauma,  in  which  pain  in  the  cardiac  area  re- 
ferred to  the  left  shoulder  and  arm  is  the 
most  important  symptom. 


THE  ROLE  OF  THE  CIVILIAN  PHYSICIAN  IN  THE  PROGRAM 
FOR  NATIONAL  DEFENSE 


By  William  M.  Sheppe,  M.  D.* 
W heeling,  W.  V a. 


Tntroduction:  In  medieval  days  the  divid- 
ing line  existing  between  military  and  civil- 
ian doctors  was  very  poorly  defined.  The 
commanders  of  various  military  units  on  the 
eve  of  departure  for  the  field  of  action,  chose 
and  appointed  surgeons  to  care  for  them- 
selves and  for  their  respective  commands. 
The  appointee  was  usually  the  favorite  phy- 
sician or  intimate  friend  of  the  military  com- 
mander. This  custom  was  still  in  vogue  (at 
least  in  the  Confederate  Army)  during  the 
war  between  the  States.  The  duties  of  such  a 
medical  man  serving  with  armed  forces  were 
extremely  simple  and  consisted  principally  of 
the  care  of  wounds  sustained  on  the  field  of 
battle.  This  informal  arrangement  presents 
a sharp  contract  to  the  activities  of  the  highly 
developed  medical  corps  which  has  come  to 
play  so  important  a part  in  the  modern  mili- 
tary establishment.  It  will  be  our  purpose  in 

*Lieutenant-Commander  Medical  Corps,  U.  S.  Naval  Reserve. 


this  treatise  to  outline  briefly  ways  and  means 
by  which  the  civilian  physician  may  best  serve 
to  augment  and  expand  the  regular  medical 
personnel  in  case  of  a national  emergency. 

Inherent  Differences  Existing  Between 
Military  and  Civilian  Medical  Practice:  It  is 
the  belief  of  most  laymen  and  many  physi- 
cians that  any  well  trained  doctor  may  secure 
for  himself  an  attractive  uniform  (including 
spurs)  and  thus  ipso  facto  transform  himself 
into  a first-class  medical  officer.  This  con- 
clusion belongs  to  the  same  class  of  reason- 
ing which  creates  a national  army  overnight 
by  “a  million  embattled  farmers  springing  to 
arms.”  It  is  perfectly  true  that  the  basic  prin- 
ciples of  medicine  and  surgery  and  the  facts 
of  science  are  the  same  for  military  as  for 
civil  life.  Nevertheless  the  whole  environ- 
ment of  military  practice  is  so  different  from 
that  of  civilian  medicine,  the  methods  of  pro- 
cedure necessary  for  the  proper  functioning 
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of  a great  organization  are  so  different  from 
those  of  the  individual  physician,  the  dealing 
with  men  as  masses  and  as  soldiers  varies  so 
greatly  from  dealing  with  individual  sick 
civilians  that  even  the  most  efficient  and  well 
equipped  practitioner  might  easily  find  him- 
self almost  useless  unless  helped  to  fit  into 
the  military  machinery  and  trained  to  be  a 
member  of  the  team.  The  newly  created  med- 
ical officer  finds  that  he  must  develop  in  addi- 
tion to  his  basic  medical  and  surgical  knowl- 
edge a flair  for  sanitation  as  applied  to  camp 
and  barracks  which  far  exceeds  his  usually 
anemic  interest  in  “public  health  work”  as  it 
exists  in  civilian  life.  The  massing  of  men  to- 
gether in  time  of  war  necessitates  the  most  in- 
tensive practice  of  preventive  medicine ; a 
discipline  which  is  usually  overlooked  in  med- 
ical schools  and  which  is  not  secured  by  in- 
spirational ratiocination.  The  newly  com- 
missioned physician  must  acquaint  himself 
with  the  details  of  the  actual  tactical  handling 
of  medical  detachments,  medical  regiments, 
and  the  administration  of  dressing  stations, 
collecting  stations,  evacuation  and  other  hos- 
pitals in  the  zone  of  communication  and  in 
the  zone  of  the  interior.  Like  his  colleagues 
in  the  regular  army  he  must  have  a working 
knowledge  of  army  regulations,  medical  de- 
partment forms,  and  the  actual  handling  of 
field  equipment  pertaining  to  the  medical 
corps. 

No  other  service  is  as  widely  scattered 
throughout  the  entire  theater  of  war  as  the 
medical  service.  From  the  zone  of  the  in- 
terior to  the  firing  line,  personnel  of  the  med- 
ical department  are  in  direct  contact  with 
every  soldier.  Every  installation  in  rear  of 
the  combat  zone  and  every  tactical  unit  from 
army  to  company  or  troop  has  its  attached 
medical  personnel.  In  addition  the  medical 
service  operates  its  own  installations  for  sup- 
ply, evacuation  and  hospitalization  from  the 
combat  zone  to  the  zone  of  the  interior. 

“The  magnitude  of  its  responsibilities  is 
clearly  written  in  the  history  of  the  World 
War.  Over  7,000,000  men  were  examined, 
over  4,000,000  sick  and  wounded  were 


treated  in  military  hospitals  and  over  250,000 
evacuations  were  made  from  the  combat  area 
in  France.  The  medical  department  alone 
disbursed  over  $3 1 5,000,000.  The  medical 
department  included  at  the  date  of  the  arm- 
istice, 30,591  officers  of  the  Medical  Corps, 
2,929  officers  of  the  Sanitary  Corps,  4,620 
officers  of  the  Dental  Corps,  2,234  officers  of 
the  Veterinary  Corps,  21,480  members  of  the 
Army  Nurse  Corps,  281,341  enlisted  men 
and  10,695  civilian  employees;  an  aggregate 
of  373,890. 

“In  the  mobilization  plans  based  upon  the 
National  Defense  Act,  it  is  provided  that  for 
general  mobilization  10.5  per  cent  of  the  en- 
listed forces  raised  will  be  assigned  to  the 
medical  department  and  that  the  number  of 
officers  and  nurses  will  be  respectively  1.2 
and  0.8  per  cent  of  the  total  military  force. 
The  number  of  treatment  beds  to  be  prepared 
by  the  medical  department  in  a major  emer- 
gency is  fifteen  per  cent  of  the  strength  of 
the  forces  engaged.  These  figures  indicate 
that  the  medical  department  in  time  of  maxi- 
mum activity  may  be  in  control  of  approxi- 
mately twenty-seven  and  one-half  per  cent 
of  the  entire  military  force.  Based  on  a field 
force  of  4,000,000  men,  this  would  mean 
1,100,000  men  under  control  of  the  medical 
department,  or  more  than  the  entire  number 
of  troops  in  the  field  at  any  time  during  the 
Civil  War. 

“A  department  whose  officers  may  number 
one-eighth  of  all  officers  of  the  army  and 
which  in  full  swing  may  find  itself  actually 
in  control  of  one-fourth  of  the  entire  per- 
sonnel, may  well  consider  its  responsibility  to 
the  public  and  take  account  of  its  ability  to 
meet  its  expectations. 

“Something  more  than  medical  education 
and  medical  and  surgical  skill  are  required  to 
meet  these  administrative  responsibilities. 
Plans  laid  on  a knowledge  of  organization, 
administration  and  tactics  of  all  units  of  the 
military  establishment  are  necessary  for  the 
medical  department  to  make  an  adequate  con- 
tribution to  the  plans  for  the  national  de- 
fense.” ° 


tAugusty  1935 


The  West  Virginia  Medical  Journal 


369 


The  civilian  physician,  faced  with  the  nec- 
essity of  such  medico-military  service,  finds 
himself  in  the  dilemma  of  the  would-be 
stenographer  who,  on  applying  for  a position 
stated  that  she  was  “entirely  unfamiliar  with 
shorthand  but  would  be  willing  to  try  it.” 

The  Role  of  the  Medical  Corps  in  Time 
of  War:  The  position  of  the  medical  corps 
as  an  integral  part  of  the  modern  war  machine 
is  now  so  well  established  that  it  is  difficult  to 
realize  that  this  has  not  always  been  the  case. 
It  is  a matter  of  record1  that  Surgeon  Gen- 
eral Thomas  Lawson  struggled  for  years  to 
obtain  for  medical  officers  their  right  to  mili- 
tary rank  and  appropriate  uniform.  It  was 
not  until  the  year  of  1836  that  this  recogni- 
tion was  finally  obtained.  The  events  of  mili- 
tary history  have  gradually  but  surely  con- 
vinced students  of  this  subject  that  the  health 
of  the  troops  (or  the  lack  of  it)  has  often  in- 
fluenced the  conduct  of  military  operations 
and  has  not  infrequently  dictated  the  final 
result  of  a campaign.  It  is  of  little  use  to 
train  soldiers  if  large  numbers  of  the  trainees 
become  ineffective  as  the  result  of  disease. 
Casualties  produced  by  illness  represent  the 
same  liability  to  an  army  as  if  produced  by 
enemy  fire.  It  is  obviously  necessary  in  any 
war  plan  to  develop  a far-reaching  and  well- 
integrated  program  for  the  prevention  of  dis- 
ease and  the  prompt  rehabilitation  of  the  sick 
and  wounded. 

To  accomplish  this  mission  requires  an 
enormous  expansion  of  the  regular  medical 
corps  in  case  of  war.  The  personnel  of  the 
corps  consisting  of  400  to  500  medical  officers 
is  barely  able  to  meet  the  needs  of  the  regular 
army  in  time  of  peace.'  In  case  of  a national 
emergency  this  intensively  trained  and  effi- 
cient force  must  be  augmented  very  rapidly 
until  a total  of  approximately  25,000  officers 
is  reached. 

When  one  considers  the  immediate  needs 
relating  to  the  examination  of  recruits,  the 
medical  care  of  unseasoned  troops  and  prep- 
aration for  action  in  the  theater  of  operations 
it  is  apparent  that  the  regular  medical  corps 


can  devote  but  little  attention  to  the  training 
of  incoming  civilian  physicians.  The  absorp- 
tion of  this  large  untrained  group  has  been 
in  the  past  an  awkward  and  confusing  pro- 
cedure, wasteful  both  in  time  and  man 
power.  It  is  imperative  that  a reasoned  plan 
of  procedure  be  evolved  which  will  obviate 
previously  encountered  difficulties  and  allow 
the  civilian  physician  to  perform  his  appro- 
priate mission  in  the  military  scheme.  Before 
discussing  the  methods  by  which  this  objec- 
tive may  be  reached  let  us  consider  the  char- 
acteristics of  the  group  to  which  the  medical 
care  of  a large  army  must  be  entrusted. 

The  Source  of  Supply  of  Emergency  Med- 
ical Officers:  Great  strides  have  been  made 
in  the  professional  training  of  American  phy- 
sicians in  the  last  twenty-five  years.  Many 
undesirable  medical  schools  have  been  elim- 
inated with  a concomitant  strengthening  of 
the  remainder.  Insufficient  time  has  elapsed 
for  the  benefit  of  these  progressive  moves  to 
extend  to  the  entire  body  of  the  profession. 
There  are  still  many  men  in  active  practice 
today  who  received  an  inadequate  basic  train- 
ing from  schools  long  since  defunct,  and  who 
in  many  instances  were  unable  to  supplement 
this  training  by  more  than  very  brief  interne- 
ships.  It  is  obvious,  therefore,  that  the 
American  medical  profession  today  represents 
a rather  heterogeneous  group  from  the 
standpoint  of  training  and  ability.  In  addi- 
tion many  younger  graduates,  attracted  by 
the  supposed  easier  life  and  higher  fees  of 
the  specialist  have  entered  some  special  field 
with  insufficient  training  in  the  broader  as- 
pects of  medicine.  Having  traversed  the 
hazards  of  a state  board  examination,  the  ci- 
vilian physician  is  declared  by  the  law  of  the 
land  to  be  able  and  capable  to  treat  all  ail- 
ments of  the  human  race,  whether  medical 
or  surgical.  This  legally  established  paragon 
of  all  knowledge  is  then  free  to  progress  or 
retrogress  in  wisdom  and  judgment  without 
further  qualification  until  the  end  of  his 
active  career. 

The  very  circumstances  of  civilian  practice 
tend  to  encourage  individualism  of  the  most 
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extreme  type.  Methods  of  diagnosis,  and 
treatment,  be  they  sound  or  unsound,  rest  en- 
tirely in  the  hands  of  the  individual  practi- 
tioner. Nor  is  he  ordinarily  tolerant  of  ad- 
vice or  assistance  from  colleagues,  even  of  his 
own  choosing.  This  is  evidenced  by  the  brief 
existence  of  many  medical  partnerships  and 
so-called  “groups”.  By  training  and  tempera- 
ment the  physician  resists  all  efforts  at  corre- 
lation or  supervision  of  his  professional  activi- 
ties even  by  those  acknowledgedly  superior 
to  himself.  Although  liking  to  be  thought  of 
as  a progressive,  yet  he  fears  change  and  is  by 
nature  distrustful  of  any  scheme  requiring 
concerted  action. 

The  limitations  which  age  places  upon  the 
process  of  selection  of  medical  officers  from 
civilian  physicians  cannot,  of  course,  be  cir- 
cumvented. It  is  true,  however,  that  for  any 
particular  age  group  the  physical  status  of 
doctors  is  somewhat  below  the  average  of  the 
general  population.  The  civilian  practitioner 
is  much  inclined  to  neglect  his  own  health  as 
the  result  of  the  circumstances  forced  upon 
him  by  the  conditions  of  his  work.  He  is  called 
upon  to  spend  long  hours  on  duty  with  en- 
tirely inadequate  amounts  of  sleep.  His  ner- 
vous system  is  unable  to  relax  and  seek  recrea- 
tion as  he  realizes  that  he  may  be  called  upon 
to  go  into  action  at  any  moment.  His  health 
is,  so  to  speak,  at  the  mercy  of  his  clientele. 
The  pressure  of  economic  conditions  seldom 
allows  for  long  or  restful  vacation  periods. 
The  conditions  of  his  practice  often  render 
impossible  the  securing  of  regular  physical 
exercise. 

It  is  not  difficult  to  understand  from  the 
foregoing  statements,  the  reason  for  the  exist- 
ence of  confusion,  annoyance,  and  lack  of 
efficiency  which  marked  the  induction  into  the 
service  of  some  25,000  to  30,000  medical 
officers  in  1917  and  1918.  It  is  impossible 
to  take  a large  group  of  men  varying  tre- 
mendously in  training,  judgment  and  insight ; 
committed  irrevocably  to  a policy  of  extreme 
individualism  and  of  questionable  physical 
status  and  convert  this  group  overnight  into 
medical  officers  capable  of  fulfilling  numer- 


ous functions  of  the  medical  corps  in  time  of 
war. 

The  Military  Responsibility  of  the  Civilian 
Doctor:  The  physician  is  a member  of  the 
body  politic  and  he,  with  his  colleagues,  con- 
stitute an  important  and  potentially  powerful 
influence  in  the  structure  of  the  democracy. 
Although  his  professional  duties  are  often 
arduous  and  time-consuming  he  is  not  to  be 
excused  for  this  reason  in  fulfilling  the  basic 
duties  of  citizenship.  He  is  in  fact  more  than 
an  individual  unit  of  his  community  occupy- 
ing, as  is  usually  the  case,  a position  of  prom- 
inence and  respect  in  the  eyes  of  his  fellow 
townsmen.  His  responsibility  therefore  is 
two-fold.  Not  only  must  be  exert  his  in- 
dividual efforts  in  the  activities  pertaining  to 
good  citizenship  but  in  so  doing  he  establishes 
a proper  precedent  and  example  for  the  emu- 
lation of  his  less  prominent  neighbors.  The 
duties  of  citizenship  constitute  an  intelligent 
interest  in  the  selection  of  office  holders  best 
fitted  to  serve  the  public  interest  in  the  var- 
ious posts  of  municipal,  state  and  federal  gov- 
ernment. It  is  of  little  value  however  to  est- 
ablish a satisfactory  and  well  administered 
state  if  no  adequtae  means  of  defense  are  set 
up  to  assure  its  maintenance  in  uninterrupted 
peace.  It  has  been  truly  said  that  in  the 
present  state  of  development  of  civilization 
“the  strong  do  not  listen  to  the  weak.”  A 
world  power  which  is  lacking  in  power  is  in 
no  position  to  establish  or  enforce  the  prin- 
ciples of  international  justice,  fair  play  and 
freedom  of  thought  and  action.  Nor  can  po- 
tentially wealthy  America  be  considered  safe 
from  foreign  aggressions.  The  enormous  pro- 
gress of  the  past  twenty  years  in  methods  of 
transportation  has  nullified  our  previously 
existing  strategical  isolation.  Further  devel- 
opments tending  to  eliminate  the  factors  of 
time  and  space  will  undoubtedly  bring  us 
closer  to  our  overcrowded  and  possibly  jeal- 
ous neighbors.  We  are  thus  faced  with  the 
necessity  of  setting  up  an  adequate  system  of 
national  defense.  America  is  not  a military 
country  and  does  not  relish  the  idea  of  a mili- 
tary caste  system.  Large  regular  armies  com- 
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parable  to  those  of  our  European  neighbors 
are  uneconomical  and  foreign  to  American 
ideas  of  good  government.  The  only'  other 
alternative  is  the  development  of  a trained 
civilian  soldier  capable  of  functioning  in  an 
efficient  fashion  if  and  when  such  a need  may 
arise.  It  is  apparent  therefore  that  the  mere 
exercise  of  the  right  of  franchise  does  not 
constitute  the  sole  duty  of  the  American  citi- 
zen. He  must  be  ready  also  to  act  in  defense 
of  this  government  which  he  has  set  up  and 
which  he  maintains  by  financial  contribution 
in  the  form  of  taxes.  Although  he  may  not 
be  required  to  serve  as  a combatant,  the  duty 
of  the  civilian  physician  is  identical  with  that 
of  his  lay  compatriots.  He  must  prepare  him- 
self in  case  of  emergency  to  carry  out  with 
the  greatest  possible  efficiency  the  duties  of  a 
medical  officer. 

Fortunately  the  Medical  Reserve  Corps 
has  established  the  machinery  by  which  this 
objective  may  be  obtained.  There  is  required 
of  the  civilian  physician  only  a willingness  to 
do  his  part  as  a good  citizen  in  the  develop- 
ment of  military  preparedness  in  time  of 
peace  as  well  as  in  time  of  war.  This  peace- 
time preparation  involves  a number  of  factors. 
Physical  condition  is  a prerequisite  for  active 
duty.  The  physical  examinations  required  for 
appointment  and  reappointment,  the  transfer 
from  an  inactive  to  an  active  status,  etc.,  con- 
stitute a valuable  guide  to  the  individual’s 
physical  condition.  They  parallel  in  military’ 
life  the  campaign  for  annual  physical  exam- 
ination, spoken  of  so  highly  but  seldom  per- 
sonally practiced  by  civilian  physicians.  Many 
remediable  defects  are  thus  detected  and  cor- 
rected to  the  lasting  benefit  of  the  individual. 

The  correspondence  courses  devoted  to  the 
organization  of  the  army,  medical  corps,  ad- 
ministration and  other  related  subjects  pro- 
vide a painless  method  for  the  acquisition  of 
much-needed  information.  The  periods  of 
active  duty  provided  on  a voluntary  basis  fur- 
nish the  means  for  acquiring  much  additional 
training  and  the  practical  application  of  those 
facts  previously  studied.  The  temporary  of- 
ficer thus  learns  to  handle  recruits,  to  sep- 


arate the  fit  from  the  unfit,  and  to  apply  in 
the  field  the  rules  of  military  preventive 
medicine.  From  a purely  professional  stand- 
piont  the  medico-military  training  periods 
offered  at  several  medical  centers  from  time 
to  time  represent  a most  attractive  method  of 
instruction.  Therefore  there  can  be  no  excuse 
of  lack  of  suitable  opportunity  for  prepara- 
tion. 

The  training  activities  just  outlined  bring 
within  the  reach  of  every  physician  the  means 
by  which  he  may  fit  himself  to  be  of  actual 
and  immediate  service  to  his  country  in  time 
of  national  emergency. 

Conclusion:  We  have  attempted  to  out- 
line briefly  the  importance  of  the  medical 
corps  in  the  modern  military  machine  and  to 
point  out  some  of  the  differences  existing  be- 
tween military  and  civilian  medical  practice. 
The  necessity  of  transforming  large  numbers 
of  practitioners  into  relatively  efficient  med- 
ical officers  is  recognized.  The  composite 
personality  of  the  group  from  which  these 
officers  must  be  drawn  is  considered.  The  in- 
dividual responsibility  of  every  American 
physician  to  his  country  is  fixed  and  methods 
are  outlined  by  which  he  may  prepare  him- 
self to  discharge  this  responsibility. 

1.  Military  Surgeon,  “The  Days  Gone  By.’’  V.  74, 
No.  5,  p.  248. 

2.  Patterson,  R.  U. : The  Medical  Reserve  Corps  of 
the  Army.  Mil.  Surgeon,  V.  74,  No.  5,  p.  251. 

3.  Military  Medical  Manual.  First  Edition,  National 
Service  Publishing  Company,  Washington,  D.  C. 


“salts”  and  “crystals” 

On  behalf  of  a much  abused  public,  several 
widely  advertised  “salts”  and  “crystals”  are  thrust 
into  the  limelight  by  Dr.  Arthur  J.  Cramp  in  his 
article  “ ‘Salts’  and  ‘Crystals’  Quackery”  appearing 
in  the  July  Hyge'ia. 

The  crystals  quackery  is  largely  the  result  of 
imitativeness  on  the  part  of  nostrum  exploiters.  A 
“patent  medicine”  called  Crazy  Crystals,  which 
was  put  on  the  market  a few  years  ago,  was  bally- 
hooed  extensively  over  the  radio,  with  the  result 
that  the  self  dosing  public  was  made,  as  the  ad- 
vertising man  would  put  it,  “crystals  conscious.” 
Imitations  followed. 


372 


The  West  Virginia  Medical  Journal 


t August , 1935 


TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Tuberculosis  is  a serious  disease  in  infants 
but  even  they  usually  recover  from  primary 
complex  and  often  from  secondary  lesions. 
Older  children  do  very  well  when  properly 
handled,  if  the  diagnosis  is  made  early,  be- 
fore meningeal  or  serious  pulmonary  involve- 
ment. Abstracts  of  an  admirable  review  of 
tuberculosis  in  children,  by  Charles  Hendee 
Smith,  is  here  presented. 

Tuberculosis  in  the  Child:  Many  physicians 

think  that  all  children  are  infected,  and  that  so- 
called  “tuberculous  infection”  may  be  disregarded 
unless  “tuberculous  disease”  supervenes.  This  is  a 
most  dangerous  view  and  often  leads  to  neglect  of 
children  who  deserve  care.  Many  other  physicians 
do  not  realize  that  serious  tuberculosis  is  not  at  all 
rare  in  infancy. 

There  are  two  measures  of  the  incidence,  name- 
ly, the  tuberculin  skin  reaction,  and  the  death  rate. 
The  widespread  impression  among  physicians  that 
the  tuberculin  reaction  is  of  little  significance,  and 
that  practically  all  children  after  infancy  are  in- 
fected is  far  from  the  truth.  The  tuberculin  reac- 
tion gives  very  definite  information ; it  shows  that 
the  tubercle  bacillus  has  lived  and  grown  in  the 
child’s  body  and  has  given  off  something,  exciting 
a sensitivity  of  the  body  cells  to  tuberculin.  A posi- 
tive tuberculin  skin  test  does  not  tell  whether  the 
disease  is  active  or  not,  nor  whether  the  lesion  is 
tuberculous,  but  merely  that  the  individual  has  been 
infected  at  some  past  time. 

Of  the  skin  tests,  the  Mantoux  or  intracutaneous 
test  has  supplanted  all  others,  since  it  is  much  more 
reliable  than  the  Pirquet,  Moro,  or  Calmette  tests. 

The  death  rate  from  tuberculosis,  another  meas- 
ure of  incidence,  is  as  high  in  the  first  two  years 
as  any  year  until  early  adult  life.  It  falls  off 
rapidly  up  to  five  and  the  lowest  rate  is  from  five 
to  15,  after  which  there  is  a steady  rise.  Tuber- 
culosis is  often  a fatal  disease  in  infants,  but  rela- 
tively not  fatal  in  school  children.  The  clinical 
aspects  of  tuberculosis  are  different  in  infants  (up 
to  two  or  three)  and  in  older  children,  and  they 
need  separate  consideration. 

Infancy  Types:  In  infancy  the  primary  focus 
gives  few  physical  signs.  A transient  unexplained 
fever  and  perhaps  failure  to  gain  well  are  its  only 


symptoms.  In  fact  the  element  of  surprise  is  the 
predominant  note  in  nearly  all  infantile  tuberculo- 
sis. The  following  types  may  be  distinguished. 

1.  Tracheobronchial  adenopathy  of  large  ex- 
tent. Such  infants  usually  have  fever  and  do  not 
gain  well.  The  chest  shows  practically  no  signs. 
The  roentgen-ray  gives  a wide  supracardiac 
shadow,  often  rounded  outlines  on  one  side  or  both, 
suggesting  nodes. 

2.  Cases  of  “marasmus.”  There  may  be  a story 
of  feeding  difficulty,  but  many  infants  do  well  at 
first  and  then  begin  to  fail.  Routine  roentgen-ray 
should  be  done  on  all  such  patients  and  may  reveal 
definite  tuberculosis  in  the  lymph  nodes  or  wide 
dissemination,  or  even  large  cavities. 

3.  Cases  simulating  pneumonia.  Fever,  pros- 
tration, cough  and  physical  signs  of  consolidation 
or  with  crackling,  resonant  rfdes  at  the  bases  sug- 
gesting bronchopneumonia.  These  infants  may  be 
emaciated  but  are  often  fairly  well  nourished.  The 
roentgen-ray  shows  mottled  shadows  over  part  or 
all  of  the  pulmonic  fields,  indicating  bronchogenic 
disseminated  tuberculosis  or  localized  consolidation 
much  like  a lobar  pneumonia. 

4.  Unexplained  high  fever,  without  local  signs, 
often  turns  out  to  be  disseminated  pulmonary  or 
generalized  tuberculosis. 

5.  A final  group  includes  the  cases  which  are 
definitely  suspected  of  tuberculosis  from  the  outset. 

Physical  examination  of  the  lungs  is  often  most 
unsatisfactory  in  small  children.  The  stethoscope 
is  the  least  useful  instrument  at  our  disposal  in  the 
tuberculosis  seen  in  childhood.  The  roentgen-ray 
may  reveal  large  lesions  in  cases  where  no  signs 
whatever  can  be  elicited  either  before  or  after  see- 
ing the  film.  In  all  the  acute  and  exudative  forms 
of  tuberculosis  there  is  a leukocytosis. 

Older  Groups:  Older  children  with  a positive 
skin  test,  fall  into  the  following  groups: 

1 . Recent  infections  in  those  who  have  been  in- 
fected within  two  years  or  less,  that  is,  those  who 
have  a fresh  primary  complex. 

2.  Those  who  show  calcification  in  the  hilus 
region  of  the  lung,  perhaps  a calcified  primary 
focus  in  the  parenchyma. 

3.  Children  who  have  been  infected  more  than 
two  years  who  have  healed  their  lesions  by  resolu- 
tion and  show  no  calcification. 

4.  A few  who  have  definite  pulmonary  tuber- 
culosis. 

5.  A few  who  have  non-pulmonary  tuberculo- 
sis in  mesenteric  nodes,  cervical  nodes,  bones,  kid- 
neys or  skin,  etc. 
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It  is  important  to  determine  whether  the  disease 
is  active  or  not,  since  this  is  the  keynote  of  treat- 
ment. Constitutional  symptoms  are  more  signifi- 
cant than  rdentgen-ray  findings  or  physical  signs. 
The  better  way  is  to  test  the  children  first,  then 
rdentgen-ray  the  positive  reactors  and  in  addition 
seek  for  signs  of  activity  in  all , regardless  of  the 
roentgen-ray  findings. 

The  clinical  picture  of  activity  is  characteristic 
and  quite  obvious  to  a trained  observer.  The  symp- 
toms and  signs  are  few  but  added  together  should 
be  enough  to  arouse  suspicion  of  what  is  happening 
to  the  child.  Fever  is  an  almost  constant  sign  of 
activity;  that  is,  a rectal  temperature  which  rises 
above  1 00  nearly  every  day.  Temperatures  under 
100'  may  be  disregarded  in  childhood.  The  fever 
is  irregular,  rising  to  a different  level  on  different 
days.  The  highest  point  may  be  at  any  time  of  day 
or  even  in  the  middle  of  the  night.  The  great 
irregularity  is  characteristic. 

Failure  to  gain  weight  at  the  proper  rate,  (if 
due  to  malnutrition)  is  always  a suspicious  sign. 
No  other  disease  seems  to  exercise  so  prompt  an 
effect  on  the  nutrition  in  childhood.  Gain  in  weight 
may  occur  in  adults  with  advancing  lesions,  but  is 
rarely  seen  in  children.  There  is  often  secondary 
anemia. 

In  infancy,  fever,  loss  of  weight,  with  or  with- 
out persistent  signs  in  the  lungs,  should  suggest 
tuberculosis.  Of  course,  bone  disease  and  menin- 
gitis always  do  so.  A Mantoux  test,  the  rdentgen- 
ray  and  carefully  recorded  temperature  and  weight 
curves  are  necessary  to  complete  the  diagnosis. 

In  older  children,  failure  to  gain,  languor,  fati- 
gability, a low  transmission  of  the  tracheal  whisper 
and  hypertrichosis  are  suggestiye.  Phlyctenules, 
tuberculides  or  other  local  disease  may  be  the  first 
sign.  With  a positive  Mantoux,  fever  is  significant 
of  activity  even  with  a normal  rdentgen-ray. 

In  the  diagnosis  of  tuberculosis  three  questions 
should  always  be  kept  in  mind. 

First.  Has  the  child  been  infected  with  tuber- 
culosis? Answered  by  the  Mantoux  test. 

Second.  What  is  the  site  of  the  disease ? The 
answer  may  be  given  by  the  symptoms,  physical 
examination  and  rdentgen-ray  films.  All  of  these 
may  be  practically  negative,  but  in  this  event  the 
mediastinal  nodes  are  probably  the  site  of  the  dis- 
ease, since  they  are  involved  in  most  primary  in- 
fections, or  secondarily  to  some  degree  even  when 
the  primary  complex  is  elsewhere. 

Third.  Is  the  disease  active } stationary , or  cured? 


This  must  be  judged  by  general  symptoms,  fever, 
the  effect  on  the  nutrition  and  by  any  signs  or  symp- 
toms of  local  activity. 

Treatment:  The  treatment  of  children  with 

tuberculosis  is  based  on  the  same  principles  as  those 
used  in  adults.  If  there  are  no  local  or  general 
signs  of  activity  a child  should  lead  a normal  life 
with  somewhat  closer  watching  than  usual.  Activ- 
ity of  the  process  as  shown  by  fever,  failure  to  gain 
and  local  signs  of  activity,  demand  rest  until  all 
the  symptoms  have  entirely  disappeared.  The  diet 
is  important.  Children  do  not  take  food  nor  digest 
it  well  if  fed  too  often.  Milk  between  meals  or 
with  meat  meals  is  not  advisable  for  any  child. 

The  difficult  period  comes  when  a child  first 
begins  to  get  up.  As  soon  as  the  temperature  stays 
under  100  for  several  weeks,  if  he  is  up  to  nor- 
mal weight,  and  if  there  is  no  contraindication 
from  local  signs  of  activity,  he  may  be  allowed  up 
a little  at  a time,  but  with  care  to  avoid  over- 
exercise. The  effect  on  the  temperature  is  the  guide, 
as  in  adults.  If  the  temperature  again  rises  as  a 
result  of  activity  it  is  necessary  to  put  him  back  to 
bed  again  and  start  over  again. 

The  Tuberculosis  of  Childhood , Charles  Hendee 
Smith , Annals  of  Internal  Medicine , March , 1935. 


EYE  RETINA 

How  easily  the  retina,  that  magic  curtain  of  the 
eye,  may  become  damaged  or  destroyed  by  disease, 
is  described  by  Dr.  Hyman  Cohen  in  part  two  of 
“Eye  Diseases  in  Advanced  Age,”  chapter  XII  of 
“The  Eye  Book,”  which  appears  in  the  July 
Hygeia. 

The  retina,  with  its  hundreds  of  nerve  strands 
which  carry  the  sights  beheld  to  the  brain,  has  to 
serve  many  years  and  is  subject  to  all  the  commo- 
tions of  life,  the  misbehaviors  of  the  person  it  serves 
and  of  defaulting  organs  and  functions  here  and 
there  in  the  body. 

Syphilitic  retinitis  is  a scourge  of  advancing  years, 
although  it  may  develop  relatively  early  in  life. 
Treatment  with  arsphenamine  is  helpful. 

Hemorrhage  of  the  retina  occurs  mostly  in 
arteriosclerosis,  or  is  due  to  some  unusual  strain  and 
exertion  or  to  cardiac  disease. 

Glaucoma,  another  tragedy  of  later  life,  is  a fre- 
quent, extremely  serious,  painful,  long  lasting  and 
blinding  disease.  Nature  does  not  fail  to  give  warn- 
ing of  its  approach.  Such  symptoms  as  dimness  of 
sight,  colored  rings  about  lights,  a feeling  of  tension 
in  the  eye,  or  a headache  sharpening  into  pain  are 
danger  signals. 
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PRESIDENT’S  PAGE 

As  this  is  being  written,  there  is  a movement  on  foot  to  appropriate  in 
the  neighborhood  of  one-half  million  dollars  for  the  purpose  of  rehabil- 
itating several  thousand  men  who,  because  of  physical  disability,  are  on  the 
relief  rolls  of  the  West  Virginia  Relief  Administration.  The  purpose  of 
this  program  is  to  restore  as  many  as  possible  of  these  disabled  relief  clients 
to  useful  citizenship  so  that  they  can  be  removed  from  the  relief  roll. 

No  one  can  question  the  sincerity  of  the  Relief  Administration  in  spon- 
soring such  a program  in  West  Virginia.  If  the  program  is  properly 
handled,  with  sound  medical  advice  and  guidance,  it  should  be  productive 
of  splendid  humanitarian  results. 

In  connection  with  the  above-mentioned  program,  we  have  heard  the 
rumor  that  a number  of  hospitals  have  already  been  approached  on  the  sub- 
ject and  have  been  asked  to  submit  bids  for  the  surgical  work  and  the  hos- 
pitalization incident  to  the  rehabilitation  program.  If  that  is  true,  we  wish 
to  take  this  opportunity  to  caution  every  hospital  in  the  state  to  refrain 
from  bidding  on  this  surgical  work. 

If  the  hospitals  wish  to  enter  the  field  of  competitive  bidding  for  hos- 
pitalization, that  is  their  affair.  But  they  cannot  and  must  not  bid  for  the 
practice  of  medicine.  The  practice  of  medicine  belongs  to  the  licensed  phy- 
sicians and  surgeons  of  West  Virginia;  not  to  the  hospitals.  The  West 
Virginia  State  Medical  Association  will  protect  the  legal  rights  of  its  mem- 
bership against  any  abuse  of  this  nature. 

Let  me  say  here  and  now  that  the  organized  medical  profession  of 
West  Virginia  has  no  thought  of  “holding  up”  the  Relief  Administration 
on  surgical  fees  connected  with  the  proposed  rehabilitation  program.  If 
we  are  approached  on  this  matter,  our  duly  authorized  Medical  Relief  Com- 
mittee will  no  doubt  be  glad  to  confer  with  the  Relief  Administration  on 
the  medical  and  surgical  phases  of  the  program.  If  surgical  fees  are  agreed 
upon,  those  fees  will  be  available  to  all  doctors,  whether  they  are  hospital 
owners  or  in  the  private  practice  of  surgery. 

Perhaps  this  word  of  warning  is  not  necessary.  We  believe  that  most, 
if  not  all,  of  the  hospitals  in  the  state  have  little  desire  to  infringe  upon  the 
franchise  of  the  individual  doctor  to  practice  medicine  and  surgery.  My 
chief  reason  for  calling  this  situation  to  your  attention  is  because  of  the  dire 
necessity,  at  all  times,  of  separating  hospitalization  from  the  practice  of 
medicine.  Any  layman  can  open  and  maintain  a hospital  if  he  pays  his 
taxes.  Only  licensed  physicians  can  practice  medicine. 


President 
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WHAT  HO,  KENTUCKY? 

In  a recent  issue  of  the  Bulletin  of  the 
Kentucky  Department  of  Health  appeared  an 
article  about  the  venereal  disease  situation  in 
Lawrence  county.  The  town  of  Louisa,  direct- 
ly across  the  Big  Sandy  River  from  Fort 
Gay,  West  Virginia,  is  the  county  seat  of 
Lawrence  county.  According  to  the  article  in 
question,  efforts  to  stamp  out  venereal  dis- 
ease in  Louisa  were  without  avail  until  the 
s'ource  was  traced  to  Fort  Gay,  across  the  line 
in  our  good  state  of  West  Virginia. 

We  have  as  much  respect  for  the  venereal 
disease  situation  as  our  Kentucky  neighbors. 
We  suppose  our  problems  are  quite  similar. 
We  have  never  picked  any  flaws  in  the  Ken- 
tucky venereal  disease  program,  and  until 
the  recent  issue  of  their  Bulletin , we  never 
heard  of  Kentucky  picking  any  flaws  in  our 
venereal  disease  program.  We  always  man- 
aged to  get  along  like  good  neighbors  should. 
Hence  it  was  with  a feeling  of  considerable 
chagrin  that  we  encountered  the  article  above 
mentioned. 

Of  course  we  realize  that  the  widespread 
prevalence  of  any  disease  always  comes  in 
from  “outside.”  All  health  officers  agree 
upon  that  point.  But  here  in  West  Virginia 
we  consider  it  bad  policy  to  come  right  out 
in  the  open  and  designate  a particular  state 
as  the  source  of  supply.  We  always  blame 
our  venereal  disease  situation  on  “transients” 
and  “outsiders”  and  “floaters,”  and  let  it  go 
at  that.  We  are  very  particular  to  avoid  be- 
ing specific,  and  hence  we  are  able  to  main- 
tain friendly  relations  with  all  of  our  neigh- 


boring states.  Of  course  if  Kentucky  is  going 
to  start  calling  names,  all  the  rest  of  us  will 
simply  have  to  retaliate. 

We  are  going  to  swallow  our  pride  and 
overlook  the  Louisa-Fort  Gay  incident  for 
the  sake  of  harmony.  We  hope  our  Blue 
Grass  neighbors  will  take  the  hint.  Perhaps 
we  have  been  guilty  of  carrying  germs  over 
the  state  line  and  leaving  them  in  Kentucky, 
but  Kentucky  should  remember  that  we  have 
yet  to  complain  when  they  carry  Colonel’s 
commissions  over  our  state  line  and  leave 
them  in  West  Virginia. 


CORPORATE  MEDICINE 
We  congratulate  the  V est  Virginia  Public 
Health  Council  in  its  vigorous  stand  against 
the  corporate  practice  of  medicine  taken  at 
the  Clarksburg  meeting  on  July  9,  1935. 
The  Public  Health  Council  planned  imme- 
diate action  on  VTest  Virginia  corporations 
“practicing  medicine  for  profit.” 

The  Council  resolution  set  forth,  “Corpo- 
rations whose  major  interest  is  other  than  to 
care  for  the  sick  and  which  are  collecting 
funds  from  employees,  paying  a doctor  a 
small  salary  and  turning  the  balance  into  the 
corporation’s  profits,  truly  violate  medical 
practice  statutes  by  practicing  medicine  for 
profit  without  license  or  qualification.” 

It  was  stated  by  Dr.  Albert  H.  Hoge, 
Bluefield,  who  was  reelected  President  of  the 
Council,  that  court  action  will  be  started 
against  such  corporations  as  fast  as  evidence 
can  be  collected. 

The  action  of  the  Public  Health  Council 
followed  an  open  letter  on  the  subject  of 
“corporate  practice  of  medicine”  written  by 
Dr.  R.  H.  VTalker,  President  of  the  State 
Association,  which  was  published  in  the  July 
issue  of  the  Journal. 

Governor  Kump  recently  announced  the 
reappointment  of  Dr.  V7.  E.  Vest,  Hunting- 
ton;  Dr.  W.  C.  D.  McCuskey,  VTheeling, 
and  Dr.  S.  W.  Price,  Scarbro,  to  the  Public 
Health  Council.  Their  original  terms  ex- 
pired on  July  first. 
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A.  M.  A.  PROCEEDINGS 
A fairly  complete  summary  of  the  meet- 
ings of  the  House  of  Delegates  of  the 
American  Medical  Association  held  at  the 
annual  meeting  at  Atlantic  City  is  being  pub- 
lished in  this  issue  of  the  Journal.  In  ab- 
stracting these  proceedings,  we  have  left  in- 
tact all  resolutions  presented  at  Atlantic  City 
and  the  action  of  the  House  of  Delegates  on 
each  resolution.  We  are  also  publishing  the 
complete  reports  of  the  Judicial  Council,  the 
Board  of  Trustees  and  other  A.  M.  A.  bodies, 
together  with  their  recommendations. 

The  entire  proceedings  were  published  re- 
cently in  the  Journal  of  the  American  Med- 
ical Association.  We  urge  all  of  our  mem- 
bers who  failed  to  read  the  complete  report 
in  the  A.  M.  A.  Journal  to  study  the  ab- 
stracted proceedings  in  this  issue.  It  will  be 
necessary  to  carry  a portion  of  the  abstracted 
proceedings  into  our  September  Journal. 

THE  SCHOOL  OF  MEDICINE 
The  special  committee  appointed  to  inves- 
tigate the  facilities  for  the  school  of  medicine 
of  West  Virginia  University  at  Morgantown 
has  recently  completed  its  report  which  has 
been  submitted  to  the  University  Board  of 
Governors  with  comments  and  recommenda- 
tions. Of  chief  importance  was  the  desire 
of  the  Committee  to  maintain  the  Grade  A 
rating  of  the  American  Medical  Association 
and  to  expand  and  stabilize  the  school  of 
medicine  “so  that  ultimately  a medical  course 
culminating  in  the  conferring  of  the  degree 
of  Doctor  of  Medicine  may  be  offered.” 
The  report  of  the  special  committee  deals 
first  with  the  history,  location,  entrance  re- 
quirements and  curriculum  of  the  University 
and  the  school  of  medicine.  It  is  pointed  out 
that  the  University  has  successfully  func- 
tioned during  several  generations,  building 
up  creditable  standards  in  learning  and  tradi- 
tions, and  providing  the  young  people  of  the 
state  with  educational  facilities  on  a parity 
with  those  of  neighboring  states. 

The  school  of  medicine  was  founded  in 
1902  under  the  guidance  of  its  present  dean 


and  has  developed  until  today  its  faculty 
numbers  twenty-two.  Classes  are  held  in  the 
medical  building,  erected  in  1916,  and  in  the 
new  chemistry  building.  The  current  mini- 
mum requirements  for  entrance,  approved  by 
the  American  Medical  Association,  consist  of 
a four-year  high  school  course  and  65  hours 
of  college  wrork.  The  faculty  has  under  con- 
sideration the  advisibility  of  requiring  a de- 
gree for  entrance.  The  curriculum  offers  an 
approved  two-year  medical  course,  upon  suc- 
cessful completion  of  which  the  degree  of 
Bachelor  of  Science  in  Medicine  is  conferred. 
Thereafter  graduates  may  transfer  to  other 
medical  schools  offering  the  remaining  two- 
year  course  of  study  necessary  for  the  degree 
of  Doctor  of  Medicine. 

In  1914  a department  of  pharmacy  was 
established  within  the  medical  school.  There 
is  now  an  insistent  demand  in  the  premedical 
group  for  the  establishment  of  a four-year 
medical  school.  It  should  be  added  that  there 
is  also  a demand  for  a school  of  dentistry. 
In  the  premedical  group  there  are  in  excess 
of  20  students  preparing  for  dentistry,  all  of 
whom  must  seek  professional  schools  of  other 
states. 

The  report  points  out  that  graduates  of 
the  school  of  medicine  have  become  active  in 
medical  circles  in  all  sections  of  West  Vir- 
ginia and  in  many  other  states.  Eleven  pro- 
fessors in  other  medical  colleges  received 
their  preliminary  training  at  West  Virginia, 
as  well  as  many  physicians  who  have  achieved 
success  in  almost  every  line  of  medical  spe- 
cialization. 

The  report  includes  a zone  map  centering 
around  Morgantown  and  showing  available 
pathological  material  to  be  dissected  and 
studied,  which  the  report  claims  is  ample  for 
both  dissection  and  autopsies.  Substantiating 
this  statement  is  a table  showing  a patho- 
logical survey  over  the  area  adjacent  to  Mor- 
gantown. This  survey  shows  190  to  232 
autopsies  in  this  area,  together  with  3200 
gross  material  specimens.  A second  table 
shows  the  amount  of  general  hospital  activity 
in  the  area  contributory  to  the  school  of 
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medicine.  This  table  presents  a population 
of  296,575,  with  4,171  hospital  beds. 

The  report  points  out  the  special  advant- 
age of  the  University  school  of  medicine  in 
studying  causes  of  unusual  diseases  peculiar 
to  the  industrial  life  of  West  Virginia.  Sili- 
cosis is  cited  as  an  example.  The  report  fur- 
ther states  that  a properly  equipped  and  fi- 
nanced school  of  medicine  would  aid  mater- 
ially in  the  proper  study  of  our  own  public 
health  problems  in  this  state. 

Since  1906  the  school  of  medicine  has  grad- 
uated 705  students,  and  since  1914  the  de- 
partment of  pharmacy  has  graduated  1 1 6 
students.  Of  interest  is  the  fact  that  each  year 
the  school  of  medicine  receives  from  700  to 
1,000  letters  of  inquiry  regarding  admission. 
In  1932  there  were  352  applicants  of  whom 
80  were  admitted.  In  1933  there  were  59 
admissions  from  West  Virginia  and  21  from 
other  states.  In  1934  there  were  78  admis- 
sions from  West  Virginia  and  but  two  from 
other  states.  The  limited  enrollment  of  80 
is  due  to  the  lack  of  buildings,  equipment  and 
instructors.  West  Virginia  students  are  given 
preference.  Next,  students  in  the  premedical 
department  from  other  states  and,  finally, 
non-resident  students  from  other  colleges. 

The  yearly  tuition  is  $250  for  West  Vir- 
ginia and  $400  for  non-resident  students. 
Students  furnish  their  own  textbooks.  Meals 
and  lodging  range  from  $5.75  to  $8.00  per 
week. 

In  pointing  out  the  need  for  additional 
funds,  the  report  brings  out  that  additional 
money  will  strengthen  the  faculty,  provide  a 
new,  modern  and  adequate  medical  building, 
establish  a standard  four-year  course,  pro- 
vide adequate  equipment  and  take  care  of 
other  needs  as  they  arise  from  year  to  year. 

In  order  to  show  the  attitude  of  the  organ- 
ized medical  profession  of  West  Virginia,  the 
report  contains  the  resolution  adopted  by  the 
Association  at  Wheeling  and  published  in  the 
June  issue  of  the  Journal.  xA  resolution 
favoring  a four-year  course,  adopted  by  the 
premedical  students,  is  also  attached  to  the 
report. 


The  report  concludes  with  four  recom- 
mendations, as  follows: 

First:  That  the  present  American  Medical 
Association  Grade  A rating  of  the  school  of 
medicine  be  maintained,  so  that  its  students 
may  continue  to  enter  other  approved  schools 
with  full  credit. 

Second:  That  such  action  be  taken  as  will 
enable  the  school  of  medicine  to  correct  its 
present  deficiencies  and  to  enable  it  to  make 
a definite  working  agreement  with  some  ap- 
proved school  to  which  its  graduates  may  be 
accredited. 

Third:  That  activity  be  initiated  looking 
to  the  ultimate  establishment  of  a four-year 
medical  course,  and  the  granting  of  the  de- 
gree of  Doctor  of  Medicine. 

Fourth:  That  the  legislature  of  the  state 
be  urged  to  support  such  a program. 


APPENDICITIS  DECREASING 

Appendicitis  is  not  a new  disease.  According  to 
Dr.  Harold  B.  Wood  in  the  article  “That  Plaguy 
.Appendix”  in  the  July  Hygeia,  Peter  Lowe  wrote 
in  1612  that  Hippocrates,  the  founder  of  medicine, 
died  of  appendicitis  in  370  B.  C. 

The  present  name  of  the  disease  is  modern,  how- 
ever. For  centuries  abdominal  diseases  were  called 
the  iliac  or  colic  passion.  The  first  known  reference 
to  the  appendix  was  made  in  1522  by  Berengarius 
Carpus  who  is  believed  to  have  been  the  first  per- 
son to  practice  human  dissection. 

Today  the  death  rate  of  appendicitis  is  decreasing 
because  of  better  operative  technique  and  earlier 
calls  to  the  hospitals.  From  about  three  to  five  per 
cent  of  all  cases  terminate  fatally.  No  one  knows 
exactly  how  many  persons  die  of  the  disease,  be- 
cause published  records  include  not  only  deaths  from 
appendicitis  and  its  complications  but  also  deaths 
from  other  diseases. 

Cathartics  have  a damaging  effect  in  a case  of 
acute  appendicitis.  If  the  appendix  is  inflamed,  per- 
istalsis, or  the  churning  movements  of  the  intes- 
tines, only  adds  to  the  seriousness  of  the  condition, 
or  in  the  case  of  abscessed  appendix,  may  cause  the 
appendix  to  rupture.  Death  is  apt  to  follow  in  spite 
of  anything  a surgeon  can  do. 

The  best  treatment  for  appendicitis  is  early  ex- 
amination, careful  diagnosis  and  early  operation  in 
a hospital  in  the  vicinity. 
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COUNTY  SOCIETY  NEWS 


CENTRAL  WEST  VIRGINIA 
An  interesting  and  well-attended  meeting  of  the 
Central  West  Virginia  Medical  Society  was  held  at 
Webster  Springs  on  Saturday  evening,  July  27,  and 
was  featured  by  the  presentation  of  a symposium  on 
cancer  by  Dr.  R.  H.  Walker,  Dr.  B.  H.  Swint, 
Dr.  M.  Gillies,  Dr.  John  E.  Cannaday  and  Dr.  J. 
Ross  Hunter,  all  of  Charleston. 

Preceding  the  scientific  meeting,  dinner  was 
served  at  the  Oakland  Hotel  to  the  doctors  and 
their  wives.  In  addition  to  the  essayists,  a number 
of  other  guests  were  present  from  adjoining  counties. 

Eugene  S.  Brown,  Secretary. 

KANAWHA  COUNTY 
The  Public  Health  Committee  of  the  Kanawha 
Medical  Society  has  recently  reported  that  future 
examinations  of  city  food  handlers  would  be  made 
by  the  private  family  physicians  of  these  employees 
rather  than  by  the  city  health  department,  as  has 
been  the  custom  of  the  past.  The  new  plan  was 
worked  out  by  the  Committee  through  the  coop- 
eration of  Mayor  Dawson  and  Dr.  Hugh  B. 
Robins,  city  health  commissioners. 

I he  examination  of  food  handlers  is  for  cleanli- 
ness and  communicable  disease  only  and  a fee  of 
one  dollar  for  each  examination  was  approved  at 
the  June  18  meeting  of  the  society.  All  regularly 
licensed  physicians  have  been  approved  to  make 
these  examinations. 

The  K anawha  Medical  Society  has  also  reported 
the  restoration  of  examinations  of  school  teachers 
to  their  private  family  physicians.  Heretofore  these 
examinations  have  been  made  without  charge  by 
the  county  school  physician. 

P.  A.  Tuckwiller,  Secretary. 


PRESTON-MONONGALIA 

A most  interesting  and  well  attended  joint  meet- 
ing of  the  Preston  and  Monongalia  county  medical 
societies  was  held  at  the  Hopemont  Sanitarium  on 
the  afternoon  of  July  9,  with  Dr.  A.  V.  Cadden, 
acting  superintendent  of  Hopemont,  presiding. 
Approximately  100  physicians  from  adjoining  coun- 
ties were  in  attendance,  together  with  the  members 
of  the  Public  Health  Council  of  West  Virginia. 

I he  scientific  program  was  opened  at  2 o’clock 
p.  m.  by  Dr.  Sobisca  S.  Hall,  Fairmont,  with  a 
paper  on  “Treatment  and  Prognosis  of  Non- 


Tuberculous  Lung  Abscess.”  He  was  followed  by 
Dr.  Russell  S.  Wolfe,  Elkins,  with  a paper  on 
“Treatment  of  Laryngeal  Tuberculosis.”  Dr.  Rus- 
sell B.  Bailey,  Wheeling,  then  gave  a paper  on 
“General  Surgery  in  Tuberculosis.”  The  after- 
noon program  was  concluded  with  a paper  by  Dr. 
David  Salkin,  Hopemont,  on  “The  Non-Communi- 
cating Pulmonary  Cavity.” 

F'ollowing  the  afternoon  program,  dinner  was 
served  at  the  sanitarium  at  six  o’clock.  The  doctors 
then  returned  to  the  lecture  hall  where  Dr.  John 
Strieder  of  the  University  of  Michigan,  Ann  Arbor, 
gave  a paper  on  “The  Surgical  Treatment  of  Pul- 
monary Tuberculosis.” 

The  joint  meeting  of  the  Preston  and  Monon- 
galia societies  is  an  annual  affair  and  is  held  at 
Hopemont  each  year.  The  program  for  the  July  9 
meeting  was  recognized  as  one  of  the  best  sym- 
posiums of  its  kind  ever  presented  to  a group  of 
West  Virginia  doctors. 

FAYETTE  COUNTY 

Dr.  A.  A.  Shawkey  and  Dr.  Randolph  L.  An- 
derson were  the  scientific  essayists  at  the  July  16 
meeting  of  the  Fayette  County  Medical  Society 
which  was  held  at  the  Hill  Hotel,  Oak  Hill.  There 
was  a good  attendance  at  this  meeting  and  a most 
interesting  program  was  presented. 

Dr.  Shawkey  gave  his  paper  on  “Pyelonephritis 
in  Infancy  and  Childhood;  Etiology  and  Treat- 
ment with  Summary  of  Cases.”  Dr.  Anderson’s 
paper  was  on  “Injuries  of  the  Spinal  Column,  Old 
and  New.”  Dr.  George  Fordham  presided  and 
open  discussion  and  questions  followed  the  presenta- 
tion of  the  papers. 

F'ollowing  the  scientific  program  and  busmen 
session,  a Dutch  lunch  was  served  to  the  members 
and  guests. 

The  June  21  meeting  of  the  society  was  held  at 
Conley  Hall,  Montgomery,  and  was  called  to  order 
by  Dr.  George  Fordham,  president.  Dr.  John 
Royal  Moore,  surgeon  in  charge  of  the  Shriners’ 
Orthopedic  Hospital,  Philadelphia,  was  the  guest 
speaker  and  gave  a most  interesting  presentation  on 
“Congenital  Anomalies.”  Discussion  was  opened 
by  Dr.  C.  W.  Stallard,  Montgomery,  and  was  par- 
ticipated in  by  a number  of  the  members  present. 

Guests  of  the  society  at  this  meeting  were  a num- 
ber of  physicians  from  Kanawha  and  Cabell  coun- 
ties, together  with  a delegation  of  Shriners  from 
Beni  Kcdem  Temple,  Charleston.  The  business 
session  was  dispensed  with. 

Ralph  Hogshead,  Secretary. 
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CABELL  COUNTY 

No  scientific  program  was  arranged  for  the  July 
1 1 meeting  of  the  Cabell  County  Medical  Society. 
An  informal  meeting  was  held  in  the  Doctors’  Club 
at  the  Hotel  Pritchard  on  that  date  and  a social 
evening  was  enjoyed  by  the  members. 

Edwin  Matthews,  Secretary . 


OHIO  COUNTY 

The  fourth  annual  society  meeting  of  the  Ohio 
County  Medical  Society  was  held  at  the  Wheeling 
Country  Club  on  the  evening  of  June  27  with  an 
attendance  of  74  members  and  guests.  The  after- 
noon was  devoted  to  golf  and  prizes  were  distrib- 
uted to  the  winners  at  the  evening  banquet.  Among 
the  banquet  speakers  was  Dr.  Charles  G.  Morgan, 
Moundsville,  president-elect  of  the  West  Virginia 
State  Medical  Association. 

Following  the  dinner,  the  election  of  officers  for 
the  coming  fiscal  year  was  held.  Dr.  Russell 
Bond,  retiring  secretary  of  the  society,  was  elected 
President  to  succeed  Dr.  Ivan  Fawcett.  Dr.  Robert 
J.  Armbrecht  was  elected  vice  president,  Dr.  W. 
M.  Sheppe,  secretary,  and  Dr.  James  K.  Stewart, 
treasurer. 

W.  M.  Sheppe,  Secretary. 

OBITUARIES 


DR.  A.  J.  WHITE 

Dr.  A.  T.  White,  Charleston  physician,  suc- 
cumbed to  a long  illness  on  July  1,  1935.  He  was 
48  years  of  age.  He  moved  to  Charleston  from 
Fayette  county  in  1931  and  his  practice  was  limited 
to  eye,  ear,  nose  and  throat  work. 

Dr.  White  was  born  in  Mobile,  Alabama,  on 
March  15,  1887,  and  received  his  preliminary  ed- 
ucation at  the  University  of  Alabama.  He  received 
the  degree  of  Doctor  of  Medicine  at  Tulane  Uni- 
versity school  of  medicine  in  1915.  Following  his 
interneship  and  a year  of  postgraduate  work  at  the 
New  Orleans  Eye,  Ear,  Nose  and  Throat  hospital, 
he  was  connected  with  the  United  States  Steel  Cor- 
poration until  1921.  He  was  then  connected  with 
the  United  States  Public  Health  Service  at  Laredo, 
Texas,  until  1923,  when  he  began  the  practice  of 
his  specialty  at  New  Orleans.  He  later  practiced  in 
Chicago  until  his  removal  to  West  Virginia. 

Dr.  White  is  survived  by  his  widow  and  infant 
daughter,  Iris  Meigan;  one  daughter  by  a former 
marriage,  Lillian  White;  one  sister,  and  four 
brothers.  Funeral  services  were  held  at  Sissonsville, 


West  Virginia,  on  the  afternoon  of  July  3 and  in- 
terment was  made  in  the  Sissonsville  cemetery. 

Dr.  White  was  a member  of  the  Kanawha  Med- 
ical Society,  the  West  Virginia  State  Medical  Asso- 
ciation and  the  American  Medical  Association. 


dr.  c.  s.  l.  McCullough 

Dr.  Carlton  S.  L.  McCullough,  41  years  of  age, 
died  at  his  home  in  Steubenville  of  a heart  attack 
on  June  18,  1935.  Dr.  McCullough  practiced  both 
at  Steubenville,  Ohio,  and  Follansbee,  West  Vir- 
ginia, and  was  a member  of  both  the  Ohio  and 
West  Virginia  state  medical  associations.  His  West 
Virginia  membership  was  carried  thorugh  the 
Brooke  County  Medical  Society. 

Dr.  McCullough  was  graduated  from  the  Uni- 
versity of  Maryland  school  of  medicine  in  1923 
and  practiced  at  Steubenville  and  Follansbee  for  12 
vears,  until  his  death.  He  is  survived  by  his  parents, 
Dr.  and  Mrs.  C.  S.  McCullough  of  Oakdale, 
Pennsylvania,  one  son,  Carlton  S.  McCullough  III, 
one  sister,  and  three  brothers,  Dr.  William  Mc- 
Cullough and  Dr.  Clarence  McCullough  of  Wash- 
ington, Pennsylvania,  and  Dr.  Charles  McCul- 
lough of  Pittsburgh.  His  wife  died  in  December, 
1934. 


DR.  EDWARD  L.  ARMBRECHT 

Dr.  Edward  L.  Armbrecht,  65  years  of  age, 
died  at  his  residence  at  Wheeling  on  $he  morning 
of  July  10,  1935.  He  suffered  a heart  attack  on 
June  30  and  remained  in  a critical  condition  until 
his  death. 

Dr.  Armbrecht  was  prominently  identified  with 
important  medical,  educational  and  social  enter- 
prises both  in  Wheeling  and  in  the  state.  He  was 
a member  of  the  Wheeling  City  Council  at  the 
time  of  his  death  and  a former  member  of  the: 
board  of  education.  He  served  in  many  important 
positions  during  his  many  years  of  membership  in 
the  Ohio  County  Medical  Society  and  the  West 
Virginia  State  Medical  Association. 

Dr.  Armbrecht  was  born  in  Wheeling  in  1869 
and  received  his  early  education  there.  He  then 
attended  Western  Reserve  and  later  graduated 
from  the  Jefferson  Medical  College,  Philadelphia, 
in  1892.  Since  that  time  he  was  continually  en- 
gaged in  the  private  practice  of  his  profession  in 
Wheeling.  He  was  elected  to  the  board  of  educa- 
tion of  the  Wheeling  Independent  school  district  in 
1898  and  served  continuously  until  1933,  when 
the  new  school  unit  system  became  effective. 
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Surviving  Dr.  Armbrecht  are  his  widow,  five 
sons,  one  sister  and  one  brother,  all  of  Wheeling. 
The  sons  are  Dr.  Robert  J.  Armbrecht,  Dr.  Ed- 
ward C.  Armbrecht,  Harold  Armbrecht,  George 
Armbrecht  and  Carl  Armbrecht. 

At  a special  meeting  at  the  Ohio  Valley  General 
Hospital  on  July  12,  the  Ohio  County  Medical 
Society  adopted  resolutions  of  respect  and  condol- 
ence to  the  memory  of  their  departed  confrere. 


GENERAL  NEWS 


TUMOR  CLINIC  OPENED 

The  official  opening  of  the  Golden  Tumor 
Clinic,  sponsored  by  the  Davis  Memorial  Hospital 
at  Elkins,  was  held  at  the  Elkins  high  school  audi- 
torium on  July  10,  1935,  with  more  than  100 
physicians  in  attendance.  The  meeting  was  called 
to  order  and  presided  over  by  Dr.  13.  I.  Golden, 
superintendent  of  the  hospital. 

The  scientific  program  consisted  of  a symposium 
on  tumors  presented  at  the  afternoon  and  evening 
gatherings.  Essayists  for  the  afternoon  program 
were  Dr.  Charles  Geschickter,  Baltimore,  on 
“Tumors  of  the  Breast,  Their  Diagnosis  and  Treat- 
ment”; Dr.  Robert  Denison,  Harrisburg,  Pennsyl- 
vania, on  “Tumors  of  the  Lungs”;  Dr.  L.  Clar- 
ence Cohn,  Baltimore,  on  “Cancer  of  the  Breast, 
and  the  Newer  Conception  of  Preoperative  Irradia- 
tion”; Dr.  Louis  M.  Rosenthal,  Chicago,  on  “Re- 
cent Progress  in  the  Radiation  Treatment  of  Can- 
cer”; and  Dr.  Benjamin  Rice  Shore,  New  York 
City,  on  “The  Care  and  Cure  of  Cancer  Patients.” 

A banquet  was  served  to  the  visiting  doctors  and 
guests  at  6:45  o’clock  at  the  First  Presbyterian 
church  with  Dr.  W.  S.  Fulton,  Wheeling,  as  toast- 
master. Following  the  introduction  of  guests,  the 
essay  of  the  evening  was  presented  by  Dr.  George 
Pack,  of  New  York  City,  on  “Neoplasms  of  the 
Gastrointestinal  T ract.” 

The  scientific  program  arranged  by  Dr.  Golden 
was  said  to  have  been  one  of  the  most  interesting 
symposiums  of  its  kind  ever  held  in  the  state. 
Doctors  who  registered  their  attendance  at  the  open- 
ing of  the  Tumor  Clinic  included: 

S.  Warren  Bush,  R.  H.  Walker,  M.  Gillies, 
J.  E.  Coleman,  A.  L.  Morris,  W.  J.  Judy,  W.  G. 
Drinkwater,  T.  Martin  Goodwin,  R.  C.  Newman, 

A.  B.  Campbell,  M.  L.  Sherman,  J.  H.  Tonkin, 
A.  G.  Lanham,  H.  D.  Gunning,  C.  '1'.  Francis, 
C.  L.  Parks,  O.  L.  Hudkins,  S.  G.  Moore,  R.  J. 


Condry,  F.  K.  Lyon,  J.  E.  Corkrean,  F.  C.  War- 
ring, M.  F.  Wright,  Paul  P.  Warden,  D.  C.  Peck. 

W.  Scott  Smith,  F.  A.  Hieronimus,  Marshall  W. 
Sinclair,  Geo.  T.  Conley,  W.  B.  Richardson,  Roy 

B.  Miller,  Ralph  H.  Boice,  L.  J.  Parmesano,  W. 
J.  Leahy,  A.  Poole,  A.  M.  McGovern,  Donald  L. 
Butterfield,  Benj.  I.  Golden,  F.  K.  Ream,  C.  E. 
Smith,  T.  W.  Novak,  W.  J.  Connelly,  Howard  T. 
Phillips,  Mr.  Joe  Savage,  L.  M.  Rosenthal,  Benj. 

R.  Shore. 

George  T.  Pack,  C.  B.  Williams,  J.  Ross 
Hunter,  E.  F.  Gott,  J.  E.  Cannaday,  J.  L.  Bos- 
worth,  Angus  K.  Wilson,  A.  K.  Fidler,  W.  S. 
Fulton,  Karl  J.  Myers,  E.  R.  Cooper,  Glenn  Moo- 
man,  J.  B.  Grove,  H.  C.  Myers,  H.  W.  Rollings, 
L.  S.  Wornal,  E.  M.  Hamilton. 

C.  H.  Hall,  Everett  Walker,  Ralph  Hogshead, 

D.  M.  McVean,  W.  McHugo,  J.  K.  Bishop,  A.  F. 
Lawson,  C.  F.  Geschickter,  Robert  Denison,  C.  B. 
Rohr,  R.  P.  Good,  Moses  Paulson,  L.  Clarence 
Cohn,  Frank  V.  Langfitt,  D.  P.  Cruikshank,  R.  S. 
White. 

O.  L.  Perry,  Geo.  H.  Neale,  V.  H.  Kemper, 

S.  H.  Burton,  W.  P.  King,  Geo.  Snyder,  E.  H. 
Hunter,  C.  H.  Bankhead,  Balir  E.  Simons,  Harold 
A.  Conrad,  Frederick  H.  Barron,  B.  L.  Liggett, 
Eugene  B.  Wright,  Joe  Yost,  H.  H.  Yost,  G.  R. 
Miller. 

C.  S.  Stroud,  Chas.  G.  Morgan,  Geo.  F.  Evans, 
A.  W.  Milhoan,  B.  S.  Rankin,  J.  B.  Dodrill,  P. 

C.  Chenoweth,  D.  T.  Bond,  Harold  H.  Howell, 
G.  M.  Burton,  B.  L.  Page,  Wm.  K.  Kalbfleisch, 
Mr.  Chas.  Warner,  Thompson  Peaney,  Lemuel 
C.  McGee. 


PSYCHOLOGIC  RESEARCH 

The  infant  has  become  the  center  of  attention  in 
the  field  of  psychologic  research.  Flic  study  is  based 
primarily  on  observation,  according  to  Dr.  Orvis  C. 
Irwin  in  an  article  “Infancy:  A Frontier  of 
Science,”  appearing  in  the  June  Hyge'ta. 

File  first  general  problem  in  the  study  of  be- 
havior concerns  the  infant’s  reactions  at  birth;  the 
second  general  problem  arises  with  the  transforma- 
tion of  the  infant’s  reactions  from  month  to  month. 

Only  a beginning  has  been  made  toward  the. solu- 
tion of  these  problems.  The  study  of  infancy  has  not 
yet  achieved  the  status  of  a highly  developed  science. 
Rather  it  constitutes  a new  scientific  frontier  beyond 
which  lie  vast  untapped  possibilities  for  research. 


hi  gust,  1935 


The  West  Virginia  Medical  Journal 


381 


PROCEEDINGS  OF  THE  ATLANTIC  CITY  SESSION 


Minutes  of  the  Eighty-Sixth  Annual  Session  of  the  American  Medical  Association, 
Held  at  Atlantic  City,  June  10-14,  1935 


, HOUSE  OF  DELEGATES 

Monday,  Morning , June  10 — The  House  of 
Delegates  convened  in  the  Renaissance  Room  of 
the  Ambassador  Hotel  and  was  called  to  order  at 
10  a.  m.  bv  the  Vice  Speaker,  Dr.  N.  B.  Van  F.tten. 

A preliminary  report  of  the  Reference  Com- 
mittee on  Credentials  was  submitted  by  the  chair- 
man, Dr.  J.  I).  Brook,  Michigan,  who  reported 
that  1 14  delegates  with  proper  credentials  had  regis- 
tered. 

The  Vice  Speaker  declared  that  the  signed  at- 
tendance slips  would  constitute  the  roll  of  the  House 
for  the  morning. 

Report  of  the  Secretary : Dr.  Olin  West  pre- 

sented his  report  as  Secretary,  which  was  referred 
to  the  Reference  Committee  on  Reports  of  Board 
of  Trustees  and  Secretary. 

Dr.  J.  H.  J.  LTpham,  Chairman  of  the  Board  of 
Trustees,  presented  the  report  of  the  Board  of 
Trustees,  which  was  referred  to  the  Reference 
Committee  on  Reports  of  Board  of  Trustees  and 
Secretary.  He  submitted  the  following  supple- 
mentary statement:  At  the  last  session  in  Cleve- 
land, the  House  of  Delegates  instructed  the  Board 
of  Trustees  to  carry  on  correspondence,  or  to  ask 
for  details  in  regard  to  the  attempt  made  by  the 
American  College  of  Surgeons  at  that  time  to  dom- 
inate and  control  medical  practice.  Through  the 
Secretary,  the  Board  of  Trustees  has  carried  on 
correspondence,  but  owing  to  the  recent  changes 
that  have  occurred  the  Board  of  Trustees  suggests 
that  this  matter  be  continued  for  the  time  being. 

Dr.  George  E.  Follansbee,  Chairman  of  the 
Judicial  Council,  presented  the  following  report  of 
the  Judicial  Council,  which  was  referred  to  the 
Reference  Committee  on  Reports  of  Officers: 

To  the  Members  of  the  House  of  Delegates  of 
the  American  Medical  Association: 

Contrary  to  what  might  be  expected,  the  amount 
of  work  coming  before  the  Judicial  Council  during 
the  past  year  has  not  increased  over  former  years. 
This  might  be  due  to  the  clarification  of  the  Prin- 
ciples of  Medical  Ethics  accomplished  by  the  House 
of  Delegates  at  the  1933-1934  sessions,  giving  a 
better  understanding  of  the  principles  and  a more 
active  application  of  them.  But  one  meeting  since 


the  last  annual  session  has  been  necessary  to  care 
for  the  routine  activities,  which  consisted  almost 
entirely  of  questionable  applications  for  Fellowship 
and  complaints  of  unethical  situations  in  hospitals. 

It  is  a practice  in  a few  constituent  associations 
to  admit  to  membership  in  the  state  association  ( 1 ) 
physicians  who  are  non-residents  of  the  state  and 
therefore  not  members  in  any  component  society  of 
the  state,  or  (2)  physicians  resident  in  the  state  who 
for  some  reason  are  not  members  of  the  county 
society  where  they  live  or  practice.  Such  a pro- 
cedure is  reprehensible  in  a democratic  organization 
such  as  the  American  Medical  Association.  Mem- 
ber-hip in  the  state  association  and  Fellowship  in 
the  American  Medical  Association  without  mem- 
bership in  a component  county  medical  society  ex- 
tends special  privileges  not  open  to  other  members 
in  the  state  or  the  general  Fellows  in  the  American 
Medical  Association.  The  theory  on  which  the 
American  Medical  Association  is  built  arises  from 
the  broad  basis  of  the  county  medical  society,  all  of 
whose  members  are  members  of  the  state  associa- 
tion and  the  national  body,  and  all  of  whom  have 
definite  responsibilities  for  maintenance  of  the  en- 
tire organization.  There  should  be  no  privileged 
group  to  enjoy  the  advantages  presented  by  the 
higher  bodies  without  supporting  the  lower  body, 
which  makes  the  higher  bodies  possible.  The  con- 
stitution of  the  Association  states  that  “members  in 
good  standing  of  the  constituent  association  are  the 
members  of  the  American  Medical  Association, 
subject,  however  to  the  provisions  of  the  by-laws 
regarding  members.”  Nowhere  does  the  constitu- 
tion or  the  by-laws  state  that  membership  in  a com- 
ponent society  is  essential  to  membership  in  the  state 
society,  though  the  intent  is  clear  in  the  by-law 
covering  membership  and  Fellowship  in  the  Amer- 
ican Medical  Association  on  transfer  of  residence 
from  one  state  jurisdiction  to  another.  Membership 
in  two  state  associations  is  as  inconsistent  as  being  a 
voter  in  two  states  or  two  congressional  districts. 
Furthermore,  representation  in  the  House  of  Dele- 
gates is  based  not  on  the  number  of  members  in  the 
county  societies  of  the  states  but  on  the  number  of 
members  in  the  state  association.  A state  associa- 
tion that  carries  on  its  membership  roll  non-members 
of  the  component  societies  may  very  possibly  have 
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an  unjustified  representation  in  the  House.  In  the 
opinion  of  the  Judicial  Council,  membership  in  a 
component  society  should  absolutely  be  essential  to 
membership  in  a state  association. 

The  Judicial  Council  in  the  past  has  made  recom- 
mendations to  the  House  of  Delegates  which,  by 
their  recognition  and  adoption  throughout  the  con- 
stituent associations,  have  resulted  in  improved  con- 
ditions under  which  medical  service  is  made  avail- 
able to  the  public.  Reference  especially  is  made  to 
discussions  and  pronouncements  regarding  all  forms 
of  contract  practice,  whether  by  individual  or 
grouped  physicians,  hospitals,  dispensaries,  teaching 
institutions,  or  insurance  or  industrial  companies. 
Much  remains  to  be  accomplished,  but  the  course 
has  been  clarified  and  more  complete  progress  awaits 
only  the  appropriate  action  of  the  chosen  repre- 
sentatives of  our  county,  state  and  national  medical 
organizations. 

As  the  direct  result  of  medical  society  endeavors 
to  cultivate  public  understanding  of  the  declared 
purposes  of  such  societies  in  relation  to  sickness  pre- 
vention and  sickness  service,  public  interest  in  them 
has  been  enormously  increased  in  the  past  five  years. 
Discussions  formerly  confined  to  medical  society 
programs  and  publications  have  become  public  prop- 
erty, and  in  the  public  press  economic,  social  and 
legislative  problems  having  health  features,  whether 
such  problems  are  of  local  or  of  national  interest, 
are  generally  acknowledged  as  the  responsibility  of 
the  medical  profession.  With  this  widening  recog- 
nition, however,  has  come  a growing  convergence 
of  public  attention  on  the  motives  and  the  profes- 
sional activities  of  the  members  of  our  profession, 
and  it  is  to  the  disciplinary  responsibility  of  com- 
ponent societies  for  the  ethical  conduct  of  their 
members  that  the  Judicial  Council  wishes  to  call 
attention  at  this  time. 

Public  confidence  in  our  avowed  declarations  for 
medical  control  over  things  medical  cannot  be  suc- 
cessfully cultivated  or  maintained  unless  we  exclude 
or  remove  from  the  ranks  of  our  organized  pro- 
fession those  who  ignore  our  ethical  code,  especially 
as  it  applies  to  the  true  professional  spirit  in  our  re- 
lations with  each  and  every  patient.  It  is  apparent 
that  the  very  democracy  of  our  existing  set  up  may 
become  involved  unless  our  county  and  state  so- 
cieties rapidly  develop  to  meet  adequately  local  sit- 
uations arising  from  the  professional  activities  of  a 
small  but  thoughtless  or  indifferent  proportion  of 
members.  If  the  societies  will  not  exercise  their 
prerogative  or  discharge  their  duties  in  this  connec- 
tion, will  it  become  advisable  to  extend  the  dis- 


ciplinary functions  now  resting  in  the  county  society 
to  the  state  association  and  possibly  to  the  national 
administration?  History,  tradition  and  our  con- 
stitution stand  for  local  control,  but  the  public  policy 
of  our  Association  has  become  such  that  we  cannot 
turn  back  from  it  and  ethical  problems  of  major 
importance  are  pressing  for  solution. 

In  general,  the  Principles  of  Medical  Ethics  are 
accepted  as  a guide  in  professional  relations  and  are 
intelligently  and  faithfully  followed  by  a large  ma- 
jority of  the  profession.  There  are,  however, 
more  or  less  isolated  instances  in  which  this  is  not 
true.  The  delinquents  comprise  individuals, 
groups  and  institutions.  Solicitation  of  patients, 
particularly  in  industrial  practice;  unfair  competi- 
tion by  clinics  and  groups,  and  unethical  and  un- 
lawful practice  of  medicine  by  hospitals,  dispen- 
saries, insurance  companies  and  universities  are  ex- 
amples. 

Ordinarily  under  present  by-laws  of  county, 
state  and  national  associations  procedure  to  correct 
an  unethical  practice  must  be  instituted  in  the  county 
medical  society  by  the  preferring  of  charges,  which 
in  practice  is  left  to  some  individual  who  feels  ag- 
grieved. Few  individuals  feel  it  their  personal  re- 
sponsibility to  prosecute  a breach  of  ethics  that  af- 
fects them  personally  but  little  but  which  may  affect 
the  profession  of  medicine  in  a major  degree.  The 
institution  of  charges  by  an  individual  in  such  cases 
of  general  concern  might  very  probably  in  manv 
instances  amount  to  professional  suicide,  and  seldom 
does  any  individual  desire  to  place  himself  on  his 
own  initiative  in  the  position  of  prosecutor  for  the 
benefit  of  the  profession  as  a whole  and  bring  on 
himself  the  unfriendliness  and  antagonism  of  col- 
leagues often  in  influential  positions.  Numerous  are 
the  complaints  against  the  situation  cited  and  many 
are  the  demands  that  medical  organization  correct 
for  its  members  that  which  medical  organization 
has  pronounced  unethical  and  harmful  and  which 
the  members  cannot  correct  for  themselves.  Last 
year  the  House  of  Delegates  amended  its  Principles 
of  Medical  Ethics  so  clearly  that  there  can  be  no 
misunderstanding  of  the  conditions  mentioned;  but 
the  present  method  of  procedure  of  preferring 
charges  makes  the  pronouncement  ineffective. 

The  problem  is  similar  to  law  enforcement  in 
local  communities,  states  and  the  nation.  If  in 
enforcement  of  the  law  the  institution  of  proceed- 
ings were  left  to  the  voluntary  action  of  an  in- 
dividual, personal  animus  would  be  the  controlling 
motive  and  only  minor  infractions  would  be  hand- 
led. Society  has  found  that  it  needs  a system  rep- 


August  , 1935 


Tm  West  Virginia  Medical  Journal 


383 


resenting  society  as  a whole,  of  grand  jury  investi- 
gation and  indictment,  a public  prosecutor,  and  an 
impartial  court  with  the  right  of  appeal  to  higher 
courts.  Medicine  in  this  age  needs  a similar  sys- 
tem for  enforcement  of  its  ethical  and  economic 
principles.  Such  a system  of  medical  jurisprudence 
is  needed  most  and  would  be  applicable  in  the  larger 
county  medical  societies.  The  body  bringing  the 
indictment  and  the  prosecutor  would  lose  their  per- 
sonal identity  in  their  representation  of  the  medical 
profession  as  a whole,  and  no  stigma,  but  rather 
honor,  would  attach  to  them. 

It  might  be  advisable  to  extend  the  origination 
of  charges  in  some  situations  manifestly  too  great 
for  the  county  society  to  handle  to  the  state  asso- 
ciation and  possibly,  in  rare  instances,  to  the  na- 
tional organization.  There  rarely  would  be  in- 
fractions of  such  magnitude  that  the  national  asso- 
ciation and  seldom  that  the  state  associations  should 
be  the  originator  of  any  action  toward  discipline. 
If  and  when  the  House  of  Delegates  sees  fit  to  ex- 
tend original  jurisdiction  in  matters  of  discipline  to 
the  national  organization,  the  Judicial  Council  sug- 
gests that  it  should  have  the  duties  and  powers  now 
conferred  on  it  but  it  should  not  at  any  time  be 
placed  in  an  ex  parte  position.  In  those  instances 
of  abuse  of  such  nature  or  such  magnitude  as  to 
warrant  national  rather  than  state  or  county  in- 
stitution of  proceedings,  there  should  be  some  other 
body,  either  now  in  existence  or  created,  to  act  as 
grand  jury  to  investigate  and,  if  deemed  proper, 
prepare  an  indictment  against  the  accused.  In  case 
of  indictment,  the  Board  of  Trustees  should  assign 
the  prosecution  to  some  one  of  their  choice  and  the 
case  should  be  tried  before  the  Judicial  Council, 
which  under  such  procedure  w’ould  not  be  under 
suspicion  of  prejudice. 

The  Council  wishes  to  be  distinctly  understood 
that  it  is  suggesting  no  infringement  on  or  release 
from  responsibilities  now  residing  in  the  component 
county  medical  societies.  On  the  contrary,  its 
idea  is  to  assist  and  complement  those  societies  in 
performance  of  the  duties  now  imposed  on  them 
and  to  supplement  their  activities  by  methods  ap- 
plicable to  conditions  and  situations  too  general  or 
too  large  to  be  handled  within  their  limited  juris- 
diction. We  commend  to  the  House  of  Dele- 
gates the  urgency  of  prompt  and  firm  action  by 
all  component  societies  in  enforcement  of  the  pro- 
visions of  the  Principles  of  Medical  Ethics  that  will 
support  the  growth  of  public  confidence  in  the  sin- 
cerity of  our  avowTed  ethical  principles. 


Some  of  the  common  causes  of  complaints  could 
probably  be  controlled  by  a closer  coordination  be- 
tween the  various  councils,  particularly  the  Council 
on  Medical  Education  and  Hospitals  and  the  Judi- 
cial Council.  'The  Judicial  Council,  by  the  con- 
stitution, is  the  final  authority  on  ethics.  Medical 
ethics  follows  every  member  of  the  American  Med- 
ical Association,  whether  in  a hospital,  a univer- 
sity, a clinic,  or  not.  While  the  member  in  such 
institution  is  subject  to  the  ethics  of  the  profession, 
the  institution  itself  as  an  entity  is  not,  but  through 
the  Council  on  Medical  Education  and  Hospitals 
sufficient  oversight,  persuasion  and,  if  needed,  press- 
ure can  be  brought  to  accomplish  what  the  doctors 
in  such  institutions,  as  individuals,  cannot.  With 
such  cooperation  between  the  two  councils  and  such 
enforcing  organization  as  has  been  suggested,  many 
harmful  and  obnoxious  practices  now  existing  would 
cease  and  others  not  now  presenting  any  large  prob- 
lem would  be  prevented.  The  Principles  of  Med- 
ical Ethics,  while  followed  by  the  large  majority  of 
the  profession,  are  looked  on  only  as  a theory  by 
some  in  the  profession  and  considered — if  consid- 
ered at  all — by  many  not  in  the  profession  as  simply 
a uniform  to  be  worn  while  “on  parade.”  When 
people,  laymen  as  well  as  members  of  our  profes- 
sion, realize  that  the  Principles  of  Medical  Ethics 
are  the  basic  principles  of  honest,  fair  dealing  and 
that  their  observance  is  necessary  to  the  best  inter- 
ests of  the  whole  people,  laymen  as  -well  as  the  mem- 
bers of  the  profession,  medical  practice  wdll  have 
taken  a long  step  upward,  medicine  will  have  more 
dignity  and  authority,  and  people  will  be  better 
served. 

Respectfully  submitted. 

George  Edward  Follansbee,  Chm. 
Walter  F.  Donaldson, 

Edwin  P.  Sloan, 

John  H.  O’Shea, 

Emmett  P.  North, 

Olin  West,  Secretary  ex  officio. 


General  Merritte  W.  Ireland,  Washington,  D. 
C.,  presented  the  report  of  the  Council  on  Medical 
Education  and  Hospitals,  which  was  referred  to  the 
Reference  Committee  on  Medical  Education. 

General  Ireland,  in  behalf  of  the  Council  on 
Medical  Education  and  Hospitals,  then  presented 
the  following  resolution,  which  was  referred  to  the 
Reference  Committee  on  Medical  Education: 
Whereas,  The  training  of  interns  is  one  of  the 
most  important  phases  of  medical  education  for 
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which  the  responsibility  must  rest  with  hospitals 
rather  than  with  medical  schools;  and 

Whereas,  The  most  advantageous  training  of 
interns  can  be  completed  only  through  the  intelli- 
gent and  painstaking  efforts  of  the  physicians  who 
compose  the  staff;  therefore  be  it 

Resolved , That  the  officers  and  members  of 
state  and  county  societies  be  urged  to  give  due  con- 
sideration to  the  problems  of  intern  training  in  the 
approved  hospitals ’with  which  they  may  be  con- 
nected. 


Dr.  Irvin  Abell,  Kentucky,  presented  the  report 
of  the  Council  on  Scientific  Assembly,  which  was 
referred  to  the  Reference  Committee  on  Sections 
and  Section  Work. 

Dr.  Holman  Taylor,  Texas,  introduced  the  fol- 
lowing resolution,  which  was  referred  to  the  Refer- 
ence Committee  on  Hygiene  and  Public  Health: 
The  State  Medical  Association  of  Texas,  on  May 
15,  1935,  unanimously  adopted  resolutions  con- 
demning the  broadcasting  of  misinformation  per- 
taining to  medicaments,  foods  and  cosmetics,  with 
particular  reference  to  the  curability  of  cancer.  As 
secretary  of  the  State  Medical  Association  of  Texas, 
I was  directed  to  submit  this  resolution  to  the  House 
of  Delegates  of  the  American  Medical  Association, 
at  its  immediately  forthcoming  annual  session  in 
Atlantic  City,  which,  as  a delegate  to  the  American 
Medical  Association,  I take  pleasure  in  doing.  The 
resolution  is,  for  obvious  reasons,  submitted  as 
adopted  by  the  State  Medical  Association  of  Texas, 
as  follows: 

Whereas,  The  State  Medical  Association  of 
Texas  and  the  American  Medical  Association  have 
repeatedly  protested  exploitation  over  the  radio  of 
exaggerated  claims  for  medicaments,  foods  and  cos- 
metics without  merit;  and 

Whereas,  Attempts  have  been  made  in  the  past 
and  are  now  being  made  to  evade  the  restrictions 
which  the  United  States  government  has  placed  on 
such  broadcasting  by  the  establishment  of  broad- 
casting stations  in  Mexico;  and 

Wh  ereas,  There  are  being  broadcast  at  this 
time  from  a station  in  Mexico  false  and  exaggerated 
statements  concerning  the  curability  of  cancer;  and 
Whereas,  Such  statements  lead  not  only  Amer- 
ican citizens  but  also  those  of  Mexico  into  the  ex- 
penditure of  money  for  what  is  essentially  a false 
and  unestablished  method  of  treatment  of  this  dis- 
ease; therefore  be  it 

Resolved,  That  the  State  Medical  Association  of 
i exas  present  to  the  Federal  Communications  Com- 


mission of  the  United  States  a petition  requesting 
the  Federal  Communications  Commission  to  inform 
the  government  of  Mexico  concerning  the  hazards 
to  health  concerned  in  such  broadcasting;  and  also 
that  the  secretary  of  the  State  Medical  Association 
of  Texas  be  authorized  to  present  to  the  established 
authorities  of  Mexico  concerned  with  the  control  of 
broadcasting  from  that  nation  the  facts  in  relation- 
ship to  this  fraudulent  broadcasting  of  a cure  for 
cancer  and  request  such  authorities  to  exercise  their 
power  in  discontinuing  this  menace  to  the  citizens 
of  both  republics. 

Dr.  Grant  C.  Madill,  New'  York,  presented  the 
following  resolution,  adopted  by  the  house  of  dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  which  was  referred  to  the  Reference  Com- 
mittee on  Miscellaneous  Business: 

Whereas,  The  qualities  desired  in  catgut  for 
human  use  are  absolute  sterility  and  absorbability; 
and 

Whereas,  Most  catgut  supplied  for  service  on 
human  bodies  is  manufactured  for  profit;  and 
Whereas,  Recent  reports  indicate  that  infected 
catgut  or  incompletely  sterilized  catgut  is  being 
sold;  and 

Whereas,  This  constitutes  a menace  to  the  pub- 
lic; be  it 

Resolved,  That  the  house  of  delegates  of  the 
Medical  Society  of  the  State  of  New  York,  through 
its  delegates  to  the  American  Medical  Association, 
memorialize  the  House  of  Delegates  of  the  Amer- 
ican Medical  Association  to  set  up  a committee  or 
such  agencies  as  will  investigate  and  elaborate  stand- 
ards and  in  general  formulate  a policy  in  regard  to 
catgut  as  will  safeguard  the  community. 

Dr.  James  F.  Rooney,  New  York,  presented  the 
following  resolution,  adopted  by  the  house  of  dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  which  was  referred  to  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations: 

Wh  ereas,  The  public  health  is  undermined  by 
radio  broadcasts  purporting  to  impart  medical  in- 
formation to  the  public  either  as  sustaining  pro- 
grams or  as  part  of  advertising  campaigns;  and 
Whereas,  This  information  is  usually  broadcast 
by  nonmedical  persons  who  can  hardly  realize  the 
fallacies  of  the  things  they  broadcast;  and 

Whereas,  This  leads  to  misinformation,  which 
conceivably  also  might  cause  health  damage  to 
those  of  the  listening  audience  who  followed  it; 
therefore  be  it 
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Resolved,  That  the  house  of  delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
their  delegates  to  the  American  Medical  Associa- 
tion to  bring  this  to  the  attention  of  the  House  of 
Delegates  of  the  American  Medical  Association  to 
the  end  that  suitable  national  legislation  be  enacted 
to  obviate  this  evil  and  threat  to  the  public  health. 

Dr.  George  W.  Kosmak,  New  York,  presented 
the  following  resolution,  adopted  by  the  house  of 
delegates  of  the  Medical  Society  of  the  State  of 
New  York: 

Whereas,  State  and  federal  legislation  govern- 
ing control  of  reproduction  is  conflicting  and  ren- 
ders certain  phases  of  medical  practice  illegal,  it  is 
important  that  the  medical  profession  as  a whole 
should  undertake  to  clarify  and  lead  in  the  solution 
of  these  questions  which  involve  medical  practice 
and  procedures.  The  importance  of  such  control 
in  medical  practice,  where  such  control  constitutes 
a therapeutic  measure,  is  obvious  to  all  medical  men ; 

Resolved , That  the  house  of  delegates  of  the 
Medical  Societv  of  the  State  of  New  York  recom- 
mends to  the  House  of  Delegates  of  the  American 
Medical  Association  that  it  officially  sanction  the  ap- 
pointment by  the  Board  of  Trustees  of  a committee 
to  study  carefully  all  these  related  problems  and 
formulate  at  least  a preliminary  report  to  be  pre- 
sented to  the  1936  session  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

It  was  moved  by  Dr.  William  H.  Mayer,  Penn- 
sylvania, seconded  by  Dr.  E.  G.  Wood,  Tennessee, 
and  carried,  that  a Special  Reference  Committee  be 
appointed  to  consider  this  subject,  and  the  Vice 
Speaker  announced  that  such  committee  would  be 
appointed  and  the  matter  brought  before  the  House 
in  Executive  Session. 

The  Vice  Speaker  also  referred  to  the  Special 
Reference  Committee,  without  reading,  similar 
resolutions  received  from  the  following  societies: 
Arkansas  Medical  Society;  Berks  County  (Pa.) 
Medical  Society;  Chicago  Orthopedic  Society; 
Clinico-Pathological  Society  of  Washington,  D.  C.; 
Medical  Society  of  the  District  of  Columbia;  Gage 
County  (Neb.)  Medical  Society;  Maine  Medical 
Association;  New  Mexico  Medical  Society,  and 
Portage  County  (Ohio)  Medical  Society. 


Dr.  Isaac  A.  Abt,  Section  on  Pediatrics,  pre- 
sented the  following  resolution,  which  was  referred 
to  the  Judicial  Council: 

ETnder  the  Standing  Rules  of  the  House  of  Dele- 
gates, page  53  of  the  Constitution  and  By-Laws,  a 


section  entitled  “Solicitation  of  Votes”,  adopted  by 
the  House  of  Delegates  at  Saratoga  Springs,  N.  Y., 
June  13,  1902,  reads  as  follows:  “Resolved,  That 
it  is  the  sense  of  the  House  of  Delegates  of  the 
American  Medical  Association  that  the  solicitation 
of  votes  for  office  is  not  in  keeping  with  the  dignity 
of  the  medical  profession,  nor  in  harmony  with  the 
spirit  of  this  Association,  and  that  such  solicitation 
shall  be  considered  a disqualification  for  election  to 
any  office  in  the  gift  of  the  Association.” 

Resolved,  That  the  Judicial  Council  be  requested 
to  inform  this  House  of  Delegates  whether  said  sec- 
tion of  the  Standing  Rules  is  still  in  force  and 
whether  any  person  who  is  elected  or  nominated  in 
violation  of  said  rule  is  legally  eligible  for  nomina- 
tion or  election  to  an  office  in  the  American  Med- 
ical Association. 


Dr.  Leonce  J.  Kosminsky,  Arkansas,  presented 
the  following  resolutions,  adopted  by  the  Arkansas 
Medical  Society,  which  were  referred  to  the  Special 
Reference  Committee: 

Whereas,  The  provisions  of  section  211,  245, 
31 1 and  312  of  the  United  States  Penal  Code  deal- 
ing with  contraception: 

( 1 ) Seriously  reflect  on  the  integrity  and  prop- 
riety of  the  medical  profession; 

(2)  By  hampering  physicians  in  private  and  clin- 
ical practice  in  obtaining  supplies  tend  to  prevent 
them  from  giving  adequate  contraceptive  advice 
even  in  cases  where  it  is  necessary  to  conserve  health 
or  life  itself; 

(3)  Prevent  the  publication  of  all  contraceptive 
information  in  medical  textbooks  and  medical  jour- 
nals, resulting  in  widespread  ignorance  on  the  part 
of  the  medical  profession  on  this  important  subject 
and  interfering  with  the  instruction  of  medical  stu- 
dents and  practitioners  concerning  it;  and 

(4)  Constitute  an  unwarranted  interference  of 
the  United  States  with  the  right  of  each  state  to 
control  the  practice  of  medicine  within  its  jurisdic- 
tion as  it  may  see  fit;  and 

Whereas,  Legislation  is  now  pending  in  the 
Congress  that,  if  enacted  into  law,  would  make  the 
provisions  of  the  federal  penal  statutes  concerning 
contraception  even  more  rigorous;  and 

Whereas,  The  whole  subject  is  seriously  in 
need  of  scientific  study  and  investigation  in  order 
that  standards  of  effectiveness  and  safety  may  be 
set  up;  and 

Whereas,  The  medical  profession  and  the  pub- 
lic have  the  right  to  look  to  the  American  Medical 
Association  to  assume  the  role  of  leadership  in  both 
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the  scientific  and  the  legal  phases  of  contraception; 
therefore  be  it 

Resolved,  That  the  house  of  delegates  of  the 
Arkansas  Medical  Society  requests  the  House  of 
Delegates  of  the  American  Medical  Association  to 
initiate  a comprehensive  program  with  respect  to 
contraception,  instructing  its  appropriate  agencies  to 
undertake  the  necessary  scientific  study  and  to  make 
every  legitimate  effort  to  have  federal  and  state 
laws  so  amended  as  to  remove  restrictions  now  af- 
fecting physicians,  and  that  the  secretary  be  in- 
structed to  forward  a copy  of  this  resolution  to  the 
Secretary  of  the  American  Medical  Association; 
and  be  it  further 

Resolved,  That  the  delegates  of  the  Arkansas 
Medical  Society  to  the  American  Medical  Associa- 
tion be  instructed  to  urge  and  vote  for  such  a pro- 
gram. 

Dr.  Henry  C.  Macatee,  District  of  Columbia, 
introduced  the  following  resolutions,  adopted  by  the 
Medical  Society  of  the  District  of  Columbia,  which 
were  referred  to  the  Special  Reference  Committee: 

Whereas,  The  medical  profession  and  the  pub- 
lic have  the  right  to  look  to  the  American  Medical 
Association  to  assume  a role  of  leadership  in  both 
the  scientific  and  the  legal  phases  of  all  branches  of 
medical  practice ; and 

Whereas,  The  whole  subject  of  birth  control  is 
seriously  in  need  of  scientific  study  and  investiga- 
tion; be  it 

Resolved,  That  the  Medical  Society  of  the  Dis- 
trict of  Columbia  request  the  House  of  Delegates  of 
the  American  Medical  Association  to  initiate  a com- 
prehensive program  with  respect  to  the  study  of 
birth  control,  instructing  its  appropriate  agencies  to 
undertake  the  necessary  scientific  study;  and  be  it 
further 

Resolved,  That  our  delegate  to  the  House  of 
Delegates  be  instructed  to  urge,  and  vote  for,  the 
adoption  of  such  a program  of  investigation,  and 
that  the  secretary  be  hereby  instructed  to  forward 
a copy  of  these  resolutions  to  the  Secretary  of  the 
American  Medical  Association. 


Dr.  Henry  C.  Macatee,  District  of  Columbia, 
presented  the  following  resolution,  adopted  by  the 
Medical  Society  of  the  District  of  Columbia,  which 
was  referred  to  the  Reference  Committee  on  Med- 
ical Economics: 

Whereas,  The  American  Medical  Association, 
at  its  session  in  Milwaukee  in  1933,  endorsed  the 
Minority  Report  of  the  Committee  on  the  Costs  of 
Medical  Care,  which  recommends  that  “Govern- 


ment care  of  the  indigent  be  expanded  with  the  ulti- 
mate object  of  relieving  the  medical  profession  of 
this  burden”;  and 

Whereas,  Physicians  bear,  and  under  any  con- 
ditions will  continue  to  bear,  an  enormous  part  of 
this  burden  as  their  private  philanthropy,  growing 
out  of  their  habitual  acceptance  of  personal  and 
individual  obligations  to  the  poor,  and  since,  there- 
fore, the  recommendation  quoted  refers  to  the  bur- 
den of  medical  care  for  that  large  class  of  indigent 
which  is  a direct  charge  on  society  as  a whole;  and 

Whereas,  Since  this  particular  burden  is  pre- 
ponderatingly  undertaken  by  the  medical  profession 
because  of  the  very  real  but  intangible  advantages 
of  increased  experience,  skill  and  prestige  that  are 
to  be  derived  from  appointments  to  hospital  and  dis- 
pensary staffs,  a situation  is  created  that  results  in: 
( 1 ) a tendency  to  promote  and  facilitate  the  prac- 
tice of  medicine  by  hospitals,  (2)  a demonstrable 
failure  to  provide  adequate  care  for  other  than  the 
more  serious  medical  hazards  of  the  indigent  group, 
and  (3)  lack  of  protection  to  society  as  a whole 
against  the  spread  of  infectious  diseases  of  all  types 
from  the  foci  thus  maintained;  and 

Whereas,  The  desire  to  provide  adequate  med- 
ical care  for  this  group  should  not  be  based  on  a 
lofty  altruism  alone  but  equally,  as  has  been  indi- 
cated, on  sound  considerations  affecting  the  public 
health,  and  on  the  very  necessary  realization  on  the 
part  of  the  medical  profession  that  it  cannot  expect 
and  should  not  attempt  to  attain  economic  security 
for  itself  except  as  a by-product  of  a social  readjust- 
ment that  assures  the  availability  of  the  curative, 
preventive  and  rehabilitating  facilities  of  modern 
medicine  to  all  classes  of  the  people,  including  the 
entirely  indigent;  and 

Whereas,  All  current  plans,  whether  sponsored 
by  medical  or  socio-economic  groups,  for  effecting 
a wider  and  more  uniform  availability  of  medical 
facilities  for  all  fail  adequately  to  provide  curative, 
to  say  nothing  of  preventive,  medical  care  for  the 
indigent;  and 

Whereas,  Any  plan  keeping  within  the  confines 
of  a capitalistic  rather  than  a socialistic  concept  of 
society  must,  from  the  point  of  view  of  equity  as 
well  as  from  that  of  practical  accomplishment,  rec- 
ognize the  profit  motive  (using  this  term  in  its  strict 
economic  sense)  on  the  part  of  physicians  if  their 
services  are  to  be  secured  for  this  group;  therefore 
be  it 

Resolved,  That  the  Medical  Society  of  the  Dis- 
trict of  Columbia  urge  the  House  of  Delegates  of 
the  American  Medical  Association  to  request  the 
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Board  of  Trustees  to  instruct  the  Bureau  of  Med- 
ical Economics,  in  evaluating  any  plans  for  secur- 
i inir  medical  economic  security,  to  give  due  weight 
to  the  facts  set  forth  in  this  preamble,  and  to  study, 
investigate,  and  at  the  next  session  report  as  to  the 
i advisability  of  securing  adequate  funds  to  be  derived 
i from  public  taxation  to  remunerate  physicians  for 
| services  that,  while  rendered  to  the  indigent,  are  in 
the  interest  of,  and  hence  properly  chargeable  to, 
society  as  a whole,  and  as  to  methods  for  assuring 
that  such  funds  shall  be  so  administered  and  dis- 
| bursed  as  to  avoid  a bureaucratic  control  subject  to 
political  exploitation. 

Dr.  Henry  C.  Macatee,  District  of  Columbia, 
introduced  the  following  resolution,  adopted  bv  the 
Medical  Society  of  the  District  of  Columbia,  which 
was  referred  to  the  Reference  Committee  on  Med- 
ical Economics: 

Whereas,  At  the  meeting  of  the  American 
Medical  Association  at  Milwaukee  in  1933  the 
House  of  Delegates  endorsed  “the  Minoritv  Re- 
port of  the  Committee  on  Costs  of  Medical  Care 
as  expressive,  in  principle,  of  the  collective  opinion 
of  the  medical  profession,”  commended  the  plan  of 
the  Medical  Society  of  the  District  of  Columbia  to 
educate  and  inform  its  constituency  regarding  the 
socio-economic  aspects  of  medical  practice,  and 
recommended  similar  activities  to  the  favorable  con- 
sideration of  other  constituent  associations;  and 
Whereas,  Among  the  recommendations  of  the 
said  Minority  Report  the  following  may  be  found: 
“That  steps  be  taken  to  bring  about  better  coordina- 
tion of  the  medical  resources  of  the”  communities 
of  the  Nation,  and  “that  careful  trial  be  given  to 
methods  which  can  rightly  be  fitted  into  our  present 
institutions  and  agencies  without  interfering  with 
the  fundamentals  of  medical  practice”;  and 

Whereas,  Under  the  impetus  of  the  said  re- 
port, bearing  the  endorsement  of  the  American 
Medical  Association,  many  constituent  county  and 
state  societies  have  set  up  experimental  medical  serv- 
ice organizations  for  the  accomplishment  of  the  two 
recommendations  quoted,  with  the  result  of  creat- 
ing widespread  interest  in  the  movement  and  a de- 
sire on  the  part  of  other  communities  to  profit  by 
the  experience  of  existing  projects  before  setting  up 
similar  experiments  of  their  own;  and 

W hereas,  It  has  been  the  experience  of  those 
conducting  the  management  of  such  medical  serv- 
ice bureaus  that  the  details  of  organization  and  ad- 
ministration cannot  successfully  be  conveyed  by 
written  description ; and 


Whereas,  It  has  been  the  experience  of  the 
Medical  Economic  Security  Administration  for  the 
District  of  Columbia,  probably  duplicated  by  the  ex- 
perience of  similar  projects  elsewhere,  that  the  de- 
mand for  information  and  assistance  cannot  be  met 
by  local  resources  of  time  and  money  and  person- 
nel ; therefore  be  it 

Resolved , That  the  House  of  Delegates  recom- 
mend to  the  Board  of  Trustees  that  the  more  prom- 
ising of  the  medical  service  organizations  operating 
under  the  auspices  of  constituent  societies  of  the 
American  Medical  Association  be,  by  invitation, 
taken  under  the  sponsorship  of  the  American  Med- 
ical Association  as  its  collective  experimental  endea- 
vor to  bring  about  an  acceptable  adjustment  of 
medical  resources  to  popular  needs,  and  that  funds 
be  appropriated  to  be  expended  through  the  Bureau 
of  Medical  Economics  (a)  in  the  form  of  grants  to 
meritorious  projects  when  necessary  or  advisable  to 
carry  them  from  their  inception  until  self  support- 
ing, or  for  undertaking  necessary  or  desirable  addi- 
tions to  the  basic  experiment  for  statistical  or  other 
purposes,  and  (Is)  to  provide  for  the  free  exchange 
of  methods  of  organization  and  operation  and  ex- 
perience in  administration  by  defraying  the  neces- 
sary travel  and  other  expenses  of  executive  person- 
nel of  such  projects  in  operation  or  in  process  of  for- 
mation, or  in  such  other  ways  as  may  be  found 
necessary  or  desirable. 

Dr.  Henry  C.  Macatee,  District  of  Columbia, 
presented  the  following  resolution,  adopted  by  the 
.Medical  Society  of  the  District  of  Columbia,  which 
was  referred  to  the  Reference  Committee  on  Med- 
ical Economics: 

Whereas,  The  American  Medical  Association 
has  repeatedly  expressed  its  opposition  to  any  form 
of  state-administered  health  insurance  and  has  pre- 
sented cogent  reasons  for  its  opposition;  and 

W hereas,  -One  of  the  controlling  reasons  for 
opposition  is  that  no  experimental  approach  to  the 
application  of  the  principle  of  state  health  insurance 
in  America  has  been  proposed,  and  no  such  experi- 
mental approach  can  be  made  without  setting  up 
politically  controlled  machinery  expensive  to  main- 
tain and  difficult  to  destroy;  and 

Whereas,  In  view  of  the  universally  recognized 
need  of  better  adjustment  of  medical  resources  to 
the  requirements  of  the  people  in  the  low-income 
class,  the  medical  profession  has  undertaken  in  many 
parts  of  the  country  to  effect  the  needed  readjust- 
ment by  the  use  of  social  devices  suited  to  the  prob- 
lems and  facilities  of  the  respective  localities;  and 
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Whereas,  The  American  Medical  Association 
has  undertaken  the  sponsorship  of  these  projects  for 
the  purposes  of  study,  coordination  and  extension; 
therefore  be  it 

Resolved , That  the  Board  of  Trustees  cause  to 
be  prepared  a statement  setting  forth  the  number 
and  location  of  the  medical  service  experiments  un- 
der the  supervision  and  sponsorship  of  the  Amer- 
ican Medical  Association,  their  purposes  and  ac- 
complishments, and  transmit  the  same  to  the  Presi- 
dent of  the  United  States  as  an  evidence  that  the 
medical  profession  itself  is  endeavoring  in  a truly 
scientific  experimental  way  to  solve  the  problems 
of  medicosocial  maladjustment  by  utilizing  methods 
and  agencies  familiar  to  the  American  people  and 
integral  with  American  life. 

Dr.  Walter  F.  Donaldson,  Pennsylvania,  in- 
troduced the  following  resolution,  sponsored  by  the 
board  of  trustees  of  the  Medical  Society  of  the 
State  of  Pennsylvania,  which  was  referred  to  the 
Reference  Committee  on  Medical  Education: 

Whereas,  The  Committee  on  Medical  School 
Curricula  of  the  Commission  on  Medical  Econo- 
mics of  the  Philadelphia  County  Medical  Society 
has  collected  data,  as  indicated  by  the  accompanying 
table,  indicating  a receptive  attitude  on  the  part  of 
the  faculties  of  the  medical  colleges  of  the  United 
States  toward  the  establishment  of  courses  in  med- 
ical economics  in  these  schools,  in  that  sixty  of  the 
seventy-one  class  A medical  schools  of  the  country 
have  established,  or  are  willing  to  establish,  such 
courses; 

Therefore,  the  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  Pennsylvania  has  instructed 
its  delegates  to  the  House  of  Delegates  of  the 
American  Medical  Association  to  introduce  this 
resolution  at  the  Atlantic  City  session,  urging  the 
Council  on  Medical  Education  and  Hospitals  and 
the  Bureau  of  Medical  Economics  of  the  Associa- 
tion to  continue  their  endeavors  until  courses  in 
medical  economics  have  been  established  in  all  the 
medical  colleges  in  this  country. 

The  Philadelphia  County  Medical  Society 
Commission  on  Medical  Economics 
Section  for  Investigation  of  Certain  Phases  of 

Teaching  in  Medical  Schools,  Joseph  W.  Post, 
M.  D.,  Chairman. 

ANNUAL  REPORT 

The  Section  for  Investigation  of  Certain  Phases 
of  Teaching  in  Medical  Schools  has  conducted  a 
survey  covering  seventy-one  recognized  medical 
colleges  throughout  the  United  States  to  ascertain 


those  colleges  which  are  at  present  teaching  med- 
ical economics  as  well  as  the  attitude  of  the  deans 
as  to  the  value  of  such  teaching. 

To  date  we  have  received  replies  from  sixty  (83 
per  cent)  of  those  to  whom  questionnaires  were 
sent  and  our  analysis  of  each  of  the  five  questions 
is  as  follows: 

Question  1. — («)  Is  the  subject  of  medical  eco- 
nomics given  any  consideration  in  your  curriculum? 
( h ) If  so  will  you  forward  outline  of  same? 

Thirty-three,  or  55  per  cent,  are  teaching  this 
subject  either  by  a set  course  or  by  lectures  in  some 
form. 

Twenty-seven,  or  45  per  cent,  give  the  subject 
no  consideration. 

Question  2. — 'What  is  your  attitude  toward 
the  teaching  of  medical  economics  to  the  under- 
graduate medical  student? 

This  question  was  answered  favorably  by  forty- 
eight  (80  per  cent)  of  the  colleges. 

Unfavorable  replies  were  registered  from  ten  (17 
per  cent)  of  the  colleges. 

Question  3. — Do  you  believe  a comprehensive 
survey  of  the  subject,  as  well  as  training  in  actual 
business  methods  in  practice,  woidd  make  the  grad- 
uate a more  valuable  asset  to  his  profession  and 
community? 

Forty-one  or  69  per  cent,  of  those  replying  an- 
swered in  the  affirmative. 

Question  4. — When  do  you  consider  the  most 
propitious  time  for  teaching  this  subject  and  how 
could  it  best  be  accomplished? 


1st  year  1 

2d  year  1 

3d  year  2 

3d  and  4th  years 6 

4th  year  43 

Intern’s  year  3 

Intern’s  year  1 

Societies  1 


One  college  felt  that  it  should  be  incidental  as 
the  occasion  arose. 

Ten  colleges  did  not  answer  the  question. 

Question  5. — Would  you  be  willing  to  coop- 
erate with  your  local  society  in  an  effort  to  instruct 
students  along  this  line? 

Forty-one  (68  per  cent)  answered  affirmatively. 

Eight  (13  per  cent)  answered  negatively. 

Eleven  ( 1 8 per  cent)  gave  no  answer. 

Supplementing  the  replies  to  the  questionnaire 
we  haye  obtained  some  valuable  data  from  those 
institutions  which  are  already  teaching  medical  eco- 
nomics. 
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The  individual  comments  from  the  authors  of 
these  replies  constitute,  we  feel,  a favorable  attitude 
toward  the  necessity  for  enlarging  on  the  teaching 
of  this  important  subject. 

Our  committee  therefore  recommends  that  the 
resume  of  this  survey  be  referred  through  proper 
channels  to  the  Bureau  of  Medical  Economics  of 
the  American  Medical  Association,  with  resolutions 
that  a course  in  medical  economics  be  added  to 
medical  college  curricula. 

The  committee  would  also  suggest  that  the  data 
of  those  courses  and  lectures  obtained  from  this  sur- 
vey be  used  as  a basis  for  such  a training. 

We  would  furthermore  recommend  that  a copy 
of  this  report  be  mailed  to  each  of  the  deans  of  the 
colleges  contacted  along  with  a letter  of  thanks  to 
those  responding,  for  their  whole  hearted  coopera- 
tion. 

The  committee  desire  to  acknowledge  their  sin- 
cere appreciation  to  Mr.  Franklin  M.  Crispin  and 
the  Secretarial  staff  of  the  Philadelphia  County 
Medical  Society  for  their  valuable  assistance  in  mak- 
ing this  survey. 

Respectfully  submitted, 

Joseph  W.  Post,  M.  D.,  Chm. 


— THE  — 

DANIEL  BOONE 
HOTEL 


CHARLESTON,  W.  VA. 
Rates  $2.50  up 

Each  Room  with  Bath,  Circulating 
Ice  Water  and  Radio 

Roger  S.  Creel,  Managing  Director 
DIRECTION.  AMERICAN  HOTELS  CORPORATION.  N.  Y. 


Dr.  William  R.  Brooksher,  Arkansas,  presented 
the  following  resolution,  adopted  by  the  Arkansas 
Medical  Society,  which  was  referred  to  the  Refer- 
ence Committee  on  Medical  Education: 

Whereas,  I'he  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association 
has  published  a list  of  qualified  specialists  in  path- 
ology and  radiology,  these  physicians  having  been 
found  to  qualify  according  to  “essentials”  proposed 
by  the  Council  on  Medical  Education  and  Hos- 
pitals and  approved  by  the  House  of  Delegates  of 
the  American  Medical  Association ; and 

Whereas,  Such  a listing  is  felt  to  be  a definite 
contribution  toward  the  elevation  of  the  standards 
of  these  specialties;  and 

Whereas,  These  essential  qualifications  do  not 
include  the  requirement  that  a physician  so  desig- 
nated shall  be  a member  of  his  county  and  state 
medical  society;  therefore  be  it 

Resolved , That  the  House  of  Delegates  of  the 
American  Medical  Association  request  the  Council 
on  Medical  Education  and  Hospitals  of  the  Amer- 
ican Medical  Association  to  make  membership  in 
respective  county  and  state  medical  societies  a pre- 
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requisite  for  qualification  as  a specialist  on  the  Coun- 
cil’s list. 

The  meeting  recessed  at  12:25  p.  m.  to  recon- 
vene on  Tuesday  morning,  June  11,  at  9:30. 

Second  Meeting — Tuesday  Morning,  June  1 1 
—The  H ouse  of  Delegates  was  called  to  order  at 
9:30  a.  m.  by  the  Vice  Speaker,  Dr.  Nathan  B. 
Van  Etten. 

Dr.  T.  B.  Throckmorton,  Chairman  of  the  Ref- 
erence Committee  on  Sections  and  Section  Work, 
presented  the  following  report: 

The  report  of  the  Council  on  Scientific  Assembly 
is  clear,  concise  and  to  the  point.  It  is  with  gen- 
uine pleasure  that  your  committee  approves,  in  the 
highest  commendable  manner,  the  efforts  of  the 
Council  in  arranging  the  joint  program  in  which 
the  two  greatest  organizations  in  medicine  on  the 
American  continent  will  participate;  namely,  the 
American  Medical  Association  and  the  Canadian 
Medical  Association.  Such  a program  will  redound 
to  the  glory  of  scientific  medicine  as  it  is  known  and 
practiced  among  the  professions  of  these  two  na- 
tions, and  it  will  do  much  to  reflect  to  the  world 
at  large  the  good  will,  the  professional  feeling  and 


the  kindred  interests  that  have  ever  existed  between 
these  two  great  medical  associations. 

Your  committee  likewise  commends  the  Council 
on  Scientific  Assembly  for  the  arrangements  that  it  1 
has  caused  to  be  made  for  the  carrying  on  of  the 
meetings  of  the  various  sections  of  the  Scientific  I 
Assembly.  That  much  time  and  effort  have  been 
spent  in  the  preparation  for  proper  meeting  places  I 
goes  without  saying;  but  it  should  be  borne  in  mind  j 
that  the  Council  assumes  the  very  great  responsi-  1 
bility  not  only  in  supervising  the  work  of  the  sec- 
tions but  also  in  seeing  that  suitable  meeting  places  I 
are  provided  for  those  who  are  in  attendance  on 
these  meetings.  For  these  efforts  your  committee 
wishes  to  commend  the  members  of  the  Council  on 
Scientific  Assembly  in  the  highest  possible  manner. 

Evidently  the  program  initiated  last  year  of  hold- 
ing General  Scientific  Meetings  on  Monday  and 
Tuesday  of  the  week  of  the  annual  session  of  the 
Association  met  with  favorable  response,  for  your 
committee  notes  that  arrangements  have  been  made 
by  the  Council  to  carry  on  the  work  so  nobly  begun. 
This  too  meets  with  the  approval  of  your  commit- 
tee, for  it  believes  that  such  meetings  are  a distinct 
step  forward  in  the  progress  of  scientific  medicine. 


McMILLAN  HOSPITAL  Charleston,  W.  Va. 


General  Surgery: 

W.  A.  McMillan,  M.  I).,  F.  A.  C.  S. 
.1.  Robb  Hunter,  M.  D.,  F.  A.  0.  S. 
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Internal  Medicine: 

11.  I,.  Robertson,  M.  I).,  F.  A.  C.  P. 
William  C.  Stewart,  M.  D. 
Medicine  and  Pediatrics: 

Hugh  G.  Thompson.  M.  D. 


Orthopedic  Surgery: 

Randolph  L.  Anderson,  M.  D. 
Urology: 

Thomas  G.  Reed,  M.  D. 
Ganeral  Medicine: 

W.  0.  McMillan,  M.  D. 
Pathology: 

M.  Gillies,  M.  D. 

Resident  Physician: 

II.  W.  Meredith,  M.  D. 


McMillan  Hospital  Training  School:  Sara  Hamilton,  R.  N..  Supt  of  Nurses:  Alma  McKay,  R.  N.,  Asst.  Supt. 
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JAUNDICE* 


A Consideration  of  the  Phenomenon  From  Clinical  and  Biochemical  Viewpoints 


By  Virgil  E.  Simpson,  M.  D. 
Louisville , Kentucky 


Tn  my  library  I have  a book  entitled  “Lect- 
ures on  the  Theory  and  Practice  of  Physics”, 
by  William  Stokes,  lecturer  at  the  Medical 
School,  Park  Street,  Dublin,  and  physician  to 
the  Meath  Hospital,  with  numerous  notes 
and  12  additional  lectures  by  John  Bell,  lect- 
urer on  the  Institutes  of  Medicine  and  Med- 
ical Jurisprudence  and  Fellow  of  the  College 
of  Physicians  of  Philadelphia.  This  book, 
which  was  the  second  American  edition,  was 
published  in  1 840,  ninety-five  years  ago.  In 
his  lecture  on  jaundice,  Stokes  says: 

“Jaundice  is  to  be  regarded  as  a symptom 
rather  than  a disease,  and  a symptom  which 
occurs  in  many  diseases  of  a most  essentially 
opposite  pathological  character.” 

Astute  clinician  as  he  was,  he  that  long 
ago  called  attention  to  the  fact  and  emphas- 
ized it  as  of  practical  importance,  that  there 
may  be  plenty  of  bile  in  the  stool  during  an 
attack  of  jaundice.  “Strong  proof  of  the 
opinion,”  says  he,  “that  some  cases  of  jaun- 
dice have  no  connection  or  dependence  on  the 
absorption  of  bile  into  the  system.”  He  fur- 
ther noted  that  while  most  of  the  structures 

*Read  before  the  annual  meeting-  of  the  West  Virginia  State 
Medical  Association,  Wheeling,  May  8,  1935. 


of  the  body  were  colored  in  jaundice,  mem- 
branes of  the  brain  being- distinctly  changed, 
the  substance  of  the  brain  he  had  never  seen 
to  partake  of  the  universal  discoloration.  He 
also  commented  on  the  curious  fact  that  milk 
during  lactation  seemed  to  escape  the  gen- 
eral impregnation  with  bile. 

Since  the  conception  of  jaundice  as  a term 
applied  to  a group  of  symptoms  has  been 
materially  broadened  since  the  time  of  grad- 
uation of  most  of  us,  it  may  be  helpful  to 
determine  upon  an  interpretative  definition. 
If  it  be  thought  of  as  a group  of  symptoms, 
the  result  of  obstruction  of  a sector  of  the 
bile  passages,  a necrosis  of  liver  cells  or  a dis- 
turbance of  the  metabolism  of  the  bile- 
hemoglobin  pigment  series,  one  will  realize 
that  the  frontiers  of  the  older  physiologies 
have  been  materially  broadened.  It  is  to  this 
bile-hemoglobin  pigment  series  that  your  at- 
tention is  invited. 

Pigment  Metabolism:  The  three  most  im- 
portant constituents  of  the  bile  are  bile  pig- 
ments, bile  salts  and  lipoid  substances,  prin- 
cipally cholesterol. 

The  term  pigment  metabolism  is  rather  all- 
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embracing  and  must  include  a consideration 
of  the  intake  of  pigment-forming  material, 
its  utilization  in  building  up  pigment  in  the 
body  and  the  disposition  of  end  products, 
with  elimination  of  certain  pigment  sub- 
stances. The  story  told  in  the  older  texts  con- 
sisted in  the  relation  of  a few  fundamental 
facts.  First,  that  f6od  elements  and  iron 
were  changed  in  the  bone  marrow  into  a com- 
plex substance  called  hemoglobin.  Second, 
that  this  hemoglobin  was  a convertible  con- 
tent of  red  cells  j that  when  the  red  cell  died 
or  was  destroyed,  the  hemoglobin  appeared 
as  bile  pigment.  Third,  that  this  bile  pig- 
ment was  secreted  in  the  bile  and  carried  into 
the  intestines,  where  it  underwent  chemical 
changes  and  was  largely  lost  in  the  stools. 
Fourth,  that  some  of  this  stercobilin  was  not 
excreted,  but  was  absorbed  and  reexcreted  by 
the  liver.  Fifth,  that  if  any  abnormality  of 
the  liver  function  existed,  the  stercobilin 
would  escape  the  portal  blood  stream  and 
then  would  be  excreted  by  the  kidneys  as  uro- 
bilin. 

This  plain  tale  of  pigment  metabolism 
came  to  be  modified  later  by  the  introduc- 
tion of  the  phrase  pyrrol  complex,  which 
term  was  intended  to  represent  that  portion 
of  the  stercobilin  that  was  split  off  and  was 
capable  of  being  reconstructed  in  the  hemo- 
globin. Whipple  suggested  that  stercobilin 
has  nothing  to  do  with  pigment  metabolism. 
He  further  believes  that  there  is  no  quanti- 
tative relationship  between  hemoglobin  and 
bile  pigment  and  that  much  of  the  hemo- 
globin that  is  liberated  in  the  blood  stream 
may  be  used  in  the  construction  of  hemo- 
globin for  new  red  cells.  It  has  been  shown 
that  true  bile  can  be  formed  from  hemoglobin 
in  the  body  after  the  complete  exclusion  of 
the  liver  and  that  this  transformation  can  be 
effected  within  two  hours  time,  while  in  a 
serous  cavity  it  can  be  accomplished  in  a 
period  of  less  than  12  hours.  Whipple  intro- 
duced and  defined  the  term  “pigment  com- 
plex” as  meaning  a group  of  substances  that 
are  essential  parts  of  the  mature  body  pig- 
ment. 


Some  confusion  exists  in  the  use  of  terms 
with  relation  to  pigment  substance.  The 
term  urobilin  is  used  to  indicate  the  pigment 
substances  found  in  the  urine,  including  uro- 
bilogen  and  urobilinogen.  The  term  sterco- 
bilin may  be  used  to  indicate  the  same  sub- 
stances when  found  in  the  intestinal  tract. 
Studies  of  urobilin  in  the  urine  serve  to  in- 
dicate certain  abnormalities  of  pigment  dis- 
turbances in  other  parts  of  the  body,  while 
analyses  of  stercobilin  give  figures  of  great 
interest  which  may  indicate  overactivity  of 
the  liver  in  pigment  production  rather  than 
in  excessive  blood  construction  and  elimina- 
tion of  bile  pigment  or  urobilin.  As  an  end- 
product  of  metabolism,  bile  pigment  origin- 
ates from  at  least  three  compounds:  hemo- 
globin, myohemoglobin  and  cytochrome. 
Hemoglobin  is  the  most  important  of  all  the 
body  pigments.  In  fact,  most  of  the  interest 
in  other  body  pigments  comes  from  some 
known  or  assumed  relationship  between  them 
and  hemoglobin.  The  consideration  of  hemo- 
globin here  is  not  meant  to  include  any  in- 
tensive study  of  myohematin.  This  substance 
is  very  closely  related  to,  if  not  identical  with, 
hemoglobin.  It  is  found  in  the  muscle  tissue 
of  the  body  and  must  play  some  important 
role  in  the  exchange  of  oxygen  and  CO,  in 
the  metabolism  of  muscle  protoplasm.  It  is 
not  known  whether  the  red  bone  marrow  cells 
are  concerned  in  its  production  or  whether  it 
is  formed  by  the  activity  of  the  muscle  tissue 
alone,  or  whether  it  is  built  up  as  some  pig- 
ment complex  and  utilized  by  muscle  tissue 
in  its  metabolic  activity.  Neither  is  it  known 
how  rapidly  it  is  used  up,  what  becomes  of 
its  weight,  how  it  is  repaired.  It  has  been 
estimated  recently  that  it  amounts  to  about 
1 0 per  cent  of  the  total  body  hemoglobin. 
Nothing  is  known  of  the  conditions  under 
which  myohematin  may  depart  from  normal 
figures. 

The  study  of  hemoglobin  is  far  from  com- 
plete. In  the  adult  human  it  is  believed  that 
hemoglobin  is  built  up  into  the  protoplasm 
of  red  cells  in  the  bone  marrow,  but  the  ques- 
tion may  very  properly  be  raised  as  to 
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whether  or  not  there  may  not  be  certain  par- 
ent pigment  substances  which  are  concerned 
in  the  construction  of  red  cells  and  which  may 
arise  from  other  tissues,  for  example,  the 
liver.  It  certainly  seems  to  be  demonstrated 
that  the  endothelial  cells  are  active  in  some  of 
the  body  pigment  reactions,  particularly  the 
production  of  bilirubin  from  hemoglobin.  If 
they  are  engaged  in  this  tearing  down  pro- 
cess, it  is  entirely  possible  that  they  have  the 
capacity  to  build  up  pigment  substances  and 
thus  take  part  in  hemoglobin  production. 
Such  relationship  has  been  established  in  early 
fetal  life  and  it  is  entirely  possible  that  this 
may  continue  to  adult  life.  It  has  been 
known  for  a long  time  that  diet  has  rather 
definite  influence  on  the  regeneration  of  red 
cells  and  of  hemoglobin.  Fifteen  years  ago 
Whipple  and  his  associates  stated  that  they 
had  determined  that  liver  ranked  with 
cooked  muscle  and  that  both  of  these  food 
factors  effected  a prompt  reconstruction  of 
an  anemia  picture  to  a normal  one.  Of  in- 
terest in  this  connection  is  the  role  of  meat 
extracts,  that  is,  I mean  those  made  commer- 
cially, to  hemoglobin  formation.  These  ex- 
tracts are  wholly  inert,  possess  none  of  the 
factors  that  have  influence  on  red  cells  and 
hemoglobin  regeneration,  and  therefore  are 
useless  in  the  treatment  of  anemias.  Their 
only  value  is  that  of  a sort  of  appetizer,  if 
you  will.  Food  grain,  such  as  wheat,  barley, 
rice,  etc.,  and  milk  have  relatively  no  influ- 
ence in  restoring  an  anemia  picture  to  a nor- 
mal one.  Of  equal  interest  is  the  relationship 
with  certain  drugs  to  hemoglobin.  The  argu- 
ment still  rages  over  whether  or  not  iron  in- 
creases the  hemoglobin  content  in  red  cells. 
Arsenic,  likewise,  in  its  various  forms  is  sub- 
ject to  the  same  skepticism. 

The  relationship  between  pigments  of  the 
bile  and  the  coloring  matter  of  the  red  blood 
cells  is  generally  accepted.  Beginning  with 
the  finding  of  hematoidin  in  old  blood  extra- 
vasation, which  was  found  to  be  chemically 
isomeric  with  bilirubin,  then  the  recognition 
that  bilirubin  could  be  increased  in  the  bile 
by  the  injection  of  hemoglobin  into  the  gen- 


eral circulation,  to  which  was  added  the 
knowledge  that  injecting  a solution  of  hemo- 
globin subcutaneously  or  intraperitoneally 
caused  a marked  prolonged  rise  in  bile  pig- 
ment, and  then  the  observation  that  bilirubin 
and  urobilin  were  increased  by  intravenous 
injection  of  hematin,  brought  the  work  in  a 
purely  experimental  way  on  lower  animals 
to  a point  where  intensive  studies  could  be 
made  on  man.  Since  1881  studies  on  the 
human  being  covering  the  urine  and  feces 
content  of  urobilin  in  both  normal  and  dis- 
eased conditions  have  been  carried  on  to  the 
present  day,  and  now  in  all  conditions  where 
a rapid  blood  destruction  is  going  on 
such  as  pernicious  anemia,  hemolytic  jaun- 
dice and  malaria,  the  bilirubin  content  of 
blood  plasma  has  been  shown  to  be  definitely 
increased.  Yet  with  all  of  this  intensive  study, 
it  still  remains  an  open  question  as  to  whether 
or  not  the  relationship  between  the  amount 
of  hemoglobin  that  is  liberated  in  the  process 
of  blood  destruction  and  the  accumulation  of 
bile  pigment  is  strictly  a quantitative  one.  It 
appears  that  the  hemolysis  is  influenced  by 
various  factors  and  that  the  level  of  bile  pig- 
ment in  the  blood  is  really  but  an  index  of 
blood  destruction  and  not  a quantitative  esti- 
mate. For  instance,  the  influence  of  diet  is 
now  well  established.  By  feeding  a high  car- 
bohydrate diet  the  amount  of  bilirubin  can  be 
run  as  high  as  100  per  cent  above  normal, 
while  restricting  the  carbohydrate,  increasing 
the  protein  intake,  shows  but  very  little  in- 
crease in  pigment  values.  It  has  also  been 
determined  that  the  functional  capacity  of 
the  liver  influences  the  output  of  bile  pig- 
ment. Where  the  liver  is  damaged  there  is 
a marked  diminution  in  bile  pigment  elim- 
ination. Then,  too,  certain  drugs  are  known 
to  influence  or  modify  bile  pigment  excre- 
tion. And,  still  more  recently,  the  field  of 
bile  pigment  formation  has  been  materially 
widened  by  the  'recognition  of  the  fact  that 
other  structures  in  the  body  in  addition  to  the 
liver  have  to  do  with  the  breaking  down  of 
hemoglobin  and  its  reconstruction  from  iron 
and  lower  pigment  molecules.  It  has  been 
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found,  for  example,  that  the  blood  serum  es- 
caping from  the  splenic  vein  contained  more 
hemoglobin  than  did  the  peripheral  blood. 
Certainly  in  fetal  life  the  spleen  has  the 
power  of  an  extensive  blood  formation,  and 
the  question  may  well  be  raised  whether  or 
not  the  spleen  may  undergo  in  the  presence 
of  injury  to  the  bone  marrow,  for  example,  a 
myeloid  metaplasia  by  which  it  regains  some 
of  its  fetal  function  under  a pathological  con- 
dition. It  appears  that  the  following  state- 
ments are  fairly  justifiable:  That  the  libera- 
tion of  excessive  amounts  of  hemoglobin  into 
the  circulation  results  in  the  rapid  elimina- 
tion of  hemoglobin  from  the  blood  stream 
and  its  replacement  by  bilirubin ; there  is  a 
more  gradual  disappearance  of  excess  bili- 
rubin from  the  plasma  and  that  bilirubin  ap- 
pears in  increased  amounts  in  the  bile  j bili- 
rubin in  the  bile  subsequently  lessens  and  is 
replaced  by  the  lower  bile  pigments,  and, 
finally,  there  is  a gradual  elimination  from 
the  bile  of  excessive  amounts  of  pigment. 

This  pigment  elimination  normally  is  car- 
ried on  chiefly  by  the  liver,  but  under  certain 
abnormal  conditions  free  hemoglobin  can  be 
broken  down,  at  least  to  the  extent  of  bili- 
rubin, in  blood  vessels,  capillaries  and  spleen 
without  the  intervention  of  the  liver  or  any 
other  organ.  While  urobilin  and  urobilino- 
gen are  thought  to  be  formed  in  the  intestines 
as  a consequence  of  bacterial  action,  it  does 
seem  that  they  may  be  formed  in  the  liver 
without  such  action. 

Bile  pigment,  then,  is  largely  the  product 
of  hemoglobin  metabolism.  In  its  decompo- 
sition a protein  is  formed  called  globin  and  a 
simple  iron  compound  called  hematin.  While 
this  latter  complex  only  occupies  about  six 
per  cent  of  the  hemoglobin  molecule,  it  is  to 
its  presence  that  the  peculiar  color  of  the  red 
cells  is  due,  as  well  as  enabling  it  to  be  an 
oxygen  carrier.  The  quality  of  color  does  not 
depend  entirely  on  the  iron  content,  for  a 
series  of  color  compounds  results  from  the 
destruction  of  hematin  after  the  iron  has  been 
removed.  Among  these  are  the  bile  pigments. 
These  pigments  are  formed  in  the  body  as 


the  consequence  of  hemoglobin  metabolism, 
but  this  metabolism  can  take  place  in  the  bone 
marrow  as  well  as  in  the  liver  through  the 
activities  of  the  cells  of  the  reticulo-endothe- 
lial  system.  The  amount  of  bile  pigment  nor- 
mally circulating  in  the  blood  ranges  between 

0.2  and  1.0  grams  per  100  cc.  of  blood.  Any 
increase  above  these  amounts  of  bilirubin  is 
due  to  one  or  a combination  of  two  or  more 
of  the  following  factors: 

1.  An  increased  production  of  bilirubin 
through  the  increased  destruction  of  red  cells. 

2.  The  inability  of  the  liver  cells  to  ex- 
crete bilirubin  normally  formed. 

3.  The  reabsorption  of  bilirubin  after 
excretion  by  the  liver  cells. 

Bilirubin  is  produced  by  the  breakdown  of 
red  blood  cells  by  the  star-like  cells  of  the 
reticulo-endothelial  system.  These  cells  are 
found  in  the  spleen,  bone  marrow  and  in  the 
capillaries  of  the  liver.  Literature  on  the 
reticulo-endothelial  system  has  bulked  rather 
large  in  the  last  few  years.  This  system  com- 
prises large  phagocytic  cells  on  the  walls  of 
small  blood  vessels  of  many  and  perhaps  all 
kinds  of  organs.  The  Kupffer  cell  in  the  vas- 
cular channels  of  the  liver  serves  as  a typical 
example  of  this  type  of  cell.  The  Munich 
anatomist  from  whom  these  cells  derive  their 
name  studied  them  about  a hundred  years 
ago.  Of  course,  their  function  was  not  under- 
stood at  that  time  and  perhaps  we  are  not  in 
possession  of  much  dependable  information 
concerning  them  as  yet,  but  we  do  believe 
that  they  are  phagocytic,  that  they  do  help 
to  get  rid  of  harmful  substances  in  the  blood, 
particularly  bacteria,  and  some  authorities 
even  consider  that  they  have  ability  to  form 
antibodies  and  are  supposed  to  have  other 
physiologic  powers,  such  as  being  the  site  of 
normal  blood  destruction. 

One  of  the  reasons  for  the  lack  of  rapid 
progress  in  determining  the  physiologic  func- 
tion of  these  cells  has  been  the  impossibility 
of  separating  them  from  their  association  with 
other  cells  in  the  liver  tissue.  Rous,  Peyton 
and  Beard  of  the  Rockefeller  Institute  have, 
by  means  of  a rather  ingenious  procedure,  us- 
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ing  colloidal  iron  which  possesses  strong  mag- 
netic properties,  been  able  to  charge  the  cells 
of  the  reticulo-endothelial  system  with  this 
material,  detach  them  under  pressure  and, 
passing  the  wash  fluid  over  a large  electro- 
magnet, have  thus  been  able  to  isolate  prac- 
tically a pure  culture  of  the  Kupffer  cells. 
They  have  been  able  to  keep  these  cells  alive 
and  watch  them  multiply  for  a period  of  ten 
days.  These  cells  are  quite  large,  possess 
single  nuclei  and  are  surrounded  by  a circular 
membrane.  The  cell  is  remarkably  sticky ; 
any  particle  that  comes  in  contact  with  it  ad- 
heres tenaciously  to  its  surface.  In  fact,  these 
cells  grow  and  multiply  as  a consequence  of 
their  attachment  to  some  surface  to  which 
they  have  become  anchored  and  without  some 
such  support  they  wither  and  die.  It  has  been 
found  that  the  ordinary  lens  paper  used  in 
the  laboratory  is  an  excellent  framework  for 
their  growth.  The  Rockefeller  Institute  ob- 
servers also  found  that  this  cell  is  much  more 
sensitive  to  injury  than  any  other  form  of 
white  cell. 

It  is  interesting  to  note  that  more  bile  pig- 
ment is  found  in  the  splenic  vein  than  in  the 
splenic  artery.  This  is  frequently  offered  as 
evidence  that  bile  pigment  is  not  formed 
wholly  in  the  liver.  This  evidence  is  further 
strengthened  by  the  relief  by  splenectomy, 
of  jaundice  accompanied  by  acholuria  and  by 
the  finding  of  bile  pigment  in  the  blood  of 
hemorrhagic  effusion  and  extravasation. 
After  bilirubin  is  formed  and  carried  to  the 
liver,  it  is  apparently  modified  in  some  fash- 
ion by  the  polygonal  cells  of  the  liver.  This 
is  easily  demonstrated  by  the  ordinary  van 
den  Bergh  test.  Bilirubin  which  has  been  un- 
modified by  the  liver  cells  shows  what  is 
known  as  the  indirect  reaction,  while  that 
which  has  gone  into  the  liver  and  has  been 
influenced  by  liver  cells  gives  what  is  known 
as  the  direct  reaction.  This  test  determines 
the  amount  of  bile  in  the  blood  both  qualita- 
tively and  quantitatively.  The  standard  of 
measurement  is  called  a unit  and  this  unit, 
which  is  an  arbitrary  measurement,  means 
one  part  of  bile  in  200,000. 


In  connection  with  the  van  den  Bergh  test 
and  its  indirect  reaction,  one  may  note  that 
some  analogy  seems  to  exist  in  the  use  of 
glucose  in  preventing  jaundice  or  controlling 
it  and  the  action  of  alcohol  in  the  indirect 
van  den  Bergh.  Glucose  is  now  rather  gener- 
ally used  in  the  treatment  of  liver  diseases 
and  in  explaining  its  beneficial  effect  as  a 
matter  of  normal  modification  of  bilirubin  in 
the  liver,  its  close  relationship  to  alcohol 
chemistry  must  be  borne  in  mind. 

The  Effect  of  Liver  Extract  on  Bile  Pig- 
ment Formation:  The  apparent  retention  of 
bilirubin  with  an  increased  icterus  index  and 
lemon-yellow  tinting  of  the  tissues  is  a defi- 
nite feature  of  pernicious  anemia.  The  cause 
for  this  apparent  retention  of  bilirubin  is  not 
known.  On  the  introduction  of  the  adminis- 
tration of  liver  or  liver  extract  to  the  patient 
suffering  from  pernicious  anemia  the  icterus 
index  decreases,  the  reticulocyte  response  rises 
and  there  is  an  increase  in  the  erythrocyte 
count. 

This  observation  of  therapeutic  effect  in- 
creases the  interest  in  the  question  of  what 
becomes  of  the  bilirubin.  The  question  has 
been  raised,  is  it  being  utilized  in  the  forma- 
tion of  hemoglobin  by  the  bone  marrow  in 
response  to  the  liver  treatment:  Or,  does  the 
liver  extract  increase  the  elimination  of  bile 
pigment  in  the  bile,  thus  preventing  excessive 
formation  of  bile  pigment?  Or,  is  bilirubin 
an  hematopoietic  hormone  by-product  of  red 
cell  destruction  which  regulates  the  forma- 
tion and  liberation  of  red  cells  into  the  blood 
stream,  as  suggested  by  Verzar?  This  raises 
more  interesting  questions.  Does  liver  ther- 
apy inhibit  the  hemolytic  apparatus,  since  all 
signs  of  increased  blood  destruction  are  dim- 
inished under  its  action?  Such  a view  becomes 
less  tenable  when  it  is  remembered  that  the 
daily  stercobilin  output  in  the  normal  indiv- 
idual is  much  decreased  on  the  administra- 
tion of  liver  and,  further,  it  has  been  shown 
that  the  ability  of  the  liver  of  the  pernicious 
anemia  patient  to  eliminate  bilirubin  when  in- 
jected intravenously  is  less  than  normal.  At- 
tempts have  been  made  to  answer  these  ques- 
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tions  by  observing  the  effects  of  liver  extract 
on  bile  pigment  output.  The  study  of  the  pro- 
tocols of  such  experimental  work  shows  that 
liver  extract  does  not  influence  the  formation 
of  bile  pigment  or  bile  output  in  biliary  fistula 
animals.  The  answer  has  not  yet  been  given 
to  the  question,  is  the  decrease  in  bile  pig- 
ment output  in  pernicious  anemia  patients  due 
to  decreased  blood  destruction  or  to  the  util- 
ization of  bilirubin  and  hemoglobin  manu- 
facture or  to  some  qualitative  change  in  ery- 
thropoiesisr 

Other  Members  of  the  Pigment  Family: 
Urochrome  belongs  to  the  pigment  family, 
but  Whipple  refers  to  it  as  a sort  of  stepchild. 
Its  parentage  is  yet  doubtful  and  its  ancestry 
has  been  attributed  to  urobilin,  to  blood  pig- 
ments, to  urea  and  to  food  pigments.  The 
study  of  the  appearance  and  relationship  of 
this  pigment  to  other  body  pigments  in  health 
and  disease  has  not  been  done  intensively.  It 
is  known  that  it  contains  the  pyrrol  group 
and  it  seems  probable  that  it  forms  one  of 
the  means  of  disposal  of  pigment  elements 
before  such  substances  are  built  into  the  hemo- 
globin or  bile  pigment. 

Lipochrome  probably  has  no  relationship 
to  urobilin,  urochrome  or  other  pigments  con- 
taining the  pyrrol  nucleus.  They  are  thought 
to  be  closely  related  to  the  yellow  radical  of 
chlorophyll,  also  to  the  members  of  the  group 
of  foods  that  contain  carotinoid  pigments. 
The  lipochromes  are  soluble  in  both  fat  and 
fat  solvents.  The  amount  of  these  Jipo- 
chromes  can  be  very  materially  cut  down  in 
the  body  fat  by  diets  that  are  relatively  free 
from  carotin.  It  is  interesting  to  note  that 
the  serum  of  diabetic  patients  is  rich  in  lipo- 
chrome pigment.  This  may  be  due  to  diet 
factors.  At  the  present  time  we  can  say  that 
lipochromes  have  not  been  determined  to 
have  any  direct  relationship  to  other  body 
pigments. 

Summarizing,  then,  it  may  be  said  that  the 
fundamental  stimulus  for  pigment  manufact- 
ure in  the  body  is  not  known.  That  pigment 
production  depends  upon  constructive  body 
cell  activity  and  is  concerned  in  the  formation 


of  hemoglobin  and  bile  pigment  is  believed ; 
the  loss  of  bile  pigment  depends  upon  the 
liver’s  functional  activity;  that  it  is  a product 
of  liver  activity  which  is  not  entirely  a pas- 
sive elimination  product,  the  result  of  worn- 
out  red  cells  with  loss  of  hemoglobin. 

Toxicity  of  Bile:  Not  a little  has  been 
written  concerning  the  toxicity  of  bile.  Bile 
pigments  are  relatively  non-toxic.  The  bile 
acids  contribute  more  to  the  toxicity  pheno- 
mena of  jaundice,  to  which  the  name  chol- 
emia  has  been  given.  As  an  evidence  of  the 
innocence  of  the  bile  pigments,  it  is  noted 
that  in  the  so-called  hemolytic  jaundice  of 
primary  anemia  cholemic  symptoms  are  not 
in  evidence.  It  should  not  be  necessary  to 
emphasize  that  bile  pigment  and  bile  acid  ex- 
cretion are  independent  functions  of  the  liver 
and  do  not  necessarily  parallel. 

Bile  Acids  of  the  Blood  in  Jaundice:  The 
study  of  the  metabolism  of  bile  acids  in  both 
normal  individuals  and  in  diseased  ones  still 
remains  singularly  insignificant.  One  of  the 
few  facts  that  has  been  established  is  the  cir- 
culation of  bile  acid,  its  rapid  absorption  from 
the  "intestinal  content  and  its  reappearance  in 
the  bile.  Accumulation  of  bile  acids  increases 
the  clotting  time  of  blood.  Another  fact  that 
seems  to  be  well  established  is  that  there  is 
an  important  endogenous  factor  in  bile  acid 
metabolism  concerned  with  body  protein 
metabolism.  A high  protein  diet  results  in  a 
high  output  of  bile  acid.  That  there  is  also 
an  exogenous  factor  in  bile  acid  secretion, 
which  is  apparently  related  to  food  protein, 
seems  to  be  borne  out  by  the  fact  that  a high 
protein  diet  will  give  a high  output  of  bile 
acid  for  a short  period,  say  six  hours,  but 
that  such  a diet  fed  to  an  experimental  animal 
after  a prolonged  fast  does  not  produce  the 
expected  rise  in  bile  acid  secretions.  This 
would  lead  to  the  conclusion  that  there  is  a 
diversion  of  some  of  the  antecedents  of  bile 
acid  to  serve  some  other  purpose  in  the  body. 
The  bile  acids,  as  is  well  known,  are  taurin 
and  glycocol  plus  cholic  acid.  The  combina- 
tion can  be  readily  split.  Taurin  is  derived 
from  the  sulphur  of  food  protein,  which  con- 
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tains  amino  acid,  cystin  or  cystein.  It  appears 
that  glycocol  is  synthesized  in  the  body.  We 
know  very  little  about  the  structure  of  cholic 
acid  and  perhaps  nothing  about  its  origin  in 
the  body.  Some  physiologists  have  suggested 
that  cholesterol  is  probably  the  parent  of 
cholic  acid  and  therefore  is  a determining 
factor  in  bile  acid  synthesis.  The  amount  of 
bile  salts  in  the  normal  human  blood  varies 
from  four  to  seven  mgms.  per  100  cc.  of 
blood  serum.  It  is  probable  that  the  increase 
in  bile  salts  in  the  blood  in  damaged  livers 
such  as  phosphorus  poisoning,  cirrhosis,  hepa- 
titis, catarrhal  jaundice,  etc.,  may  be  due  to 
retention  rather  than  to  increased  formation. 

In  acute  obstructive  jaundice  a marked  in- 
crease in  bile  acid  is  observed  up  to  1 0 times 
the  amount  of  normal  figures.  In  a chronic 
obstruction  the  increased  bile  acid  attains  a 
lower  figure,  perhaps  some  three  or  four 
times  that  of  normal.  One  of  the  reasons  why 
bile  acid  attains  a lower  figure  in  chronic  ob- 
struction is  that  there  is  an  impairment  of  the 
liver’s  ability  to  produce  bile  acid  in  these 
chronic  conditions.  Bile  salts  seem  to  play  an 
important  part  in  facilitating,  perhaps  by  co- 
operating with  the  pancreatic  juice,  the  diges- 
tion and  absorption  of  fat.  A pale,  fatty  stool 
may  be  of  some  importance  in  arriving  at  a 
conclusion  regarding  the  cause  of  jaundice. 
Bile  salts  also  have  another  important  func- 
tion in  that  they  help  to  keep  in  solution  the 
cholesterol  derived  from  the  breakdown  of 
red  blood  cells  and  their  tissue.  In  health 
this  solution  is  complete  and  is  maintained, 
but  under  certain  conditions  there  may  be  an 
excessive  production  of  cholesterol  or  a limita- 
tion of  the  bile  salts  and  as  a consequence 
cholesterol  becomes  precipitated  and  may 
give  rise  to  gall-stones. 

Cholesterol:  The  term  lipoid  is  applicable 
to  all  the  substances  in  the  body  which  re- 
semble fats.  Cholesterol  is  classed  as  a lipoid, 
but  it  is  chemically  related  to  the  other  lipoids 
only  by  its  solubilities.  It  appears  to  have  a 
distinct  functional  role  and  a well  differen- 
tiated chemical  structure.  It  is  a member  of 
the  sterol  group  and  these  are  alcohols.  It  is 


the  sterol  that  is  found  in  animal  cells  and 
is  so  universal  that  it  might  be  said  to  be  an 
essential  of  protoplasm.  Its  close  relationship 
to  vitamin  D lends  added  interest  to  its  study. 
Its  active  principle  is,  probably,  identical  with 
ergosterol,  which  can  be  irradiated  by  ultra- 
vio  let  ray.  An  interesting  thought  in  this  con- 
nection is  the  relationship  of  the  high  sterol 
concentration  in  the  skin  and  the  ultra- 
violet rays  of  sunlight.  It  is  a normal  con- 
stituent of  bile  and  our  interest,  now,  con- 
cerns its  presence  here  only.  It  is  more  than 
just  an  excretory  waste  product;  it  appears 
to  be  one  of  the  constituents  of  the  bile  that 
gives  it  its  emulsifying  properties.  Since  more 
cholesterol  is  eliminated  by  the  bowel  than  is 
taken  in  the  food,  some  of  its  source  must  be 
within  the  body,  perhaps  as  an  elaboration. 
Since  it  contains  choline,  it  is,  probably,  a 
source  of  the  bile  acids.  It  is  absorbed  to  a 
degree  from  the  intestine  and  undergoes  re- 
synthesis somewhere  between  the  bowel  and 
the  lacteals. 

Since  some  cases  of  retention  jaun- 
dice showed  an  increased  blood  choles- 
terol and  an  increase  was  likewise  found  in 
cholelithiasis,  a cholesterolemia  was  thought 
to  be  associated  etiologically  with  gall-stones. 
More  extensive  study  has  developed  the  fact 
that  many  patients  with  gall-stones  have  a 
normal  blood  cholesterol.  However,  it  has 
been  shown  that  the  excretion  of  cholesterol 
in  the  bile  may  be  relatively  little  regulated 
by  the  level  of  the  blood  cholesterol.  The 
people  of  Java  have  a relatively  low  blood 
cholesterol  and  they  rarely  have  cholesterol 
stones.  On  the  other  hand,  diabetes,  obstruc- 
tive jaundice,  pregnancy,  arteriosclerosis, 
nephritis,  typhoid  fever,  all  tend  to  increase 
blood  cholesterol.  Is  this,  in  reality,  a “chol- 
esterol diathesis”?  The  principal  constituent 
of  gall-stones  is  cholesterol  in  20  per  cent  of 
all  stones;  it  is  the  sole  constituent  in  six  per 
cent.  Precipitation  of  the  constituents  of  bile 
must  obtain  for  stone  formation  to  occur.  A 
simple  increase  in  cholesterol  in  the  bile  can- 
not be  the  sole  cause  of  stone  formation,  yet 
it  may  well  be  a contributing  factor.  The  gall- 
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bladder  concentrates  the  bile  and  if  to  this  be 
added  a tendency  to  stasis,  at  least  two  factors 
necessary  to  stone  formation  are  present.  In- 
fection is  thought  to  be  the  third  factor.  It 
undoubtedly  is  in  the  formation  of  multiple, 
concentric  stones,  but  there  is  much  evidence 
that  the  large,  solitary,  radical  formation, 
cholesterol  stone  develops  without  infection. 
Physiochemical  changes  in  the  bile  may  be 
sufficient  for  precipitation  to  occur. 

The  Jaundice  of  Hemolysis:  In  the  hu- 
man hemoglobin  is  localized  in  the  red  cells 
and  forms  3.2  per  cent  of  their  contents.  The 
red  cell  completes  its  life  cycle  in  an  average 
of  40  to  50  days,  disintegrates  and  liberates 
its  disorganized  hemoglobin,  from  which  bile 
pigments  are  formed.  The  amount  of  pig- 
ment excreted  bears  no  constant  relation  to 
the  amount  of  hemoglobin  destroyed,  since  a 
variable  amount  of  the  hematin  either  results 
in  other  end-products  or  is  used  in  resynthesis 
of  hemoglobin. 

Hemoglobin  exists  chemically  combined 
with  the  stroma  of  the  cell.  It  can  be  freed 
by  physiochemical  and  chemical  agencies.  It 
can  be  accompanied  by  osmotic  pressure,  in- 
creased fragility  of  red  cells,  solution  of  cell 
lipoid  and  through  the  hemolytic  properties 
of  serum  by  destroying  the  complement. 
This  latter  is  hemolysis  in  its  narrower  sense. 
The  larger  field  of  hemolysis  includes  the 
phagocytic  endothelial  cell  activity  of  the 
spleen  and  other  organs. 

The  evidences  of  abnormal  red  cell  de- 
struction are  due  to  (a)  the  liberation  and  dis- 
integration of  hemoglobin,  and  (2)  the  toxic 
or  mechanical  action  of  the  erythrocytic  stro- 
mata. Increased  pigment  formation  results 
in  jaundice  from  mass  production,  changes  in 
renal  permeability  to  hemoglobin,  alterations 
in  bile  capillaries,  bile  viscosity  or  any  com- 
bination of  these. 

Changes  in  Serum  Proteins:  Alteration  in 
the  blood  coagulability  and  tendency  to  hem- 
orrhage in  jaundice  is  common  knowledge. 
The  explanation  of  these  phenomena  is  yet 
controversial.  The  most  recent  and  perhaps 
most  popular  theory  today  presupposes  the 


presence  in  the  blood  of  one  or  more  sub- 
stances which  interfere  with  coagulation. 
These  substances  may  resemble  antithrombin 
or  antiprothrombin  j if  they  do,  it  is  only  a 
resemblance  in  mode  of  action,  for  nothing  is 
known  as  to  their  chemical  nature.  In  a jaun- 
diced patient  the  blood  will  clot  with  about 
normal  rapidity,  but  the  clot  is  large,  friable 
and  non-retractile.  Such  a clot  presents  a 
porous  mash  which  may  permit  the  seepage 
of  cell  and  plasma  from  a damaged  blood 
vessel  and  thus  lead  to  the  slow,  persistent 
hemorrhage  encountered  in  cases  of  obstruc- 
tive jaundice. 

Another  interesting  suggestion  by  way  of 
explanation  of  hemorrhage  in  jaundice,  pro- 
jects the  thought  that  disturbances  in  meta- 
bolic activity  of  the  liver  may  also  lead  to 
the  accumulation  in  the  blood  stream  of  by- 
products of  metabolism  or  to  a failure  of  the 
processes  of  removal  or  detoxication  of  such 
byproducts.  As  an  illustration,  it  has  been 
found  that  cysteine  inhibits  coagulation  of  the 
blood  j when  small  amounts  of  cysteine  are 
added  to  normal  blood,  the  coagulation  time 
is  shortened,  but  the  clot  is  large,  friable  and 
non-retractile,  thus  closely  resembling  the 
clot  in  the  blood  of  a jaundiced  patient.  Cys- 
teine is  not  found  in  normal  plasma,  but  can 
be  demonstrated  in  the  plasma  of  jaundiced 
patients  and  the  amount  present  increases 
progressively  with  the  tendency  to  hem- 
orrhage. A study  of  the  therapeutic  effects 
of  brombenzene  apparently  lends  additional 
color  to  this  theory.  This  agvnt  readily  com- 
bines with  cysteine  and  is  eliminated  by  the 
kidney.  Its  administration  definitely  lessens 
the  tendency  toward  bleeding  in  animals  in 
whom  jaundice  has  been  induced.  The  use  of 
this  drug  is  of  value  only  in  determining  the 
pathogenesis  of  bleeding  in  jaundice,  since  it 
is  a toxic  substance  and  its  use  in  humans  could 
be  carried  out  only  .with  the  greatest  caution. 
It  has,  however,  laid  the  foundation  for  some 
intelligent  study  of  dietary  restriction  in  the 
management  of  jaundiced  patients. 

The  liver  is  concerned  with  the  formation 
of  various  blood  proteins,  such  as  fibrinogen, 
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serum  albumen  and  serum  globulin.  At- 
tempts have  been  made  to  study  the  disturb- 
ances in  the  nature  of  these  serum  proteins 
by  various  precipitation  tests.  The  Takata, 
Weltman,  and  the  magnesium  chloride  test 
of  Bauer  are  three  illustrations  of  such  pre- 
cipitation tests. 

Jaundice  in  Infancy:  About  80  per  cent  of 
all  newborn  infants  become  jaundiced  and 
practically  all  prematurely  born  infants  are 
so  affected.  Its  duration  in  the  normally 
born  is  from  ten  to  fourteen  days,  while  it 
lasts  longer  in  the  premature.  It  usually 
makes  its  appearance  on  the  third  day  and 
practically  never  later  than  the  eighth  or 
tenth  day.  Aside  from  the  jaundice,  few  or 
no  symptoms  are  noted  except  perhaps  a 
greater  tendency  to  sleep.  The  intense  red- 
ness of  the  newborn  infant’s  skin  gives  some 
idea  as  to  the  cause  of  the  jaundice.  There  is 
an  excess  of  red  cells  at  the  time  of  birth,  and 
due  to  rapid  disintegration,  hemoglobin  is 
freed,  converted  into  bilirubin,  hence  in- 
creased osmotic  resistance  and  jaundice. 
Whether  icterus  gravis  neonatorum  should 
be  considered  as  a different  clinical  condition 
from  the  one  usually  referred  to  as  icterus 
neonatorum  does  not  appear  to  be  settled.  It 
would  seem  at  first  thought  to  be  merely  a 
difference  in  degree  of  the  same  condition, 
but  there  are  certain  features  which  present 
themselves  in  studies  of  groups  of  cases  final- 
ly classified  as  icterus  gravis  neonatorum  that 
may  warrant  some  further  thought  with  re- 
gard to  classification.  For  example,  icterus  is 
often  present  at  birth  or  appears  in  a few 
hours  after  birth.  In  all  of  the  groups  the 
symptoms  increase  in  severity  and  death 
occurs  in  something  like  60  to  70  per  cent 
of  the  group  as  a whole.  Edema  is  not  an 
uncommon  sequence  and  may  appear  within 
the  first  24  hours.  A definite  enlargement  of 
the  liver  and  spleen  is  present  in  practicallv 
all  cases,  and  hemorrhages  are  not  unusual. 

It  is,  however,  in  the  laboratory  findings 
that  the  greatest  interest  is  manifested.  The 
condition  known  as  erythroblastosis  fetalis 
seems  to  be  associated  with  the  icterus  gravis 


neonatorum  groups.  The  red  cell  count  is 
usually  below  2,000,000 j hemoglobin  rang- 
ing somewhere  between  40  and  50  per  cent, 
with  a high  color  index.  Blood  platelets  are 
reduced,  with  some  increase  in  the  leucocytes, 
and  the  nucleated  cells  are  increased  in  num- 
ber rather  markedly.  Myelocytes,  myelo- 
blasts, lymphocytes  and  monocytes  are  com- 
mon findings.  The  bleeding  time  is  gener- 
ally prolonged,  but  coagulation  time  is  usual- 
ly normal.  The  icterus  index  is  greatly  in- 
creased and  the  van  den  Bergh  gives  gener- 
ally both  a direct  and  an  indirect  reaction ; 
while  some  fragility  of  erythrocytes  is  noticed 
in  a small  percentage,  yet  it  is  so  slight  that 
it  does  not  approach  anything  like  the  range 
usually  found  in  true  familial  hemolytic 
jaundice.  The  problem  for  the  future  to  de- 
cide is  whether  or  not  the  cases  now  called 
icterus  gravis  neonatorum  are  merely  severe 
types  of  the  physiological  icterus  neonatorum 
or  whether  they  really  belong  to  another  clin- 
ical group  to  which  the  name  erythroblastosis 
fetalis  may  be  applied.  In  fact,  there  seems 
to  be  a close  relationship  between  universal 
edema,  icterus  gravis  neonatorum  and  the 
anemia  of  the  newborn,  and  they  probably 
all  might  well  be  put  under  the  head  of  ery- 
throblastosis fetalis.  If  such  a classification 
should  be  determined  upon,  then  jaundice  is 
merely  a symptom  of  the  general  condition, 
which  manifests  among  other  things  a very 
definite  blood  picture,  differing  from  that  of 
the  physiological  icterus  neonatorum.  The 
changes  may  be  summarized  as  a large  in- 
crease in  erythrocytes,  a biphasic  van  den 
Bergh,  a high  color  index,  an  enlarged  spleen 
and  liver. 

The  theories  as  to  the  cause  of  the  ordinary 
icterus  neonatorum  are  interesting.  The  hep- 
atogenic theory  considers  that  the  liver  of  the 
newborn  infant  is  functionally  immature  and 
inefficient.  Such  a hypothesis  might  justly  be 
questioned  when  one  considers  that  the  great- 
est portion  of  the  blood  of  the  umbilical  cord 
flowing  from  the  placenta  to  the  fetus  passes 
to  the  liver,  thus  demonstrating  that  the  fetus 
does  possess  a portal  system.  In  fact,  the  liver 
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is  the  only  fetal  organ  that  receives  pure  ar- 
terialized  blood.  The  liver  is  the  only  organ 
in  the  fetus  that  fulfills  the  same  function 
which  it  is  to  fulfill  during  the  rest  of  life. 
This  explains  largely,  if  not  entirely,  the 
relative  weight  of  the  liver  being  higher  in 
the  newly  born  infant  than  at  any  other  time 
of  life. 

The  hematogenic  hypothesis  as  to  the  cause 
of  icterus  neonatorum  is  based  on  the  assump- 
tion that  hemoglobin  is  split  up  into  bilirubin 
and  that  the  blood  of  the  newly  born  infant 
is  poor  in  oxygen.  Maternal  blood  contains 
four  times  as  much  oxygen  as  the  arterialized 
blood  of  the  umbilical  cord;  in  fact,  the  sat- 
uration of  oxygen  in  the  blood  of  the  um- 
bilical cord  rarely  reaches  20  per  cent.  The 
passage  of  the  oxygen  through  the  placenta 
is  a passive  process,  hence  the  likelihood  of 
saturation  of  hemoglobin  in  the  placenta  is 
not  great.  Only  about  2.6  cc.  of  hemoglobin 
are  usually  found  in  100  cc.  of  blood.  The 
fetal  organism  draws  75  per  cent  of  its  fuel 
efficiency  from  the  fetal  blood.  The  mater- 
nal blood  contains  only  31  per  cent.  The 
compensatory  processes  for  the  fetus  are:  (a) 
Increase  in  hemoglobin,  both  by  multiplica- 
tion of  the  number  of  red  cells  and  an  in- 
crease in  the  absolute  hemoglobin  content  of 
each  red  cell.  This  increase  may  reach  50 
per  cent,  (b)  There  is  an  increase  in  glu- 
cathione.  This  is  another  system  that  gives 
up  oxygen,  taking  care  of  the  1 0 per  cent  that 
the  hemoglobin  lacks,  (c)  Increase  in  the  fre- 
quency of  the  pulse  associated  with  accelera- 
tion of  the  circulation  results  in  more  oxygen 
being  given  up  as  a matter  of  time  unit. 
Catalase  is  increased  under  a lack  of  oxygen; 
this  seems  to  play  a role  in  the  process  of 
oxidation.  In  addition  to  this,  the  capacity 
of  the  hemoglobin  to  combine  oxygen  is  in- 
creased. At  the  moment  of  birth  the  fetus 
must,  therefore,  adjust  itself  to  changed  con- 
ditions. The  pulse  slows  down,  the  blood 
reaches  its  normal  stable  quantity  of  glu- 
cathione,  catalase  is  diminished,  the  surplus 
hemoglobin  split  up  into  bilirubin  and  hemo- 
globin iron  is  deposited  in  the  liver  and 


spleen.  The  total  blood  bulk  of  the  newborn 
decreases  about  one-third  during  the  first 
three  days  of  life.  A newborn  baby  weighing 
three  kilograms  will  have  approximately 
30  gms.  of  hemoglobin,  which  is  about  one 
per  cent  of  its  body  weight,  split  up  into  bili- 
rubin within  the  first  few  days  of  life.  This 
activity  corresponds  to  the  period  of  excess 
bilirubin  at  the  time  in  which  icterus  neo- 
natorum is  frequently  observed.  The  degree 
of  jaundice  depends  on  two  factors,  (1)  the 
amount  of  bilirubin  split  up  and  the  time  at 
which  it  is  split  up,  or  rather,  the  rate  with 
which  it  is  split  up,  (2)  the  permeability  of 
the  endothelium  of  the  cutaneous  capillaries. 
These  are  factors  that  vary  individually  in 
different  infants  and  explains  why  only  about 
80  per  cent  of  the  newborn  become  jaundiced 
and  why  the  jaundice  in  this  80  per  cent 
shows  such  a varying  degree  of  intensity.  An 
interesting  experiment  may  be  done  on  a baby 
that  does  not  show  much  icterus  by  driving 
histaa  ine  into  the  skin  by  cataphoresis.  This 
increases  the  permeability  of  the  skin  and  the 
wheal  formed  by  this  application  will  become 
a bright  yellow  color  in  contrast  to  the  sur- 
rounding skin.  This  test  is  positive  a few 
hours  after  birth  and  may  persist  up  to  the 
first  two  weeks  of  the  infant’s  life.  The  cap- 
illary endothelium  of  prematurely  born  in- 
fants is  always  more  permeable  than  infants 
born  in  term,  hence  they  are  uniformly 
jaundiced. 

Summary:  A definite  conception  of  jaun- 
dice is  stressed.  The  three  most  important 
constituents  of  bile  are  discussed  and  the  fol- 
lowing phases  analyzed:  the  essential  parts 
of  the  mature  body  pigment,  the  relationship 
of  bile  pigments  to  the  coloring  matter  of  the 
red  cells,  the  ultimate  fate  of  pigment  matter, 
the  role  of  the  reticuloendothelial  system  and 
the  effect  of  liver  extract  on  pigment  forma- 
tion. 

The  insignificant  status  of  the  metabolism 
of  bile  acids,  their  toxicity,  influence  on  blood 
coaguability,  relation  to  protein  metabolism 
and  variation  in  acute  and  chronic  obstruc- 
tions are  reviewed.  The  relationship  of 
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cholesterol  to  the  lipoid  group,  its  universal 
distribution,  association  with  vitamin  1)  and 
choline  and  its  etiological  relationship  to  gall 
stones  are  considered. 

The  jaundice  of  hemolysis  in  adults  and 
infants  is  contrasted  and  the  nomenclature  of 
the  latter  is  analyzed.  The  changes  in  serum 
protein  induced  by  jaundice  and  the  role  of 
disturbances  of  metabolic  activity  of  the  liver 
to  blood  stream  by-products  are  discussed. 

' Discussion 

Dr.  Ivan  H.  Smith,  Parkersburg:  It  would  ap- 
pear much  better  to  ponder  over  the  thoughts  that 
Dr.  Simpson  has  left  with  us  than  to  wander  far 
afield  in  listening  to  a discussion  opened  by  a path- 
ologist. There  are  a few  points  that  I should  like 
to  bring  out  and  a few  questions  I should  like  to 
ask  Dr.  Simpson. 

When  solicited  to  contribute  to  a program  in  any 
small  way  I immediately  refer  to  my  autopsy  files 
and  as  my  figures  mount  I am  seldom  disappointed 
in  what  they  may  reveal.  For  this  particular  ques- 
tion I find  that  in  the  last  171  autopsies  performed 
in  Parkersburg,  some  nineteen  cases  presented  jaun- 
dice. That  is  eleven  per  cent.  In  going  over 
these  I have  classified  nine  as  representing  extra- 
hepatic  forms,  eight  intrahepatic,  and  two  fell  into 
the  hemolytic  group.  One  of  our  hemolytic  group 
was  a case  of  icterus  gravis  neonatorum.  That  is 
the  first  case  that  I have  seen  in  four  years  and  I 
should  like  to  know  much  more  about  the  question. 
The  other  hemolytic  case  was  one  associated  with 
malaria. 

I have  included  the  overwhelming  infections 
which  numbered  six  in  the  toxic  intrahepatic  cat- 
egory. There  might  be  some  argument  in  includ- 
ing this  group  in  the  toxic  category,  but  I preferred 
to  do  so. 

Four  cases  have  been  particularly  interesting,  not 
bv  virtue  of  enlightening  the  discussion  at  hand, 
but  illustrative  of  exceptional  lesions  which  may  be 
uncovered  by  routine  autopsy,  and  also  illustrative 
of  the  weapon  used  by  the  younger  pathologists  in 
their  plea  for  a better  postmortem  service.  Through 
the  persistence  of  our  internes  in  collaboration  with 
the  attending  physicians,  last  year  our  hospital  autop- 
sies mounted  to  over  forty  per  cent,  and  this  year 
to  date  we  are  close  to  the  sixty-two  per  cent  mark. 

Engrossed  as  we  are  in  our  endeavor  to  keep 
abreast  of  the  times,  we  are  not  in  that  enviable 
position  of  being  able  to  do  experimental  research 


work  and  throw'  light  upon  such  a question  as  jaun- 
dice or  liver  function,  but  by  disclosing  lesions  at 
the  autopsy  table  we  can  preserve  a workable  in- 
terest and  by  correlation  of  the  findings  that  we 
have  we  are  able  to  build  up  new  viewpoints  for 
future  observations. 

Of  these  four  cases  that  I had  reference  to,  two 
died  with  acute  yellow  atrophy,  one  undoubtedly 
was  a case  of  phosphorus  poisoning,  and  the  other 
was  a case  of  acute  yellow  atrophy  in  a boy  six  years 
of  age  and  of  one  month’s  duration.  These  autop- 
sies served  to  exemplify  the  misnomer  of  acute  yel- 
low atrophy,  for  the  phosphorus  case  w'as  acute  but 
that  in  the  boy  of  six  years  certainly  was  not,  nor 
were  the  livers  yellow,  they  were  red;  nor  were 
the  livers  atrophic,  they  were  swollen. 

In  two  others  we  had  jaundice  associated  with 
agranulocytosis.  Both  these  cases  were  rather 
chronic,  dying,  however,  within  a period  of  six 
weeks.  Both  had  a definite  clinical  jaundice  be- 
fore death.  In  one  we  had  a positive  streptococcic 
hemolytic  infection,  in  the  other  no  definite  infec- 
tion of  the  blood  stream  was  found. 

My  idea  of  agranulocytosis  is  that  there  is  very 
little  destruction  of  the  red  blood  element,  and  I 
should  like  to  ask  Dr.  Simpson  if  in  any  of  his  ex- 
perience with  the  cases  coming  to  autopsy  there  has 
been  a definite  jaundice. 

As  for  liver  function  tests,  I should  like  to  know 
something  more  on  this  question,  and  I should  like 
Dr.  Simpson  to  say  something  about  the  use  he 
makes  of  the  van  den  Bergh.  It  has  an  indication 
in  our  small  laboratories,  but  we  prefer  to  use  the 
icterus  index,  urobilin  in  the  urine  quantitatively, 
duodenal  drainage,  and  other  less  complicated  tests. 
We  feel  that  today  for  a request  to  come  in  for  one 
test  alone  to  be  done  on  a jaundiced  patient,  the 
van  den  Bergh  is  a thing  of  the  past. 

We  have  made  some  interesting  observations  in 
connection  with  prolonged  biliary  fistulae,  illustra- 
tive of  some  interference  with  the  plasma  protein 
metabolism.  This  particular  case  was  an  old  lady 
who  had  been  operated  upon,  who  had  a cholecysto- 
gastrostomy  which  broke  down  and  she  drained 
bile  through  a sinus  for  several  months  without  any 
difficulty;  even  administering  saline  by  rectum  we 
were  able  to  produce  an  edema  in  this  patient. 

Also  the  question  of  coagulation  time  in  jaundice 
has  interested  me  in  that  so  often  we  have  found 
the  coagulation  and  bleeding  times  to  be  normal 
and  wre  wonder  if  our  technique  is  right,  yet  in  using 
the  microscopic  method  by  venipuncture  we  find 
that  we  do  get  a normal  clot  formation  in  a high 
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percentage  of  cases,  which,  however,  tends  to  be 
boggy.  The  presence  of  cystine  producing  this 
same  type  of  clot  is  a very  interesting  observation. 

I should  hesitate  to  advocate  the  use  of  poly- 
cythemia vera  blood  as  a routine  preoperative  trans- 
fusion measure  to  combat  the  bleeding  of  jaundice, 
but  it  certainly  is  the  most  effective  method  that  I 
know  of.  We  had  occasion  to  use  such  a proced- 
ure as  a therapeutic  measure  for  both  donor  and 
recipient,  with  mutual  benefit  to  both.  The  attend- 
ing surgeon  reported  absolutely  dr}'  cholecysto- 
gastrostomy  field.  It  also  is  coincidental  that  both 
these  patients  came  to  autopsy  within  a year,  but 
only  one  had  polycythemia. 

Dr.  Simpson  (closing  the  discussion):  It  re- 

mains, perhaps,  an  open  question  as  to  whether 
icterus  gravis  neonatorum  is  a distinct  clinical  entity 
differing  from  the  ordinary  icterus  neonatorum  ex- 
cept in  degree.  Icterus  gravis,  if  it  be  a different 
thing,  does  at  least  present  some  clinical  features 
that  do  not  resemble  the  ordinary  icterus  neona- 
torum aside  from  the  severity.  One  is  a different 
blood  picture.  The  red  cells  are  diminished,  the 
platelets  are  increased,  and,  invariably,  the  process 
is  downward  in  its  course  and  treatment  seems  to 
be  of  little  avail.  I think  the  question  cannot  yet 
be  answered  as  to  whether  or  not  it  is  a distinct 
clinical  entity  or  whether  it  is  merely  a more  severe 
form  of  the  ordinary  icterus  neonatorum. 

That  leads  us  to  the  next  thought  introduced  by 
one  of  the  discussors  with  regard  to  malignant  neu- 
tropenia or  agranulocytosis.  As  much  might  be  said 
concerning  it  as  a clinical  entity.  Some  clinicians 
believe  that  it  is  a distinct  entity  and  equally  as  com- 
petent ones  think  that  it  is  not.  Certainly  it  is  a 
peculiar  disease  if  it  is  a clinical  entity  in  that  the 
cases  reported  have  been  associated  with  such  a 
variety  of  etiological  factors.  The  last  thing  that 
has  enjoyed  the  attention  of  the  profession  is  that 
which  has  to  do  with  certain  drug  administration. 
I have  not  found  jaundice  as  an  accompaniment  of 
what  we  call,  clinically,  malignant  neutropenia  or 
agranulocytosis. 

I feel  one  had  better  think  of  acute  yellow  atrophy 
as  an  acute  necrosis;  at  least  in  the  cases  that  I have 
studied  postmortem  there  was  a rather  widespread 
necrosis  of  hepatic  cell  structure.  This  is  the  out- 
standing pathological  feature  that  I have  observed, 
though  some  of  the  cases  that  I have  seen  come  to 
autopsy  studies  did  show  a smaller  liver  than  nor- 
mal. The  liver  has  a peculiar  appearance;  it  seems 
to  have  fallen  away  from  its  capsule  and  to  have 


shrunken;  it  has  collapsed,  as  it  were;  it  has  a very 
peculiar  appearance  when  the  abdomen  is  opened 
from  that  of  most  other  liver  conditions  at  the 
autopsy  table. 

Tests  of  liver  function,  of  course,  occupy  the 
attention  of  the  clinician  to  a considerable  extent. 
The  scope  of  my  paper  precluded  such  discussion. 
One  would  like  to  have  one  or  more  tests  that 
would  make  possible  a statement  with  some  degree 
of  definiteness  that  a liver  is  impaired  and  to  what 
extent  it  is  impaired  and  in  what  direction.  But 
one  must  go  back  to  fundamental  physiological 
principles  and  recognize  that  the  liver  is  an  organ 
with  many  functions  differing  thereby  from  most 
other  organs  studied;  one  must  recognize  that  at 
least  not  now,  by  any  sort  of  test,  laboratory  or 
otherwise,  can  it  be  determined  with  a high  degree 
of  accuracy  what  a liver  is  able  to  do. 

The  liver  is  an  organ  with  a multiplicity  of  func- 
tions, and  one  should  not  expect  any  single  test  to 
do  more  than  to  develop  a single  thing,  and  even 
then  perhaps  only  to  a limited  degree.  I use  liver 
function  tests;  I try  to  determine  the  amount  of 
urobilinogen  in  the  urine,  the  amount  of  bilirubin 
in  the  blood,  and  these  are  helpful  insofar  as  their 
limitations  may  be  appreciated.  It  certainly  is  a 
very  great  help  to  one  to  be  able  to  examine  the 
blood  and  to  determine,  having  excluded  other 
coloring  matter,  such  as  carotin,  from  the  field,  that 
a patient  has  jaundice  before  there  is  evidence  of 
clinical  jaundice,  and  we  can  do  that  by  means  of 
such  simple  tests  as  an  icteric  index  study. 

Then  I do  think  there  is  some  value  to  the  so- 
called  van  den  Bergh  test,  both  quantitatively  and 
qualitatively,  because  that  is  not  modified  by  color- 
ing matter  in  the  diet  as  is  true  in  the  icteric  index 
study. 

The  study  of  liver  function  from  the  standpoint 
of  carbohydrate  metabolism  is  of  interest.  Levulose 
has  been  used.  It  has  its  weaknesses;  one  in  the 
difficulty  in  determining  the  renal  threshold  for 
levulose.  The  fact,  however,  that  it  is  not  utilized 
by  the  liver  structure  so  well  makes  it  in  one  sense 
a test  from  which  we  might  expect  something,  but 
it  is  not  used  to  any  great  extent.  The  galactose 
test  is  much  more  widely  used,  and  even  here  there 
is  some  difference  of  opinion  as  to  the  number  of 
hours  that  the  observation  should  cover,  whether  it 
should  cover  five  or  whether  it  should  cover  more, 
whether  the  excretion  of  three  grams  or  more  of 
the  galactose  within  the  first  two  or  three  periods 
of  itself  constitutes  sufficiently  definite  evidence. 

I think  one  can  find  out  something  about  the 
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gall-bladder  function  perhaps  rather  accurately  from 
the  so-called  Graham-Cole  study,  cholecystography. 
It  gives,  I think,  considerable  information  about  the 
gall-bladder,  but  even  here  clinically  one  finds  that 
there  is  a school  that  believes  in  administering  the 
dye  orally  and  another  that  always  wants  to  give  it 
intravenously.  I think  it  can  be  said,  however, 
without  prejudice  or  committing  one’s  self  to  either 
plan  that  when  a dye  is  given  orally,  and  a satis- 
factory filling  is  not  obtained,  or  not  shadow  seen, 
the  only  thing  to  do  is  to  ignore  the  study,  wait 
until  the  dye  has  been  eliminated,  and  then  give  it 
intravenously;  and  when  one  fails  to  find  a gall- 


bladder shadow  after  intravenous  injection,  one  can 
speak  more  emphatically,  though  not  with  absolute 
assurance  even  yet,  that  here  is  a surgical  condition. 

All  of  these  tests  are  in  the  trying-out  period ; 
none  of  them  are  evidences  of  definite  failure  of 
liver  function ; none  of  them  can  measure  with  a 
great  degree  of  accuracy  the  function  of  the  liver; 
bear  in  mind  that  the  liver  has  a multiplicity  of 
functions  and  that  if  one  is  going  to  study  these 
functions,  he  must  not  content  himself  with  one, 
but  must  use  all  of  the  yardsticks  which  are  avail- 
able today  in  modern  medicine  for  the  purposes  of 
a diagnosis. 


THE  STEREOROENTGENOMETRIC  METHOD  OF 
FETOMETRY  AND  PELVIMETRY  WITH  ITS 
OBSTETRICAL  APPLICATION* 

(An  Appraisal  Based  on  740  Determinations) 

By  Stewart  H.  Clifford,  M.  D. 

Boston , Mass. 


^tereoroentgenometric  determinations 
of  fetal  size  in  utero  have  been  made  in 
740  patients  during  the  past  four  years.  The 
method  has  stood  the  test  of  time  remarkably 
well  and  the  present  standardized  technique 
is  practically  identical  to  the  one  first  re- 
ported.1 The  accumulation  of  experience  has 
exposed  the  inherent  limitations  of  the 
method  and  a certain  number  of  cases  have 
been  encountered  where  it  has  been  impos- 
sible to  obtain  a satisfactory  measurement. 
Experience  has  also  shown  those  types  of  ob- 
stetrical problems  where  information  as  to 
the  size  of  the  fetus  has  proven  to  be  of  the 
greatest  value.  The  growth  in  the  demand 
for  x-ray  determinations  of  fetal  size  (176 
in  1 932 ; 1 82  in  1 933 ; 251  in  1 934)  has  been 
the  most  convincing  evidence  that  this  infor- 
mation can  be  of  practical  value  in  the  man- 
agement of  certain  obstetrical  problems. 

•Read  before  the  W.  Ya.  State  Medical  Association.  Wheeling, 
on  May  7,  1935. 

From  the  Boston  Lying-in  Hospital,  the  Departments  of  Ob- 
stetrics and  Pediatrics  of  the  Harvard  Medical  School  and  the 
Department  of  Child  Hvgiene  of  the  Harvard  School  of  Public 
Health. 


The  Theory:  The  principle  of  stereoroent- 
genometry can  be  explained  by  means  of  a 
diagram  (Fig.  1).  Let  O and  S represent 
the  occiput  and  sinciput,  or  the  end  points  of 
the  fetal  head  diameter  to  be  measured  in 
utero.  Let  AB  represent  the  x-ray  film  in 
position  under  the  patient.  Let  X’  and  X” 
represent  the  positions  of  the  x-ray  tube  target 
at  either  end  of  its  stereo-shift.  The  distance 
from  X’  to  X”,  or  the  extent  of  the  shift,  is  a 
known  distance — on  our  machine  this  is  seven 
cm.  (2J4  inches).  The  distance  from  the 
plane  of  the  x-ray  target  (X’  X”)  to  the 
x-ray  film  AB  is  also  a known  distance — in 
our  case  63.5  cm.  (25  inches). 

When  a picture  of  the  fetal  skull  is  made 
with  the  x-ray  target  at  X’,  the  occiput  (O) 
is  projected  onto  the  film  at  O’:  similarly  the 
sinciput  (S)  is  projected  onto  the  film  at  S’. 

When  the  tube  is  shifted  to  X”  and  the 
second  exposure  made,  the  projection  of  the 
occiput  (O)  and  sinciput  (S)  are  now  dis- 
placed and  appear  on  the  film  at  points  O” 
and  S”. 
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Through  the  medium  of  the  “stereoroent- 
genometer” — this  is  a dummy  with  strings 
(Fig.  2)  in  which  the  original  conditions 
under  which  the  pictures  were  taken  are 
duplicated — it  is  possible  to  start  at  the  dis- 
placed images  of  the  occiput  at  O’  and  O”  and 


FlG.  1 . The  Principle  of  Stereoroentgenometry. 


retrace  the  path  of  the  x-rays  back  to  their 
source  at  targets  X’  and  X”.  In  such  a recon- 
struction the  point  at  which  the  strings  cross 
locates  the  true  position  of  the  occiput  in  space 
(Fig.  3).  In  a similar  manner  the  position  of 
the  sinciput  is  located  and  the  occipitofrontal 
diameter  (OS)  can  then  be  measured  directly 
(Fig.  4). 

The  Apparatus : I.  A standard  radioscopic 
table  equipped  with  a Potter-Bucky  dia- 
phragm and  a horizontal  stereoscopic  shift  is 
adapted  to  the  technique  by  the  following 
procedures.  (Fig.  5): 

a.  Bury  a series  of  lead  shot,  about  six 
inches  apart,  down  the  midline  of  the  length 
of  the  table. 

b.  Fasten  a length  of  piano  wire  through 
a drill  hole  in  the  center  of  the  inner  side  of 
the  Bucky  tray.  Draw  the  wire  across  the  sur- 
face of  the  cassette  and  through  a notch  in 
the  center  of  the  outer  edge  of  the  tray  where 
it  is  clamped  in  position. 

II.  Two  metal  knitting  needles  are  cut 
to  a length  of  1 0 cm. 

III.  A “stereoroentgenometer”  is  con- 
structed exactly  duplicating  the  conditions 


under  which  the  x-rays  are  to  be  taken.  (Fig. 
2)- 

IV.  A horizontal  x-ray  viewing  box. 

V.  A centimeter  rule. 

VI.  A Bertillon  cephalometer. 

The  X-ray  T echnique : I.  Place  the  patient 
upon  the  table  in  the  horizontal  position. 
(Fig.  6). 

II.  Center  the  x-ray  tube  over  the  fetal 
head.  In  this  position  if  a plumb  line  were 
dropped  from  the  target  it  would  fall  on  the 
intersection  of  a line  connecting  the  lead 
markers  and  wire  crossing  the  cassette. 

III.  Lock  the  x-ray  tube  to  its  carriage 
so  that  when  it  is  shifted  inertia  will  not  carry 
the  tube  beyond  the  prescribed  point. 


FlG.  2.  The  "Stereorocntgcnomctcr’'  in  position  for 
mensuration. 


IV.  Release  the  Potter-Bucky  diaphragm 
from  its  attachment  to  the  x-ray  tube  carriage. 
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V.  Move  the  x-ray  tube  and  carriage  to 
one  end  of  its  stereo-shift,  3.5  cm.  from  the 
midpoint. 

VI.  Lock  the  brakes  of  the  Bucky  dia- 
phragm anchoring  it  firmly  to  the  table.  This 
is  of  great  importance  in  guarding  against 
accidental  dislocation  during  the  examination. 

VII.  Place  the  x-ray  film  in  the  cassette, 
draw  the  wire  tightly  across  the  tray  and 
fasten  in  position. 

VIII.  Fasten  one  of  the  10  cm.  rods  over 
the  patient’s  symphysis  and  the  other  on  the 
abdomen. 


FlG.  3.  Locating  the  position  of  the  fetal  occiput 
in  space. 


IX.  Compress  the  patient’s  abdomen  us- 
ing a binder  attached  to  the  table. 

X.  Take  the  first  picture.  With  a West- 
inghouse  radiographic,  heavy  duty  tube  we 
use  a four  and  one-half  to  five  inch  spark 


gap,  50  milliamperes  and  an  exposure  of 
from  six  to  12  seconds. 

XI.  Place  a fresh  cassette  in  the  tray. 

XII.  Redraw  the  wire  across  the  tray. 

XIII.  Reset  the  Potter-Bucky  dia- 
phragm. 


FlG.  4.  The  position  of  the  fetal  occiput  and  sin- 
ciput having  been  located  in  space — the  occipitofrontal 
diameter  is  measured  directly. 


XIV.  Displace  the  target  to  its  second 
position  seven  cm.  from  the  first  (3.5  cm. 
from  the  midpoint)  and  take  the  final  ex- 
posure. 

XV.  Release  the  abdominal  binder  and 
have  the  patient  remain  on  the  table  until 
the  wet  films  have  been  inspected.  With  a 
little  experience  the  technician  can  discern 
from  the  wet  films  if  flexion,  extension  or 
rotation  of  the  fetal  head  has  occurred  be- 
tween the  two  exposures.  She  can  also  deter- 
mine if  other  than  a measurable  occipito- 
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frontal  diameter  of  the  head  has  been  ob- 
tained. In  either  event  the  x-ray  examination 
must  be  repeated.  In  the  latter  case  the 
patient’s  position  is  changed  so  that  the 
occipitofrontal  diameter  will  be  obtained. 


FlG.  5.  The  conversion  of  a standard  x-ray  table 
into  one  capable  of  taking  stereoroentgenograms. 


The  Preparation  of  the  X-ray  Films  Prior 
to  Classification  and  Mensuration:  a.  Draw 
a line  on  each  film  connecting  the  lead 
markers. 

b.  Truce  the  outline  of  the  fetal  head  on 
each  film. 

c.  Perforate  the  end  points  of  the  metal 
control  rods  in  each  film. 

d.  Perforate  the  inner  margin  of  the 
symphysis  on  each  film. 

e.  On  one  film. 

1.  Perforate  the  end  points  of  the  great- 
est possible  head  diameter,  the  occipito- 
frontal or  biparietal  as  the  case  may  be. 

2.  Perforate  a point  midway  between  the 
first  sacral  foramina.  This  is  as  near  the  pro- 
montory of  the  sacrum  as  can  be  measured 
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by  this  method.  From  this  point  to  the  sym- 
physis we  designate  as  the  x-ray  conjugate. 
The  normal  x-ray  conjugate  has  been  found 
to  be  from  12  to  14  cm. 

f.  Superimpose  the  film  just  marked  up- 
on the  remaining  film  so  that: 

1.  The  tracings  of  the  fetal  head  are  ex- 
actly superimposed,  line  for  line.  Punch 
through  the  end  points  of  the  fetal  head  diam- 
eter already  marked,  thus  locating  identical 
points  on  the  second  film. 

2.  The  margins  of  the  first  sacral  fora- 
mina on  both  films  are  then  superimposed 
and  an  identical  point  on  the  under  sacrum 
located  by  punching  through  the  existing 
hole. 

The  Appraisal  and  Classification  of  the 
S ter eoroent geno grams : I.  As  to  the  position 
of  the  fetus  in  utero.  In  the  series  of  cases 
just  reviewed,  577  or  78  per  cent  were  vertex 
and  1 63  or  22  per  cent  were  breech  presenta- 
tions. (The  incidence  of  breech  deliveries  in 
the  hospital  as  a whole  was  3.97  per  cent). 

II.  As  to  whether  a measurable  diameter 
of  the  fetal  head  has  been  obtained.  Fortun- 
ately for  the  success  of  this  method  the 
occipitofrontal  diameter  of  the  head  was  ob- 
tained in  91  per  cent  of  our  cases j the  bi- 
parietal in  six  per  cent;  and  the  oblique  in 
three  per  cent.  Thoms  has  shown  that  in  the 
lateral  view  of  the  head  the  fetal  skull  may 
be  rotated  36  degrees  in  either  direction  be- 
fore the  shadow  of  the  occipitofrontal  diam- 
eter is  shortened  a millimeter.  The  silhouette 
of  the  occipitofrontal  diameter  can  be  recog- 
nized by  its  long  oval  shape  and  by  the  loca- 
tion of  the  anterior  and  posterior  fontanelle, 
the  maxilla  and  mandible.  (Fig.  7).  The  bi- 
parietal diameter  can  be  identified  by  the  posi- 
tion of  the  anterior  fontanelle,  the  mental 
point  of  the  mandible  and  the  pear  shape  of 
the  shadow.  (Fig.  8).  The  oblique  diameter 
has  a rounded  contour,  the  fontanel les  can- 
not be  made  out  in  the  expected  locations  and 
the  position  of  the  mandible  is  abnormal. 
(Fig.  9).  In  case  of  doubt  the  films  can  be 
viewed  in  a stereoscope. 
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III.  As  to  the  reliability  of  measurements 
obtained  from  a given  set  of  films. 

a.  Superimpose  the  two  views  of  the  fetal 
head  so  that  they  coincide  exactly.  (Figs.  1 1 
and  12). 

b.  With  the  heads  in  this  position  note 
the  position  of  the  line  on  each  film  connect- 
ing the  lead  markers. 

1.  If  with  the  heads  coinciding  the  longi- 
tudinal lines  are  also  exactly  superimposed  we 
have  evidence  that  no  motion  of  the  fetal 
head  has  occurred  between  exposures.  ( Fig. 
11  A).  These  films  are  denoted  as  Class  A 
and  can  be  relied  on  for  an  accuracy  of  within 
0.3  mm.  in  97  per  cent  of  the  cases.  Seventy- 
three  per  cent  of  the  measurements  in  the 
vertex  presentation  and  fifty-eight  per  cent 
of  the  measurements  in  the  breech  cases  have 
been  rated  Class  A. 

2.  If,  with  the  heads  superimposed,  the 
longitudinal  lines  are  found  to  be  parellel 
but  separated  by  not  more  than  one-fourth 


inch,  ( Fig.  1 1 B ) we  have  evidence  that  slight 
lateral  movement  of  the  head  has  occurred 
and  the  films  are  designated  Class  B.  Meas- 
urements from  films  of  this  type  have  been 
found  to  be  accurate  to  within  three  mm.  in 
80  per  cent  of  the  cases  and  to  within  five 
mm.  in  1 00  per  cent.  We  have  encountered 
Class  B films  in  sixteen  per  cent  of  the  vertex 
and  in  five  per  cent  of  the  breech  presenta- 
tions. 

3.  (a)  If,  with  the  heads  superimposed, 
the  longitudinal  lines  are  found  to  have 
crossed  (Fig.  12X)  we  have  evidence  that 
flexion  or  extension  of  the  head  has  taken 
place  and  the  films  are  placed  in  the  un- 
measurable group  designated  Class  O. 

(b)  If  it  is  impossible  to  make  the  two 
head  shadows  coincide — one  being  long  and 
oval  while  the  other  is  short  and  round  (Fig. 
12  0)  we  have  evidence  that  rotation  has 
occurred  and  these  films  are  also  placed  in 
Class  O. 


FIG.  6.  The  patient  in  position  for  taking  stereoroentgenograms. 
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Class  O films  are  unmeasurable  and  when 
found  the  examination  should  be  repeated. 
Class  O films  were  encountered  in  1 1 per 
cent  of  the  vertex  and  in  37  per  cent  of  the 
breech  presentations. 


a.  Cross  the  elastic  string  once  and  place 
the  compass  ends  on  the  occipital  points. 
(Fig.  3). 

b.  Fix  a pointer  at  the  point  of  intersec- 
tion of  the  strings. 


FIG.  7.  Roentgenograms  demonstrating  the  occipitofrontal  diameter  of  the  fetal  skull. 


The  Technique  of  Measuring  the  Films: 

I.  Place  the  films  upon  the  viewing  box 
with  the  longitudinal  lead  marker  lines  and 
the  cross  wires  superimposed.  (Fig.  10). 

II.  Place  the  stereoroentgenometer  upon 
the  films  so  that  a plumb  bob  dropped  from 
the  midpoint  of  the  stereo-shift  strikes  the  in- 
tersection of  the  lateral  and  longitudinal  lines. 
(Fig.  2). 


c.  Cross  the  strings  and  place  the  com- 
pass cn  the  sincipital  points. 

d.  Fix  the  second  pointer  at  the  intersec- 
tion of  the  strings. 

e.  Measure  the  distance  between  the  two 
pointers  thus  obtaining  the  occipito-frontal 
diameter  of  the  skull.  (Fig.  4). 

f.  Discover  the  probable  and  minimum 
body  weight  to  be  expected  for  the  occipito- 


F'G.  8 Roentgenogram 
d 'morWrating  th  ’ biparietal 
diameter  of  the  fetal  skull. 


FIG.  9.  Roe-.tgenogram 
demonstrating  an  oblique 
d ameter  of  the  fetal  skull . 


III.  Measure  the  occipito-frcntal  diam- 
eter of  the  fetal  head. 


frontal  diameter  obtained  by  referring  to  the 
graph.  (Fig.  13). 
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IV.  In  a like  manner  measure  one  of  the 
control  rods. 

a.  The  distance  between  the  pointers 
should  be  10  cm.  If  the  method  has  been  ex- 
ecuted properly  the  maximum  error  should 
be  0.2  cm.  On  our  table  we  have  noted  that 
when  a perfect  measurement  of  the  rod  is  ob- 
tained the  lead  markers  are  separated  on 
the  superimposed  film  by  0.5  cm.  On  the 
rare  occasion  when  the  rod  does  not  check 
we  have  found  that  shifting  the  upper  film 
north  or  south  as  the  case  may  be  until 
the  markers  are  separated  0.5  cm.  usually 
corrects  the  difficulty  and  a 1 0 cm.  read- 
ing can  be  obtained.  When  the  markers 


FIGURE  10. — Tracing  from  superimposed  stereo- 
roentgenograms in  position  for  mensuration  with  the 
longitudinal  and  lateral  lines  coinciding. 

A.  Occiput. 

B.  Sinciput. 

C.  Westerly  end  of  10  cm.  control  rod. 

D.  Easterly  end  of  10  cm.  control  rod. 

E.  Point  midway  between  first  sacral  foramina. 

F.  Symphysis. 

are  spaced  correctly  and  the  reading  of 
the  rod  is  off  it  indicates  either:  1.  The 
target  has  been  set  at  a distance  from  the 
film  greater  or  less  than  63.5  cm.  (25  inches). 
2.  The  stereo-shift  has  been  greater  or  less 
than  seven  cm.  3.  The  Bucky  diaphragm  has 


been  moved  in  changing  the  x-ray  plates.  4. 
The  position  of  the  rod  on  the  abdomen 
slipped  during  the  examinations. 

V.  Measure  the  second  10  cm.  control 
rod. 

VI.  Measure  the  “x-ray  conjugate”  di- 
ameter of  the  pelvis. 

VII.  Report  the  results  of  the  examina- 
tions as  follows: 

Presentation:  (Vertex — Breech  or  Trans- 
verse). 

Classification  of  Film:  (Class  A,  B,  or  O). 

Measurement  of  10  cm.  Control  Rod:  (10, 
10.1,  etc.). 

Measurement  of  Head  Diameter: 


(Occipitofrontal  cms.) 

(Biparietal  .cms.) 

(Oblique cms.) 


Probable  Body  Weight 

Minimum  Body  Weight . 

X-ray  Conjugate . 

The  Obstetrical  Value  of  Stereoroentgen- 
otnetry:  The  251  stereoroentgenometric  ex- 
aminations made  in  1934  were  about  equally 
divided  between  those  to  determine  the  viabil- 
ity of  the  fetus  and  those  to  discover  the  pos- 
sibility of  cephalo-pelvic  disproportion. 

We  believe  the  determination  of  fetal 
viability  the  most  important  contribution  of 
stereoroentgenometry  to  obstetrics.  Two- 
thirds  of  the  viability  determinations  have 
been  made  in  patients  suffering  from  toxemia 
of  pregnancy.  Through  a knowledge  as  to 
the  size  of  the  fetus  in  utero  the  termination 
of  pregnancy  in  toxemia  may  in  some  instances 
be  delayed  until  a viable  infant  can  be  assured 
and  in  other  cases  the  demonstration  of  an 
already  viable  infant  may  indicate  the  advis- 
ability of  immediate  delivery,  relieving  the 
fetus  from  the  dangers  of  intrauterine  death 
and  the  mother  from  further  exposure  to  the 
hazards  of  toxemia. 

About  10  per  cent  of  the  viability  deter- 
minations have  been  made  in  patients  ad- 
mitted with  the  symptom  of  slight  vaginal 
bleeding.  The  management  of  this  compli- 
cation must  necessarily  vary  depending  upon 
the  size  of  the  fetus  in  the  individual  case. 
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About  10  per  cent  of  these  measurements 
have  been  made  preceding  cesarean  section 
when  there  is  doubt  as  to  the  size  of  the  fetus. 
In  some  cases  the  expected  date  of  confine- 
ment may  be  unknown  or  there  may  be  a dis- 
crepancy between  this  date  and  the  size  of  the 
uterus. 

About  10  per  cent  of  the  viability  deter- 
minations have  been  in  patients  with  heart 
disease,  diabetes,  pyelitis,  etc.,  where  it  was 
to  the  interest  of  the  mother  that  pregnancy 
be  terminated  at  the  earliest  point  a viable 
infant  could  be  assured. 

In  our  experience  stereoroentgenometry 
has  been  of  less  value  in  the  determination  of 
cephalo-pelvic  disproportion.  In  the  first 
place  we  have  been  unable  to  measure  the 
true  conjugate  of  the  pelvis  by  x-ray  due  to 
our  inability  to  identify  the  promontory  of 
the  sacrum.  We  can  identify  the  first  sacral 
foramina  and  measure  a diameter  of  the  pel- 
vis from  the  symphysis  to  the  midpoint  be- 


A 


tween  these  foramina  which  we  call  the  “x-ray 
conjugate.”  This  latter  point  is  below  and 
posterior  to  the  true  promontory.  The  ac- 
curacy of  the  measurement  of  this  diameter 
has  been  checked  at  three  postmortem  exam- 
inations. The  average  “x-ray  conjugate”  has 
been  found  to  measure  between  12  and  14 
cubic  centimeters. 

Therefore,  in  the  case  of  patients  with  ver- 
tex presentation  stereometric  findings  may  be 
of  interest,  but  the  real  test  of  cephalo-pelvic 
disproportion  is  the  old  reliable  test  of  labor. 

The  real  opportunity  for  stereoroentgen- 
ometry or  any  other  method  to  determine 
cephalo-pelvic  disproportion  lies  in  cases  pre- 
senting by  the  breech  where  the  test  of  labor 
is  impossible.  In  this  field  stereoroentgen- 
ometry leaves  much  to  be  desired ; it  can 
measure  the  x-ray  conjugate  but  because  of 
the  frequency  with  which  motion  is  encount- 
ered the  head  measurement  can  only  be  ob- 
tained in  63  per  cent  of  the  cases. 


First  X"Ray  ^ 

Second  X"Ray 


FIGURE  11. — A.  Tracings  from  superimposed  stereoroentgenograms  that  demonstrate  no  fetal  head  movement 
between  the  two  exposures.  With  the  head  silhouettes  perfectly  superimposed  the  longitudinal  lines  of  the  lead 
markers  also  coincide. 

B.  Tracing  from  a case  where  slight  lateral  movement  of  the  fetal  head  occurred.  With  the  head  shadows  su- 
perimposed the  longitudinal  lines  are  found  to  have  separated  but  still  remain  parallel. 
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Conclusions:  1.  The  stereoroentgenometric 
technique  has  been  presented  in  detail.  Ninety 
per  cent  of  all  cases  with  vertex  presentation 
can  be  measured  accurately. 

2.  The  method  is  of  great  obstetrical 
value  in  the  determination  of  the  viability  of 
the  fetus  in  utero  in  pregnancies  complicated 
by  toxemia,  heart  disease,  vaginal  bleeding, 
pyelitis,  diabetes,  etc. 

3.  The  method  is  of  value  in  the  deter- 
mination of  the  size  of  the  fetus  prior  to 
cesarean  section  when  for  one  reason  or  an- 
other the  viability  of  the  fetus  is  in  question. 

4.  The  method  is  of  doubtful  value  in 
the  determination  of  cephalo-pelvic  dispro- 
portion in  cases  with  the  vertex  presenting — 
being  unreliable  as  compared  with  a test  of 
labor. 

5.  The  method  should  be  of  great  value 
in  the  determination  of  cephalo-pelvic  dis- 
proportion in  cases  with  breech  presentations 
where  it  is  impossible  to  allow  a test  of  labor 
— but 

(a)  A successful  measurement  of  the  fetal 


head  in  breech  presentation  can  be  obtained 
in  only  63  per  cent  of  the  cases; 

(b)  The  true  conjugate  diameter  of  the 
pelvis  cannot  be  obtained; 

(c)  The  “x-ray  conjugate”  diameter  that 
can  be  obtained  as  yet  has  no  clinical  signifi- 
cance. 
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1 Discussion 

Dr.  IV alter  IV.  Point , Charleston:  No  one  can 
gainsay  the  fact  that  Ur.  Clifford  has  given  us  an 
excellent  treatise  of  his  subject.  Stereoroentgen- 
ometry, as  applied  to  the  fetus  and  pelvis,  is  based 
on  the  method  used  so  extensively  during  the  World 
W ar  and  since,  for  the  localization  of  foreign  bodies 
in  tissue.  However,  in  obstetrics,  its  application, 
from  the  standpoint  of  practicability  is  as  yet  far  be- 
yond the  reach  of  most  of  us. 

I am  frank  to  admit  that  I have  had  no  personal 
experience  in  this  diagnostic  and  prognostic  proced- 
ure, and  I do  not  hesitate  to  state  that  I doubt 


X 0 

FIGURE  12. — X.  Tracings  from  a case  where  flexion  or  extension  of  the  fetal  head  occurred  between  the  two 
exposures.  With  the  head  silhouettes  coinciding  the  longitudinal  lines  are  found  to  have  crossed  each  other. 

O.  Tracing  from  a case  where  rotation  of  the  fetal  skull  occurred.  The  head  shadows  cannot  be  made  to 
coincide,  one  being  shorter  and  round,  while  the  other  is  longer  and  more  oval. 
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seriously  if  anyone  else  here  has  had  such  experi- 
ence. Like  those  others  present,  my  knowledge  of 
it  is  limited  to  published  articles  and  text  treatises. 

• That  being  true,  I shall  discuss  Doctor  Clifford’s 
subject  solely  from  the  standpoint  of  its  practic- 
ability in  the  practice  of  obstetrics  in  West  Virginia. 

Its  use  in  the  determination  of  viability  of  the 
fetus,  where  the  patient  is  suffering  from  grave 
toxemia,  or  other  serious  complications  of  pregnancy, 


will  be  delivered  as  would  be  the  case  where  stereo- 
roentgenometrical  findings  form  the  criterion  for 
interference  or  non-interference  with  gestation. 
After  all,  the  mother’s  welfare  comes  first  and  so 
long  as  her  condition  is  not  too  dangerous,  the  pre- 
mature babe  will  be  permitted  to  develop  towards 
maturity.  The  same  thought  would  apply  equally 
as  well  to  those  cases  complicated  by  vaginal  bleed- 
ing. 


Fig.  13 


Relation  oj  Occipitofrontal  Diameter  to 
Birth  Vvti^lit " Fetal  Age  " Mortality 


Mortality 


is  doubtless  of  value  in  determining;  the  advisable 

O 

course  to  pursue — to  interfere  or  not  to  interfere, 
with  gestation.  However,  such  cases  must  always 
be  highly  individualized  and  one  can  not  but  feel 
that  by  close  and  constant  laboratory  checks,  fre- 
quent blood  pressure  readings  and  other  means  of 
carefully  watching  the  maternal  condition,  as  many 
mothers  will  be  saved,  as  little  permanent  maternal 
damage  will  be  caused,  and  as  many  viable  babies 


All  of  us  not  infrequently  encounter  cases  where 
the  prospective  mother  is  absolutely  sure  of  her  last 
menstrual  and  initial  fetal  movement  dates,  yet  the 
date  of  expected  confinement  passes  and  labor  docs 
not  intervene.  We  are  then  faced  with  the  deci- 
sion as  to  whether  labor  should  or  should  not  be 
induced.  If  we  allow  the  patient  to  go  on  until 
labor  starts  spontaneously,  and  subject  her  to  a 
long,  difficult  ordeal  with  possible  loss  of  a fine 
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baby  and  surely,  maternal  damage,  we  are  censured 
widely  and  unendingly  for  (as  the  laity  is  wont  to 
say)  “not  taking  the  baby  at  the  proper  time.”  If, 
on  the  other  hand,  delivery  of  a normal  baby  is 
accomplished  and  everyone  concerned  is  happy  over 
the  outcome,  the  obstetrician  is  given  no  credit  for 
his  good  judgment.  In  this  type  of  case,  x-ray 
fetometry  and  pelvimetry  would  save  us  grey  hairs. 
However,  as  Dr.  Clifford  so  truly  says,  the  old 
reliable  tests  of  labor  remains  the  one  thing  on 
which  we  must  depend.  The  decision,  I am  sorry 
to  say,  too  often  is  based,  not  on  a fair  test  of  labor, 
but  on  the  attendant’s  temptation  to  do  a section 
requiring  but  thirty  minutes  of  his  time  and  secur- 
ing for  him  a much  larger  fee,  as  compared  with 
several  more  hours  of  anxious,  hectic  waiting  and 
probably  much  harder  work. 

All  of  us  fear  breech  presentations,  especially 
those  cases  occurring  among  primaparae.  Any 
method  which  would  give  us  a dependable  idea  of 
the  cephalo-pelvic  proportions,  would  be  welcomed 
as  a godsend,  vet  stereoroentgenometry  can  be  re- 
lied upon  in  only  63  per  cent  of  the  cases.  The 
remaining  37  per  cent  of  cases  would  foster  a doubt 
in  our  minds  which  would  preclude  dependence  in 
stereoroentgenometry  as  an  aid  in  this  class  of  cases, 
unless  the  case  in  hand  definitely,  bv  the  x-ray,  was 
shown  to  he  one  of  such  disproportion  that  section 
would  be  imperative. 

To  summarize:  Dr.  Clifford  has  presented  to 

us  an  excellent  essay  which  explains  a procedure  of 
definite  value  in  certain  conditions  encountered  in 
pregnancy  and  delivery.  However,  from  the  stand- 
point of  the  general  practitioner,  who  delivers  most 
of  the  babies  born  today,  and  even  from  the  stand- 
point of  those  of  us  who  confine  our  work  to  ob- 
stetrics, I sincerely  believe  the  method,  although  of 
great  academic  interest  and  value,  to  be  impracti- 
cable. Unfortunatelv  we  have  no  heavily  endowed 
hospitals  which  make  the  cost  of  such  measures  a 
secondary  consideration.  The  apparatus  and  tech- 
nique involved  are  not  barriers  because  most  of  the 
hospitals  in  this  state  are  equipped  and  have  on  their 
staffs  roentgenologists  who  could  easily  adapt  their 
technique  for  the  localization  of  foreign  bodies  to 
that  of  stereoroentgenometry.  Consequently,  we 
must,  as  in  the  past,  depend  upon  the  judgment  of 
the  careful,  ever-watchful,  trained  obstetrician  in 
these  cases. 

In  closing,  I wish  to  sincerely  thank  Dr.  Clifford 
for  his  wonderfully  interesting  presentation  and  to 
express  the  hope  that  he  not  interpret  my  remarks 
in  discussion  as  destructive  criticism.  I would  also 
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appreciate  Dr.  Clifford’s  discussion  of  the  merits  of 
a series  of  combination  flat  anteroposterior  and  lat- 
eral films  taken  at  intervals  during  labor  as  com- 
pared with  the  stereoroentgenometric  procedure  in 
cases  of  dystocia. 


Dr.  Gilbert  Ratcliff , Huntington:  What  is  the 
difference,  in  Dr.  Clifford’s  experience,  between 
the  probable  weight  of  the  fetus  and  the  minimum 
weight?  I was  wondering  whether  in  considera- 
tion of  the  angulation  of  the  spine,  a measurement 
could  be  made  that  would  give  any  better  idea  of 
the  size. 


Dr.  C.  H . Maxwell,  Morgantown:  Many  times 
we  do  not  hear  of  a case  being  confined  until  we 
are  called.  We  do  not  know  what  we  are  going 
to  find  when  we  get  there;  we  do  not  know 
whether  we  will  have  a head  or  breech  or  transverse 
presentation.  We  go  and  determine  our  procedure 
after  we  get  there.  That  is  why  some  of  we  prac- 
titioners have  a harder  time  than  doctors  who  have 
complete  hospital  facilities. 

Out  of  the  3300  cases  that  I have  attended  I 
have  had  three  deaths,  one  on  account  of  my  in- 
attention, and  one  died  just  last  week  with  throm- 
bosis from  a pile.  I have  had  four  cases  of  toxemia 
with  spasm  and  the  mothers  have  all  gotten  well 
but  the  babies  died.  I lost  one  mother  who  had  a 
placenta  praevia  partialis.  She  bled  very  profusely. 
I gave  her  ergot  and  stopped  the  bleeding  and 
went  away,  and  within  an  hour  she  was  in  the  first 
stage  of  labor. 

I feel  that  we  ought  to  have  better  obstetrics. 
Nine-tenths  of  the  doctors  in  West  Virginia  de- 
liver babies,  and  we  ought  to  devote  a good  deal  of 
our  time  in  these  medical  meetings  to  obstetrics. 
The  doctors  in  West  Virginia  have  to  take  care  of 
the  babies  at  the  bedside.  Out  of  my  3300  babies 
there  have  been  about  twenty  deliveries  in  the  hos- 
pital. We  have  to  deal  with  them  in  shacks  of 
miners  as  well  as  in  the  homes  of  the  rich,  and  we 
have  to  learn  our  technique  and  asepsis  and  get  the 
babies  and  the  mothers  through  alive.  Out  of  the 
3300  cases  I have  attended  not  one  has  had  puer- 
peral septicemia,  I am  thankful  to  say,  and  I at- 
tribute that  to  washing  my  hands  with  bichloride. 
I never  touch  a woman  until  she  is  washed  with 
bichloride  and  my  hands  have  been  washed  with 
bichloride.  I believe  that  is  the  reason  I do  not 
have  septicemia. 

Keep  the  mother  contracted  down  until  the  baby 
comes,  with  ergot,  do  not  forget  your  pituitrin,  do 
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not  forget  your  strychnine,  and  give  it  regularly 
for  several  days  after  the  baby  comes  and  you  will 
have  live  mothers  and  babies. 


Dr.  W.  E.  Hofj?nan,  Charleston:  Clifford’s 

article  in  the  April,  1934  issue  of  Surgery , Gynec- 
ology and  Obstetrics  was  my  first  acquaintance  with 
measuring  the  size  of  the  baby’s  head.  To  me  there 
is  a great  field  yet  to  be  developed  in  x-ray  and  ob- 
stetrics. Dr.  Clifford  has  come  out  with  something 
new,  and  the  men  doing  obstetrics  will  have  to 
learn  it  because  their  patients  get  very  uncomfort- 
able in  the  last  few  months,  they  complain  all  the 
time,  and  we  may  have  to  start  some  of  them  in 
labor.  If  we  can  tell  the  size  of  the  babies,  we 
can  cure  our  patients  and  they  will  have  viable 
babies. 


Dr.  Charles  N.  Brown , Widen:  About  six 

weeks  ago  a woman  died  while  I was  trying  to 
deliver  her  with  forceps.  I call  your  attention  to 
this  incident  because  of  the  importance  of  prenatal 
care  and  examination.  This  lady  had  never  come 
into  our  office.  I have  about  2000  patients  to  look 
after  in  the  town  in  which  I live,  and  we  carry  on 
prenatal  care  as  far  as  it  is  possible  with  all  the 
patients  we  have  to  deliver.  This  patient  was  one 
of  those  cases  that  would  not  come  to  the  office  and 
would  not  go  to  the  hospital.  We  do  find  such 
cases. 

There  had  been  a midwife  with  this  case  all 
morning,  and  the  husband  called  me  late  in  the  eve- 
ning. I stayed  there  two  hours  and  tried  to  de- 
liver that  woman  in  the  natural  way.  It  seemed 
as  though  the  head  would  not  come  down  and  ro- 
tate. I had  the  nurse  put  her  to  sleep  with  ether, 
and  I attempted  to  use  forceps.  The  patient  went 
bad  momentarily  and  I quit  my  operative  proced- 
ure, waiting  until  the  nurse  revived  her.  Presently 
she  came  out  of  it  and  appeared  to  be  all  right,  and 
then  I adjusted  the  forceps  to  lock  them  and  make 
traction  (it  was  a high  forceps  operation)  and  while 
I was  making  traction  she  went  bad.  I quit  my 
operative  procedure.  She  was  blue  in  the  face  and 
I gave  her  adrenalin  and  caffeine  sodium  benzoate 
and  lowered  the  head  and  did  all  I could  to  resus- 
citate her,  hut  she  died  right  there. 

Out  of  an  experience  of  forty  years  that  is  the 
first  case  that  I have  ever  had  die  while  delivering 
or  have  seen  die  while  being  delivered.  I call  your 
attention  to  this  case  because  if  we  have  a knowl- 
edge of  our  patients  beforehand,  if  we  cannot  take 
care  of  them  ourselves  we  can  send  them  into  the 


hospital.  I think  that  is  one  of  the  most  important 
things  that  we  have  to  do  in  handling  obstetric 
cases — to  teach  our  patients  the  importance  of  pre- 
natal care  so  we  can  avoid  such  accidents  as  that. 


Dr.  Harry  G.  Steele)  Bluefield:  We  pay  too 
little  attention  to  obstetrics.  New  graduates  go  out 
and  take  care  of  obstetrical  cases,  that  are  just  as 
important  as  some  of  the  cases  of  major  surgery, 
and  they  think  these  cases  can  be  taken  care  of  the 
same  as  by  a midwife.  There  are  a great  many 
cases  that  ought  to  have  prenatal  care.  Let  us  get 
after  these  cases.  If  we  cannot  get  them  to  come 
to  us,  send  them  to  somebody  else. 

Look  at  the  mortality  and  the  morbidity  of  ob- 
stetrics today.  They  have  improved  but  very  little 
if  any  over  a period  of  ten  years.  Let  us  get  busy 
and  study  all  of  these  new  methods  that  we  possibly 
can. 


Dr.  James  R.  Bloss , Huntington:  I am  under 
the  impression  that  in  certain  selected  cases,  partic- 
ularly those  where  you  wish  to  determine  how  near 
full  term  the  patient  is,  this  new  method  might  be 
of  very  marked  value.  We  do  not  depend  on  it  in 
Huntington.  Our  roentgenologists  have  not  had 
any  particular  experience  with  the  determination 
particularly  of  the  developmental  period  of  the  baby, 
I have  depended  upon  what  few  points  in  pelvi- 
metry I have  been  able  to  use  and  upon  the  test  of 
labor.  That,  of  course,  is  in  a full  term  normal 
case.  I can  readily  see  that  in  the  toxemias  where 
you  have  a very  grave  decision  to  make,  this  may 
be  of  marked  value.  I shall  certainly  call  it  to  the 
attention  of  my  x-ray  friends  and  those  in  the  hos- 
pital. 


CLOSING  DISCUSSION 

Dr.  Stewart  H.  Clijjord,  Boston:  This  has  been 
a very  interesting  discussion.  I want  to  thank  Dr. 
Point  particularly  for  his  discussion.  The  method 
is  new,  and  as  far  as  I know  there  are  no  other 
obstetrical  clinics  that  have  used  it  to  any  great  ex- 
tent. I think  that  the  indications  for  its  use  will  be 
defined  by  time  and  experience. 

I am  afraid  I did  not  make  myself  sufficiently 
clear  concerning  the  applications  of  stereoroentgen- 
ometry in  toxemia.  In  the  past  there  has  been  a 
tendency  to  unduly  prolong  pregnancy  in  severe 
toxemia  with  the  hope  of  eventually  delivering  a 
bigger  and  stronger  baby.  As  a result  of  this  phil- 
osophy I am  reasonably  certain  that  many  babies 
have  been  lost  in  utero  that  might  otherwise  have 
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survived  had  we  been  able  to  terminate  pregnancy 
a little  earlier.  In  other  words,  under  ordinary  con- 
ditions we  try  to  prolong  pregnancy  until  we  can 
deliver  a bigger  baby,  but  in  severe  toxemia  delivery 
is  advisable  when  the  baby  is  viable,  before  a fatal 
intrauterine  accident  has  occurred. 

Very  recently  we  had  a girl  of  twenty-eight  years 
who  had  had  scarlet  fever  as  a child,  she  also  had 
had  rheumatic  fever,  and  when  she  appeared  for 
her  examination  early  in  pregnancy  she  had  rheu- 
matic heart  disease  and  a systolic  blood  pressure  of 
150.  She  was  carried  along  until  sometime  in  the 
sixth  month  her  blood  pressure  began  to  mount  and 
she  began  to  show  some  albumin.  The  cardiac  con- 
sultant warned  against  pregnancy  being  prolonged 
and  explained  to  her  and  her  family  that  it  was 
possible  at  the  risk  of  her  life.  In  fact,  the  indica- 
tions were  all  for  a therapeutic  abortion.  She  in- 
sisted that  the  child  meant  enough  to  her  to  take 
that  gamble,  and  so  she  was  admitted  to  the  hos- 
pital and  kept  in  bed  under  constant  observation. 
An  x-ray  measurement  of  the  baby  was  made  and 
at  that  time  the  baby  was  only  a little  over  two 
pounds  in  weight.  It  would  probably  have  been 
fatal  for  the  babv  to  terminate  the  pregnancy  at  that 
point.  She  was  allowed  to  continue  until  her  blood 
pressure  rose  to  ISO  and  more  albumin  appeared  in 
her  urine.  No  other  toxic  symptoms,  spots  in  front 
of  her  eyes,  or  edema,  were  present.  The  x-ray 
was  repeated  and  now  the  baby  was  found  to  weigh 
three  and  a half  pounds. 

In  our  experience  when  toxemia  reaches  a degree 
of  severity  when  the  blood  pressure  is  above  180 
plus  the  appearance  of  a large  amount  of  albumin 
in  the  urine,  almost  fifty  per  cent  of  the  cases  de- 
liver stillborn  babies.  In  the  care  of  this  particular 
patient  at  this  particular  moment  of  appraising  her 
condition,  if  delivery  was  delayed  to  let  that  baby 
grow  in  utero,  that  baby  in  utero  would  face  a fifty 
per  cent  chance  of  djing  in  utero  and  being  still- 
born. If  a three  and  a half  pound  baby  were  de- 
livered at  this  point  the  baby  probably  would  face  a 
fifteen  to  twenty  per  cent  mortality.  Therefore, 
from  the  point  of  view  of  the  future  of  that  in- 
dividual fetus  it  seemed  wise  to  deliver  without  de- 
lay. Delivery  was  accomplished  by  cesarean  sec- 
tion under  spinal  anesthesia  without  any  prelimin- 
ary medication  being  given.  The  baby  weighed 
three  and  a half  pounds,  cried  as  soon  as  it  came 
through  the  uterine  incision,  is  alive  today  and  a 
perfectly  normal  child. 

The  interesting  point  is  that  when  the  placenta 
was  delivered  it  was  already  over  fifty  per  cent 


grossly  infarcted.  It  was  perfectly  clear  when  the 
placenta  was  examined  that  in  another  two  or  three 
days  it  would  have  completely  stripped  off  and  the 
baby  would  have  been  lost.  It  is  in  this  particular 
type  of  case  that  we  find  stereoroentgenometry  of 
very  great  value. 

While  sixty-three  per  cent  represents  the  highest 
per  cent  of  successful  breech  x-ray  examinations 
that  we  have  been  able  to  make,  we  have  known 
at  the  time  we  were  reading  the  x-ray,  before  the 
baby  was  born,  which  examination  could  be  relied 
upon  as  being  accurate.  By  this  method  you  knew, 
prior  to  the  birth  of  the  baby,  whether  the  measure- 
ment you  obtained  will  be  one  on  which  you  can 
rely  or  not.  No  attempt  is  made  to  measure  the 
unsatisfactory  films. 

We  tried  flat  A.  P.  and  lateral  views,  but  have 
not  been  able  to  reach  any  conclusion  as  to  their 
value  in  determining  disproportion. 

The  probably  weight  and  minimum  weight  to  a 
given  skeletal  size  will  vary  in  utero  just  as  in  later 
life.  You  may  be  six  feet  tall  and  you  may  weigh 
250  or  you  may  weigh  150  and  in  severe  toxemia 
the  babies  are  thin  and  scrawny,  they  are  larger  for 
their  weight  than  a normal  baby  of  the  same  weight, 
therefore  in  toxemia  we  expect  that  the  baby  will 
approach  the  minimum  rather  than  the  probable 
weight  for  a given  occipitofrontal  diameter. 

In  a diabetic  or  normal  pregnancy  we  expect 
that  the  baby  will  be  at  the  average  weight  or  pos- 
sibly a little  bit  above,  but  in  toxemia  the  babies 
approach  the  minimum  rather  than  the  probably 
weight. 

We  all  have  great  respect  for  Dr.  Maxwell  and 
th.e  work  he  has  done  and  is  doing  and  the  work  all 
or  you  are  doing  in  spite  of  the  handicaps  with 
which  you  are  confronted.  There  are  none  of  us 
able  to  go  out,  even  in  the  city,  and  practice  the 
kind  of  laboratory  medicine  that  we  could  if  we 
were  in  a hospital.  Because  of  the  experience  we 
have  had  in  the  hospital  however  we  are  in  a posi- 
tion to  know  the  laboratory  x-ray  examinations  that 
are  imperative  in  an  individual  case  and  if  these  are 
not  immediately  available  the  patient  can  be  sent  to 
the  nearest  medical  doctor.  The  paper  presented 
merely  acquaints  you  with  the  fact  that  if  a knowl- 
edge as  to  the  size  of  the  fetus  in  utero  would  at 
some  future  time  assist  you  in  the  management  of 
some  particular  patient — that  information  can  be 
obtained. 

This  method  is  only  one  added  instrument  in 
your  armamentarium  in  fighting  disease;  it  is  not 
as  valuable  as  the  blood  pressure  machine,  it  is  not 
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as  valuable  as  the  urinalysis,  it  is  an  added  bit  of 
help  that  you  can  use  in  evaluating  your  case.  In 
the  battle  with  disease  we  have  to  use  everything 
that  we  have  at  our  disposal.  If  we  are  in  the  city 
or  if  we  have  a hospital  readily  available  and  the 
patient  is  not  given  the  benefit  of  important  and 
vital  special  examinations  we  are  guilty  of  negli- 
gence to  say  the  least.  On  the  other  hand,  if  we 


are  miles  in  the  country  and  these  facilities  are  not 
available  we  must  make  the  best  with  what  we  have. 

The  management  of  certain  obstetrical  compli- 
cations can  be  assisted  by  the  determination  of  the 
size  of  the  fetus  in  utero.  It  is  quite  possible  that 
the  possession  of  this  knowledge  will  in  a certain 
few  cases  cast  the  die  between  life  or  death  for  the 
infant. 


THE  ALLERGIC  CHILD* 


By  M.  P'.  Petersen,  M.  D. 
Charleston , West  Virginia  . 


good  many  years  ago  a woman  from  out 
of  town  came  to  my  office  with  her  boy 
and  said,  “Are  you  the  asthma  specialist?” 
I said,  “Yes,  I am”,  understanding  why  she 
should  ask  such  a question.  I had  been  for- 
tunate, without  being  very  scientific,  in  ap- 
parently curing  several  children  of  their 
attacks  of  asthma  and  some  one  had  told  her 
about  it.  And  so  this  subject,  “The  Allergic 
Child”  which  was  assigned  to  me  happens  to 
be  one  about  which  I am  glad  to  relate  my 
experiences  and  observations. 

Having  come  so  recently  from  our  state 
meeting  in  Wheeling  where  plenty  of  scien- 
tific erudition  was  on  display,  you  will  pos- 
sibly excuse  me  from  the  usual  copying  from 
books  and  journals  the  theories  and  specula- 
tions and  differences  of  opinion  regarding 
what  allergy  fundamentally  is  and  why  it  is. 
I believe  such  a discussion  transcends  the  ca- 
pabilities of  the  medical  profession  and  should 
be  left  to  the  philosophers.  We  all  know 
that  a complete  understanding  of  this  phen- 
omenon of  sentizitation  has  large  and  vital 
holes  in  it.  The  passing  years  seem  to  change 
the  concensus  of  opinion  from  one  belief  to 
another.  Last  year,  at  Huntington,  one  of  the 
ablest  essayists  of  our  whole  state  delivered  a 
paper  on  the  subject  of  allergic  problems 
which  in  part  attempted  to  analyze  the  work- 
ings and  physiology  of  allergy.  In  my  dis- 

hfforo  the  Kanawha  Medical  Society,  at  Charleston.  W. 
Va.,  May  1 4,  1935. 


cussion  of  his  paper  I said  that  before  his 
paper  was  read  I knew  a little  about  allergy, 
but  after  hearing  it  I knew  less.  So  let  us 
leave  academic  theory  and,  like  the  country 
doctor,  tell  of  actual  experience  and  observa- 
tion. 

Allergy  might  be  defined  as  a peculiar 
sensitiveness  of  the  individual  to  one  or  sev- 
eral foreign  proteins.  This  peculiarity  of  the 
individual  is  known  to  be  inherited,  although 
its  degree  and  manifestations  usually  vary  in 
succeeding  generations.  When  such  an  indiv- 
idual comes  in  contact  with  the  particular  pro- 
tein to  which  he  is  sensitive  he  reacts  to  it  in 
an  unusual  way.  Infants  usually  develop  a 
skin  eruption  called  nutritional  eczema,  and 
older  children  a respiratory  disturbance 
known  as  bronchial  asthma.  There  are  many 
other  less  common  disturbances  due  to  this 
allergic  sensitiveness  and  in  fact  there  is 
hardly  a disease  known  to  man  that  has  not 
in  some  way  been  laid  on  the  doorstep  of 
allergic  response.  So  I shall  speak  only  of 
the  two  most  common  disturbances  which  in 
children  are  believed  to  be  caused  by  allergic 
sensitiveness.  The  first  is  the  baby  with 
eczema  and  the  second  is  the  runabout  child 
with  periodic  attacks  of  asthma. 

Eczema  of  the  nursing  infant  is  a most 
distressing  affair.  I am  sure  most  of  you  have 
seen  such  a pitiful  sight,  the  entire  skin  area 
red  and  inflamed  and  weeping,  in  places  even 
bleeding  from  the  scratching.  Intense  itching 
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is  always  present  and  the  child  cries  and 
tosses  and  scratches  and  screams  until  the 
sleep  of  exhaustion  brings  a brief  respite. 
Such  an  affliction  could  well  compare  with 
any  form  of  man-devised  torture.  It  is  strange 
but  true  that  these  children  are  well  nour- 
ished and  robust  infants. 

Protected,  as  the  baby  is,  from  almost  all 
foreign  protein  contacts  it  is  sensible  to  pre- 
sume that  the  protein  of  its  food  is  the  trouble 
maker,  and  it  is  simple  to  demonstrate  this 
by  removing  the  present  food  supply  and 
substituting  another.  A breast  fed  infant  is 
weaned  to  cows’  milk,  a cows’  milk  baby  is 
changed  temporarily  to  a milk  free  diet  of 
cereals  and  soups.  A baby  whose  eczema 
dates  from  after  the  beginning  of  soft  foods 
is  deprived  of  them  and  so  by  excluding  the 
cause  we  learn  what  it  is.  In  the  average  case 
such  a procedure  will  show  a miraculous  im- 
provement and  a change  almost  overnight 
from  a skin  which  looks  like  a second  degree 
burn  to  a clear,  soft,  non-itching,  normal 
skin.  The  problem  is  then  to  provide  an  ade- 
quate food  supply  for  the  infant,  excluding 
the  food  protein  known  to  cause  the  trouble. 

Sometimes  this  is  not  so  easy,  presuming 
that  there  is  no  breast  milk  to  be  had  and  an 
acute  sensitiveness  to  cows’  milk  in  any  form. 
I have  used  goats’  milk  with  success  and  have 
tried  to  build  a diet  with  no  milk  in  it  at  all. 
I remember  a baby  from  the  country  with  a 
severe  eczema.  He  was  about  five  months 
old,  breast  fed  and  fat,  but  for  him  and  his 
mother  life  was  misery  due  to  his  eczema. 
To  be  certain  that  she  followed  my  advice  I 
kept  her  and  her  baby  here  in  the  hospital 
for  five  days  while  he  was  easily  weaned  to 
cows’  milk.  I sent  them  home  then,  the 
baby’s  skin  normal  and  the  mother’s  spirits 
also  normal.  To  my  chagrin  a week  later,  she 
returned  with  the  baby  as  bad  as  ever,  deny- 
ing that  she  had  nursed  him  at  all.  What  to 
dor  Questions  revealed  that  she  owned  a 
cow,  whose  milk  she  naturally  fed  him,  and 
that  she  drank  it  also.  I guessed  that  the  cow 
was  the  source  of  the  trouble  when  both  the 
mother  drank  the  milk  and  nursed  the  baby 


and  when  the  cow’s  milk  was  fed  directly  to 
the  child.  Changing  the  baby  to  a Dryco  for- 
mula proved  my  guess  to  be  correct.  This 
story  illustrates  the  strange  behavior  of  the 
protein  molecule  and  the  remarkable  spe- 
cificity of  the  infant’s  sensitiveness. 

The  percentage  of  gooci  results  obtained  by 
this  plan  is  high  enough  to  warrant  its  use 
without  resort  to  complicated  systems  of  pro- 
tein testing.  An  infant  sensitive  to  feathers, 
house  dust,  woolen  shirts,  Ivory  soap  or  bed 
bug  bites  will  need  a complete  inventory  of 
its  environment  to  discover  the  offending 
protein.  Fortunately  these  are  rare. 

The  second  common  symptom  complex 
which  is  considered  an  evidence  of  allergy  is 
bronchial  asthma,  sometimes  spoken  of  as 
bronchiospasm.  Usually  a child  is  passed  the 
second  year  before  he  shows  this  trouble.  It 
is  almost  always  possible  to  look  back  in  this 
child’s  previous  life  and  find  evidences  of 
allergic  disturbances  which  were  ignored  at 
the  time;  an  inability  to  handle  certain  foods 
quietly,  such  as  eggs,  tomatos,  or  strawberries. 
Occasionally  one  sees  such  a child  hyper- 
sensitive to  mosquito  bites.  In  any  event  the 
problem  develops  into  one  of  considerable 
seriousness  with  the  recurring  attacks  of 
asthma,  each  one  more  severe  than  the  one 
before.  There  is  no  problem  of  diagnosis, 
but  strictly  a problem  of  treatment.  The 
problem  involves  the  ever  present  economic 
cost  of  medical  care  since  modern  allergic 
studies  can  easily  be  made  very  complicated. 
This  factor  should  not  be  forgotten  in  deter- 
mining the  course  of  treatment  undertaken. 

Any  disease  for  which  there  is  a multitude 
of  different  remedies  proposed,  is  one  that 
has  no  satisfactory  medicinal  remedy.  This 
is  the  case  in  the  medicinal  treatment  of 
asthma.  Adrenalin  and  ephedrin  we  recog- 
nize as  reasonably  reliable  aids  for  temporary 
alleviation  of  the  distressing  symptoms.  The 
multitude  of  home  remedies  and  patent  medi- 
cines used  in  an  effort  to  help  these  patients 
is  well  known  to  all  of  you  as  well  as  the 
various  smells  which  greet  your  olfactory 
nerve  on  entering  their  homes.  It  is  my  own 
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personal  belief  that  little  has  been  gained  in 
the  actual  relief  of  our  patients  by  the  com- 
plicated system  of  testing,  the  scratch  test, 
the  patch  test,  the  intradermal  test,  the  pas- 
sive immunity  test. 

Most  striking,  in  my  own  experience,  has 
been  the  observation  that  almost  all  of  my 
asthmatic  patients  have  frequent  recurring 
colds,  call  them  what  you  will,  sinusitis,  en- 
larged turbinates,  adenitis  or  bronchitis.  Still 
it  has  been  plain  to  me  that  a large  majority 
of  asthmatic  attacks  in  children  have  been 
provoked  each  time  by  the  flare  up  of  a 
chronic  respiratory  infection.  In  children  the 
percentage  of  asthmatics  who  are  sensitive  to 
the  common  offenders  of  adult  life  such  as 
ragweed,  horse  hair,  house  dust,  etc.,  is  very 
small. 

Realizing  this  fact  it  is  my  practice  to  fore- 
go all  testing  in  those  cases  who  give  a history 
of  frequent  colds,  to  make  an  autogenous  vac- 
cine from  one  of  these  recurrent  infections  of 
the  nose  and  throat  and  go  about  giving  grad- 
uated doses  of  this  vaccine  to  the  child.  This 
always  results  in  desensitizing  the  child  to 
whatever  group  of  bacteria  are  responsible 
for  the  recurrent  colds  and  in  a large  enough 
percentage  of  cases  gives  me  a clinical  suc- 
cess in  the  treatment  of  the  asthma. 

From  a practical  standpoint  I believe  this 
to  be  a good  plan.  The  occasional  patient 
who  does  not  get  relief  can  be  studied  more 
thoroughly  as  to  his  sensitivities,  but  such  a 
patient  in  my  experience  offers  a poor  prog- 
nosis for  relief  as  well  as  a poor  prognosis 
for  his  parents’  pocketbook.  Several  such 
children  in  my  experience  have  been  classified 
as  climatic  asthmas  by  the  best  men  of  Balti- 
more, Philadelphia  and  New  York.  What- 
ever that  means  I do  not  know  except  that 
they  must  go  to  Arizona  to  live  in  comfort. 
So  large  a majority  of  our  local  asthmatic 
children  are  so  because  of  recurrent  respira- 
tory infections  and  an  empirical  attempt  to 
give  them  immunity  to  this  disease  will  show 
a handsome  profit  to  the  child  and  to  his 
doctor. 


The  last  few  years  have  seen  the  nose  and 
throat  specialist  making  a bid  for  these 
patients.  Here  and  there  in  the  medical  lit- 
erature you  see  such  specialists  claiming 
phenomenal  results  in  the  treatment  of 
asthma  by  nasal  surgery.  If  this  procedure 
W'as  even  reasonably  successful  it  wrould  cer- 
tainly by  now  have  supplanted  all  other  forms 
of  treatment  because  certainly  they  see  enough 
patients  in  a year’s  time  and  are  not  famous 
for  their  reticence  in  offering  to  cure  almost 
all  the  ailments  of  mankind. 

To  summarize  my  belief  regarding  the 
treatment  of  asthma  in  children,  I would  say 
it  is  in  a large  majority  of  cases  dependent 
upon  a sensitiveness  to  the  bacterial  proteins 
of  the  child’s  chronic  and  recurrent  respira- 
tory infection  and  can  be  stopped  if  the  child 
can  be  made  relatively  immune  to  his  own 
respiratory  flora.  The  most  successful  means 
for  accomplishing  this  is  by  the  use  of  an 
autogenous  vaccine  in  graduated  doses  over 
a period  of  months  of  intensive  treatment  and 
years  for  occasional  inoculation  with  the  same 
vaccine. 


CONVALESCENT  CHILD 

The  lasting  scars  of  children’s  sickness  are  often 
not  the  earaches  or  the  poor  eyesight  that  may  have 
resulted  from  an  acute  illness  but  the  cramping  of 
the  child’s  personality.  An  unhealthy  personality 
frequently  represents  the  cost  of  coddling  the  con- 
valescent, according  to  Katherine  Brownell  Oet- 
tinger,  who  warns  of  such  dangers  in  her  article, 
“How  to  Spoil  a Child,”  which  appears  in  the 
September  Hygeia. 

Illness  is  the  time  for  reaping  the  results  of 
character  traits  already  sown.  Then  it  is  that  the 
mother  who  has  resorted  to  bribery  or  to  threat, 
who  has  failed  to  build  up  confidence  in  her  word, 
or  who  has  pampered  her  child  into  a state  of  utter 
dependence  will  realize  the  error  of  her  ways.  The 
old  threat  of  calling  the  doctor  or  the  nurse  or  some 
other  “bogeyman”  in  order  to  frighten  the  child 
into  obedience  now  becomes  a boomerang.  Parents 
who  build  up  an  attitude  of  friendliness  and  confi- 
dence in  the  physician  when  the  child  is  well  will 
find  their  burdens  lightened  when  the  child  is  ill. 
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SOME  HIGH  POINTS  IN  SURGICAL  PROGRESS* 

(Oration  on  Surgery) 


B\  B.  O.  Robinson,  M.  D. 
Parkersburg , IV.  Va. 


7^s  chairman  of  the  Surgical  Section  of  the 

x American  College  of  Surgeons  of  West 
Virginia,  I wish  to  extend  a welcome  to  our 
distinguished  out-of-state  guests  as  well  as  to 
the  members  of  this  association. 

In  these  introductory  remarks,  I shall 
touch  briefly  some  of  the  high  points  of  sur- 
gical progress  made  in  the  past  few  years. 

When  I began  to  practice  surgery  20  years 
ago,  a fair  history  of  a patient  was  taken ; the 
heart  and  lungs  were  examined  with  the 
stethoscope ; the  urine  was  tested  for  albumin 
and  sugar,  and  sediment  observed  through 
the  microscope  for  casts.  Today,  tests  of  the 
blood,  kidneys,  liver  and  heart,  with  the  lib- 
eral use  of  the  x-ray  make  it  possible  to  be 
much  more  accurate  in  our  decisions  as  to 
operability,  and  to  recognize  diseases  earlier 
while  they  are  still  curable. 

During  the  World  War  great  strides  were 
made  in  the  development  of  plastic  surgery, 
especially  of  the  face.  Burn  contractures  are 
being  handled  with  marked  success,  relieving 
numerous  disabilities  which  otherwise  would 
have  left  the  individual  a hopeless  cripple 
and  dependent  on  charity  for  his  mainten- 
ance. Economically  this  has  saved  large  sums 
of  money,  not  only  for  the  organizations  of 
charity,  but  for  industries  in  the  way  of  com- 
pensation. 

In  the  treatment  of  burns,  great  changes 
have  taken  place.  The  mortality  rate  has 
been  decreased  sixty-five  per  cent,  the  cost  of 
hospitalization  fifty  per  cent,  and  the  disabil- 
ity seventy-five  per  cent,  to  say  nothing  of 
the  relief  of  the  suffering  of  these  individ- 
uals. 

•Read  before  the  West  Virginia  State  Medical  Association  at 
Wheeling  on  May  7,  1935. 


For  example,  it  was  my  privilege  to  treat 
recently  a second  degree  burn  involving  forty 
per  cent  of  the  man’s  body,  and  to  have  this 
patient  out  of  the  hospital  with  all  surfaces 
healed  in  twenty-one  days,  back  at  his  regular 
work  in  six  weeks.  These  results  were  ob- 
tained by  the  use  of  the  newly  perfected  tan- 
nic acid  jelly.  Seegar  improved  the  tannic 
acid  treatment  of  burns  by  adding  to  it  a solu- 
tion of  sodium  bicarbonate.  This  alkaline 
tannic  acid  solution  is  less  irritating  and  more 
effective. 

Great  changes  have  taken  place  in  abdom- 
inal surgery.  Early  x-ray  diagnosis  and  bet- 
ter preparation  of  patients  has  greatly  in- 
creased the  number  of  cures  of  cancer  in  the 
entire  intestinal  tract.  Surgical  treatment  of 
gastric  ulcer  has  grown  more  radical  and  that 
of  duodenal  ulcer  has  become  more  conser- 
vative. Surgery  of  the  gall-bladder  has 
undergone  radical  changes.  Without  disease 
of  the  common  duct  and  the  pancreas  the 
operation  of  choice  is  now  cholecystectomy, 
and  cholecystotomy  W'hen  these  organs  are  in- 
volved. There  is  no  place  in  surgery  where 
more  skillful  surgical  judgment  is  required 
than  successfully  operating  upon  the  gall- 
bladder and  the  common  duct.  Only  a few 
years  ago  the  leading  surgeons  of  the  world 
were  removing  ninety  per  cent  of  all  gall- 
bladders. My  operation  of  choice  is  cholecys- 
totomy or  drainage.  The  old  theory  was  if 
the  gall-bladder  had  been  opened  and  drained 
it  wrould  never  function  again.  I have  had  oc- 
casion several  times  to  operate  upon  patients 
whose  gall-bladders  I had  drained  several 
years  previously.  Some  of  them  which  had 
been  as  large  as  teacups,  I found  retracted  to 
their  normal  size  and  functioning  properly. 
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When  the  gall-bladder  is  removed  it  is  nec- 
essary for  the  ducts  to  dilate  to  accommodate 
the  flow  of  bile. 

Robertson  and  others  compared  the  five 
most  popular  tests  for  liver  function  and 
found  the  icteric  index  to  be  the  most  valu- 
able. In  thirty-one  patients  who  came  to 
operation  the  correctness  of  the  test  was 
proved.  Clute  finds  the  unrobilinogen  test 
for  liver  function  to  be  reliable,  and  em- 
phasizes the  importance  of  doing  kidney  func- 
tion tests  also.  He  finds  advantage  in  serious- 
ly jaundiced  patients  in  doing  a two-stage 
operation,  in  exploring  the  common  duct  and 
relieving  the  obstruction  at  the  first  stage, 
and  removing  the  gall-bladder  at  the  second 
stage.  I think  you  are  just  as  apt  to  have 
stones  form  in  the  dilated  ducts  as  you  are  in 
the  gall-bladder.  The  more  I drain  gall- 
bladders, the  more  I want  to  drain  them  and 
I do  not  think  my  mortality  rate  is  nearly  as 
high  as  that  of  many  others  who  remove  them. 

Womankind  has  been  wonderfully  blessed 
by  conservative  surgery  of  the  ovaries,  tubes 
and  uterus.  Only  a few  years  ago,  numerous 
cesarean  sections  were  performed  on  the 
eclamptic  patient.  Only  a few  years  ago  many 
cesarean  sections  were  being  performed  by 
men  who  were  not  properly  trained  to  do  so. 
I remember  of  being  in  New  York  with  Dr. 
Harry  M.  Campbell  of  my  town.  We  were 
at  the  Lying-in  Asylum  one  day.  They  had 
performed  seven  cesarean  sections  that  morn- 
ing. Later  we  went  down  in  the  pit  and 
asked  the  head  surgeon  what  their  indication 
was  for  cesarean  section.  He  smiled  and  said, 
for  the  patient  to  be  pregnant  and  not  to  be 
able  to  speak  English.  With  the  conserva- 
tive treatment  now  used,  the  mortality  rate 
has  .decreased  and  the  stormy  postoperative 
period  has  been  eliminated.  I think  the 
American  College  of  Surgeons  has  played  a 
great  part,  since  this  orginization  controls  over 
90  per  cent  of  all  the  hospitals  in  the  United 
States,  in  stopping  a lot  of  this  unnecessary 
surgery.  The  office  use  of  the  cautery  to  the 
eroded  cervix  has  no  doubt  been  of  great 
benefit  in  preventing  cancer  in  this  area. 


Graves  recommends  the  iodine  stain  of  the 
cervix  uteri  for  the  detection  of  epithelioma. 
Schiller  noted  the  fact  that  carcinoma  always 
starts  in  the  squamous  epithelium  near  the  os. 
Lugol’s  solution  stains  healthy  epithelium  a 
mahogany  brown,  whereas  early  cancer  re- 
mains white  or  pink  in  contrast.  The  endo- 
cervix  and  certain  cyst  formations,  ulcers  and 
erosions,  may  confuse  for  a positive  test  but 
a negative  test  for  cancer  is  of  the  greatest 
value.  The  female  organs  are  no  longer  op- 
erated for  every  complaint  of  backache.  In- 
stead, our  orthopedists  are  now  trained  in 
their  methods  of  procedure  to  determine  the 
shortened  limbs,  curvatures  and  injuries  of 
the  spine,  so  that  they  may  be  corrected  by 
proper  shoes,  braces,  corsets,  etc. 

Urologists  have  developed  accurate 
methods  of  diagnosis  and  treatment  until  now 
they  can  bring  relief  to  the  vast  number  of 
persons  who  suffer  from  diseases  of  the 
genitourinary  tract.  More  recently  the  adop- 
tion of  electrosurgery  particularly  in  bladder 
neoplasms  and  transurethral  prostatic  resec- 
tion in  a selected  class  of  cases  has  materially 
reduced  the  hospitalization  of  these  patients, 
lowered  the  mortality  rate,  and  above  all, 
excellent  results  have  been  obtained.  Ade- 
quate consideration  must  be  given  urological 
surgery  and  must  comprise  a study  of  the  pre- 
operative, morbidity,  hospital  domicile,  mor- 
tality posthospital  disability  and  permanency 
of  results.  The  achievements  that  have  been 
made  are  in  keeping  with  the  above  thoughts. 

Conservative  treatment  by  the  dehydration 
method  has  saved  the  lives  of  many  patients 
with  fractured  skulls  and  concussions,  where 
formerly  numerous  operations  would  have 
been  done.  The  early  recognition  of  the  signs 
and  symptoms  of  brain  tumor  have  permitted 
these  patients  to  be  operated  upon  earlier  and 
more  successfully.  In  recent  years  we  have 
been  presented  with  numerous  new  types  of 
anesthetics  and  methods  of  administering 
them,  so  that  where  ether  seems  inadvisable 
the  operator  can  select  the  anesthetic  suitable 
for  each  individual  patient.  Goldsmith  and 
Hunt  used  avertin  as  a basal  anesthetic  three 
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hundred  and  fourteen  times.  The  longest 
operation  was  six  and  one-half  hours  and  one 
patient  was  anesthetized  four  times.  Supple- 
mental anesthesia,  inhalation  or  local,  was 
used  in  small  amount.  They  consider  avertin 
a satisfactory  anesthetic.  Strasser  considers 
metrazol  a stimulant  of  choice  for  complica- 
tions during  anesthesia.  Its  action  is  prompt 
and  prolonged.  Eason  finds  glucose  in  fifty 
per  cent  strength  to  be  an  excellent  styptic 
for  oozing  from  various  surfaces,  such  as  skin 
cuts,  epistaxis  and  bleeding  gums.  For  hema- 
temesis,  one-half  ounce  is  given  hourly  dur- 
ing the  day.  White  studied  more  than  five 
hundred  cases  of  carbuncle,  one  hundred  of 
which  were  treated  by  non-specific  protein 
therapy.  This  treatment  surpassed  all  others, 
the  pain  with  diminution  of  toxic  symptoms 
being  controlled  in  a few  hours.  Healing  was 
greatly  accelerated. 

Our  hospitals  have  been  improved  by  bet- 


ter nurses  and  by  being  equipped  with  clinical 
and  x-ray  laboratories.  The  span  of  life  has 
been  extended  some  twenty  years  in  the  last 
two  decades.  It  seems  to  me  that  one  of  the 
greatest  advances  that  modern  surgery  has 
made  has  been  in  the  changed  attitude  of  the 
surgeon  toward  the  patient.  We  no  longer 
operate  upon  a case  of  appendicitis,  but  upon 
a specific  individual  who  is  suffering  with  this 
malady.  Each  patient  must  be  studied  from 
the  mental  and  financial  point  of  view  as  well 
as  the  physical.  It  is  of  vital  importance  that 
each  person  who  consults  a surgeon  shall  be 
considered  a specific  individual  and  treated 
as  such. 

I have  undertaken  to  show  briefly  some 
of  the  improvements  made  in  surgery  in  the 
last  few  years.  In  the  papers  which  follow 
on  our  program,  we  hope  to  show  more  spe- 
cifically, by  definite  procedures,  the  progress 
made  in  our  specialty. 


OCCURRENCE  OF  EPIDEMIC  PLEURODYNIA  IN  WEST  VIRGINIA 


By  Harry  A.  Carney,  B.  S.,  M.  D. 
V ant  West  Virginia 


y^s  far  as  the  writer  knows,  epidemic  pleur- 
odynia has  not  heretofore  been  reported 
in  West  Virginia.  Between  June  27th  and 
July  25th  of  this  year  I have  attended  87 
cases  in  and  around  Van.  The  age  range  of 
the  patients  has  been  from  six  months  to  fifty 
years,  but  by  far  the  majority  has  been  in 
young  and  otherwise  healthy  children.  This 
outbreak  is  not  confined  to  Van,  but  cases 
have  been  scattered  throughout  Boone  county 
and  several  have  occurred  in  adjoining  coun- 
ties. The  epidemic  seems  to  be  of  short  dura- 
tion as  the  cases  are  now  only  scattering  and 
probably  by  the  time  this  appears  in  print 
the  condition  will  have  disappeared  entirely. 

This  condition  is  an  acute  infectious  dis- 
ease characterized  by  abrupt  onset  of  a par- 
oxysm of  excruciating  pain  in  the  chest  or 
epigastrium,  aggravated  by  breathing  or 


movements  of  the  trunk,  accompanied  by 
fever  and  respiratory  embarrassment,  which 
lasts  from  four  to  twenty-four  hours  and 
tends  to  recur  with  lessened  severity  after  in- 
tervals of  one  or  two  days  of  relative  com- 
fort. 

The  disease  was  first  described  by  Dabney 
in  1 888,  when  it  occurred  in  epidemic  form 
in  Virginia.  Since  then  it  has  appeared  epi- 
demically in  Virginia  and  New  York  in  1923, 
in  Pennsylvania  and  New  Jersey  in  1924  and 
in  Massachusetts  in  1933. 

So  far  as  I know,  it  has  been  confined  to 
these  areas,  and  has  always  appeared  in  the 
summer  and  has  been  limited  chiefly  to  urban 
communities  and  to  seaside  or  mountain  re- 
sorts. The  epidemics  die  out  quickly.  The 
sexes  are  attacked  with  equal  frequency,  but 
children  are  more  susceptible  than  adults. 
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In  August  1924,  Small  observed  a plas- 
modium  in  the  erythrocytes  of  patients  dur- 
ing the  acute  illness,  which  is  probably  the 
specific  etiological  agent,  but  this  has  not  been 
sufficiently  confirmed. 

The  attack  always  begins  suddenly  with 
pain  as  the  initial  symptom,  accompanied  by 
a rapid  rise  of  temperature,  an  increase  in 
pulse  rate  and  frequency  of  respirations  which 
become  shallow  and  painful.  Headaches 
occur  constantly  and  backache  occasionally. 
Infrequently  a chill  precedes  the  onset  of 
pain  and  the  temperature  reaches  its  maxi- 
mum (101  - 104  F.)  within  a few  hours 

of  the  onset.  Pain  is  the  outstanding  symp- 
tom and  is  located  over  the  attachments  of 
the  diaphragm  to  the  anterior  abdominal 
wall,  or  at  times  in  the  epigastrium.  It  may 
be  referred  down  over  the  abdominal  wall 
and  is  greatly  aggravated  by  respiratory 
movements,  and  any  movement  of  the  body 
especially  extension  of  the  trunk.  It  subsides 
with  the  recession  of  fever  and  may  shift 
from  the  initial  site  to  the  opposite  side  with 
subsequent  paroxysms.  Tenderness  over  the 
painful  regions  is  common  and  may  lead  to 
slight  abdominal  rigidity. 

Usually  in  less  than  twenty-four  hours 
the  pain  and  fever  subside.  The  lungs 
reveal  no  pathological  changes  and  aside  from 
the  increase  in  heart  rate,  no  abnormalities  of 
the  circulatory  system  are  found.  The  respira- 
tions are  fast  and  shallow  and  cyanosis  may 
be  noted  at  the  height  of  respiratory  em- 
barrassment. Nausea  and  vomiting  or  an  oc- 
casional diarrhea  may  occur,  but  these  are  of 
no  consequence.  Neither  the  liver  nor  the 
spleen  is  enlarged.  The  white  blood  picture 
is  normal,  or  may  show  a leukopenia. 

The  disease  usually  terminates  with  a 
single  paroxysm  or  after  an  interval  of  one 
or  two  days  of  comfort  the  attack  may  be  re- 
peated in  a milder  form  than  the  first.  Rarely 
they  may  recur  in  one  or  more  days  in  milder 
form  over  a period  of  three  weeks. 

The  picture  is  not  always  clear  cut  and 
complicating  etiological  factors  may  make 
definite  diagnosis  impossible.  The  epidemic 


nature  of  the  illness  is  usually  not  appreciated 
until  the  similarity  of  a group  of  cases  is 
recognized.  When  epidemic  pleurodynia  is 
present  there  exists  the  danger  that  acute 
pleurisy  or  pneumonia  may  be  overlooked. 
No  case  of  supposed  epidemic  pleurodynia 
should  be  readily  discharged  without  further 
medical  observation.  Occurrence  of  compli- 
cations or  sequelae  rules  out  this  disease. 

The  first  essential  for  the  comfort  of  the 
patient  is  absolute  rest  in  bed.  The  pain  may 
be  so  severe  as  to  require  morphine  or  code- 
ine, but  usually  the  salicylates  and  antipyrine 
suffice.  The  use  of  quinine  seems  to  prevent 
the  recurrence  of  paroxysms. 
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LEFT-HANDEDNESS 

Science  is  now  giving  the  left-handed  child  a 
gratifying  amount  of  belated  attention,  according  to 
Helen  Farnsworth  who,  in  her  article  “Are  You 
Left-Handed? ” appearing  in  the  September  Hygeia 
shows  that  left-handedness  may  be  an  asset. 

Science  has  proved  beyond  reasonable  doubt  that 
this  puzzling  trait  follows  the  mendelian  law  of  in- 
heritance. This  means  that  two  left-handed  par- 
ents will  have  left-handed  children ; two  right- 
handed  parents  of  mixed  right  and  left-handed  par- 
entage will  have  one  left-handed  child  in  four. 

Educators  have  found  that  a child  who  is  forced 
to  change  his  natural  tendency  is  subject  to  speech 
disturbances,  such  as  stuttering  or  stammering, 
which  originate  in  the  nerve  centers  that  are  used 
in  reading,  writing  and  speech. 

Variations  in  the  dexterity  of  the  hands  mean 
nothing  in  regard  to  mentality  or  physical  skill  and 
do  not  indicate  any  abnormal  tendencies  in  the 
child.  It  is  far  more  advisable  to  train  the  left- 
handed  child  to  be  ambidextrous  than  to  force  him 
to  use  only  his  right  hand  in  the  attempt  at  correc- 
tion. Especially  is  this  true  after  the  sixth  year, 
when  brain  and  muscle  have  become  coordinated. 

Left-handed  children  may  be  taught  to  shake 
hands  with  the  right  hand,  for  otherwise  unpar- 
donable awkwardness  will  result;  but  when  they 
are  very  young  they  should  not  be  constantly  ad- 
monished to  use  the  right  hand;  for  their  brain 
cells,  which  should  not  be  overtaxed,  are  learning 
to  coordinate,  and  that  is  a full-time  job  at  best! 
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MEDICAL  PARTICIPATION  IN  THE  SCHOOL  HEALTH 
PROGRAM  OE  CABELL  COUNTY 


By  Geo.  M.  Lyon,  M.  I). 
Huntington,  West  Virginia 


7\  noteworthy  program  of  medical  par- 
ticipation in  a community  health  pro- 
gram is  being  carried  on  in  Cabell  county 
under  the  leadership  of  the  Cabell  County 
Medical  Society  and  the  Huntington  Dental 
Society.  In  1933,  with  the  institution  of  the 
county  unit  plan  of  administration  in  the 
schools  of  West  Virginia  and  the  introduction 
of  the  tax  levy  amendment,  the  Cabell  Board 
of  Education  appealed  to  the  Cabell  County 
Medical  Society  for  assistance  and  leadership 
in  carrying  on  the  county  school  health  pro- 
gram. Accordingly  the  Committee  on  School 
Health  Problems  and  the  Committee  on 
Medical  Participation  in  Public  Health  Prob- 
lems was  designated  by  the  society  to  enter 
into  such  a program.  An  advisory  health 
council  was  formed  consisting  of  three  pedia- 
tricians, one  internist,  one  surgeon,  one  rural 
physician,  two  dental  surgeons,  one  engineer, 
and  one  school  administrator.  An  extensive 
school  health  protection  and  school  health 
education  program  was  launched.  During 
1933-34  some  FERA  assistance  was  had,  but 
in  1934-35  the  board  of  education  financed 
the  program  at  a cost  of  $6,000.00. 

Actual  accomplishments  to  date  have  been 
an  entire  reorganization  of  the  school  health 
program  with  a general  medical  participation 
in  the  program  developed.  The  immuniza- 
tion program  for  the  county  was  placed  under 
charge  of  the  Committee  on  Medical  Par- 
ticipation in  Public  Health  Program  rather 
than  in  the  school  health  program.  Thus 
from  the  schools  wras  removed  the  adminis- 
tering of  preventive  medical  services  to  school 
children.  In  a plan  of  medical  participation 
the  physicians  did  immunizations  and  health 
examinations  in  their  own  offices  with  a re- 
duced rate  in  practice  between  4:00  and  5:00 


p.  m.  each  Friday.  The  schools,  as  they  very 
properly  should  do,  motivated  and  promoted 
the  program  through  planning,  education  and 
publicity,  but  did  no  administering  of  such 
services.  The  entire  program  was  directed  by 
a committee  from  the  society.  This  removed 
any  opportunity  for  medical  practice  on  the 
part  of  the  schools  in  this  field. 

In  the  school  health  protection  program 
proper,  only  protective  measures  were  prac- 
ticed. These  consisted  of: 

1 . Medical  supervision  of  school  boy 
athletes. 

2.  Daily  medical  inspection  for  health 
suspects  in  the  schools  between  9:00  and 
10:30  each  school  day. 

3.  Physical  examination  of  all  school  em- 
ployees by  physicians  expert  in  chest  diag- 
nosis selected  by  the  advisory  health  council 
and  paid  by  the  board  of  education. 

4.  A board  of  special  medical  examiners 
consisting  of  three  internists,  a radiologist 
and  a laboratory  clinician  to  act  as  a “referee- 
ing board”  in  the  exclusions  of  pupils  or 
teachers  with  tuberculosis,  trachoma,  or  other 
transmissible  diseases. 

Medical  relief  was  not  provided  by  the 
schools  but  an  important  part  of  the  program 
was  the  activity  which  in  this  direction  at- 
tempted to  place  individuals  in  need  of  med- 
ical relief  in  touch  writh  the  proper  relief 
agency.  Such  is  the  proper  role  of  the  school, 
and  not  that  of  dispensing  relief,  buying 
glasses  or  medicines  or  providing  medical 
services.  The  Parent-Teacher  Association  was 
active  in  providing  glasses  and  assisting  in 
furtherance  of  medical  relief  problems  en- 
countered in  the  schools.  The  Huntington 
Junior  League  responded  to  the  proven  need 
by  establishing  and  maintaining,  with  med- 
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ical  cooperation,  a clinic  for  children  of  school 
age. 

Communicable  disease  control  was  at- 
tempted by  means  of  eleven  district  school 
medical  inspectors  and  a successful  program 
of  cooperation  was  developed  between  the 
department  of  public  health,  the  teachers, 
the  private  physicians  and  the  parents.  The 
inspectors  did  no  “health  examining”  as 
“school  doctors”  and  gave  no  treatments. 

Health  education  was  viewed  as  not  a cold 
curricular  subject  of  a formal  nature,  but  as 
a development  in  the  child  of  an  appreciation 
of  health  and  health  protection  with  a desire 
for  the  practical  application  in  his  own  life 
of  the  knowledge  of  and  the  use  of  the  var- 


Effective  relationship  of  school  health  program  to 
the  public  health  program  and  the  medical  relief 
program  in  a mobilization  of  community  health 
services. 

ious  existing  agencies  of  health  protection 
service  in  his  community.  The  private  phy- 
sician very  naturally  occupies  a position  of 
great  prominence  as  he  should  in  such  a plan. 
A very  rational  beginning  to  health  education 
has  been  made  with  emphasis  being  laid  on 
the  fact  that  the  teacher  is  the  one  of  prime 
importance  in  the  school  health  protection 
program,  and  that  she  can  not  evade  this 
fundamental  responsibility  on  her  part  by 
“passing  the  buck”  to  a school  nurse,  a school 
doctor,  or  a special  health  teacher. 


Accomplishments  of  the  program  during 
its  first  two  years  of  development  include  an 
increased  understanding  between  teachers  and 
physicians  with  a resulting  improvement  in 
school  health  protection  services.  The  med- 
ical men  have  become  interested  in  the 
schools  and  now  assume  considerable  respon- 
sibilities in  assistance  which  heretofore  they 
did  not  do.  With  the  exception  of  the  sur- 
geons and  the  specialists,  most  of  the  general 
practitioners  in  Cabell  county  are  in  some 
definite  manner  connected  with  the  program 
as  “compensated  employees”  of  the  board  of 
education.  True,  the  compensation  has  not 
been  large,  but  both  the  responsibility  and 
the  financial  compensation  are  pretty  well 
distributed  among  the  members  of  the  local 
medical  society.  Individual  room  charts,  with 
stars,  in  the  class  rooms  in  grades  one  to  six, 
have  emphasized  the  importance  of  (1)  diph- 
theria immunization,  (2)  negative  Schick 
test,  (3)  successful  smallpox  vaccination,  (4) 
typhoid  fever  inoculation,  (5)  health  exam- 
ination of  a well  child,  and  (6)  dental  health 
examination.  Results  of  this  motivating  ac- 
tivity were  very  good,  and  removed  definitely 
the  failure  of  people  generally  in  Cabell 
county  to  provide  their  children  before  school 
age  with  protection  against  diphtheria  and 
smallpox.  Under  motivation  of  the  schools 
this  can  be  improved  after  the  child  enters 
school. 

No  child  was  credited  with  a health  exam- 
ination unless  his  examination  blank  was  filled 
in,  in  accordance  with  the  regulations  laid 
down  by  the  advisory  health  council.  These 
demanded  that  the  examination  be  done  by  a 
physician  in  the  presence  of  the  child’s  par- 
ents or  guardian,  and  that  the  child  be 
stripped  to  the  waist  and  that  the  examina- 
tion take  not  less  than  ten  minutes  in  time. 
The  physician  would  then  give  to  the  parent 
directly  his  opinion  and,  where  possible,  make 
arrangements  at  that  time  for  correction  of 
remediable  defects.  The  record  was  then 
given  to  the  school  teacher  for  crediting  and 
for  filing.  The  procedure  was  at  least  as  ef- 
fective, if  not  actually  more  effective,  than 
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previous  ones  attempted  locally  in  this  direc- 
tion. Certainly  it  reduced  friction  and  mis- 
understanding between  the  schools  and  the 
private  physicians. 

While  it  will  probably  take  three  years 
more  to  have  the  program  extended  as  is  at 
the  moment  planned,  yet  it  has  already  in 
its  two  years  of  existence  pointed  the  way  to 
a constructive  field  for  medical  participation. 

Little  could  have  been  done  had  it  not 
been  for  the  complete  cooperation  and  active 
sympathy  of  the  board  of  education  and  of 
Mr.  Marston,  the  executive  administrator  of 
the  county  schools.  Such  cooperation  is  es- 
sential to  the  successful  working  of  such  a 
plan. 

TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Softening  of  the  Caseous  Tubercle:  1.  Tu- 
berculosis in  its  epidemiologic  aspects  has  its 
source  in  a specific  pathologic  phenomenon, 
softening  of  the  caseous  tubercle. 

This  is  the  key  problem  in  tuberculosis.  If  case- 
ous tubercles  did  not  soften  the  disease  would  be 
practically  self  limited.  The  course  of  pulmonary 
tuberculosis  may  be  summarized  as  follows.  Fol- 
lowing infection,  cellular  and  subsequent  caseous 
tubercles  are  formed  and  some  of  these  soften. 
Caseous  matter  discharged  into  the  bronchioles  is 
aspirated.  New  tubercles  are  formed,  some  of 
which  in  turn  soften.  If  the  softened  matter  is 
coughed  out,  it  may  infect  other  people. 

Laennec  described  the  softening  and  liquefaction 
of  caseous  tubercles  and  their  significance,  but  in 
modern  textbooks  the  two  phenomena  of  caseation 
and  softening  are  commonly  not  separated,  and 
the  distinctive  nature  of  the  latter  process  is  not 
stressed. 

Even  less  attention  has  been  directed  to  the  col- 
lateral event  with  the  softening,  namely,  an  ex- 
traordinary multiplication  of  tubercle  bacilli.  Koch 
noticed  that  tubercle  bacilli  were  present  in  great- 
est number  in  the  interior  of  cavities,  the  walls  of 
which  are  undergoing  rapid  liquefaction.  When 
the  product  of  tubercle  infiltration  first  discharges 
into  a bronchus  it  has  maximum  infective  power. 
Not  before  nor  again  after  are  tubercle  bacilli  to 
be  found  in  the  region  concerned  in  as  great  num- 


ber. The  soft  yellow  lumps  sought  by  the  techni- 
cian examining  sputum  are  nothing  more  than  bits 
of  debris  from  the  liquefying  caseous  nodules. 

The  three  cases  cited  were  an  elderly  Jew  with 
pulmonary  tuberculosis  of  exceptional  chronicity, 
a young  American  white  adult  with  pulmonary 
tuberculosis  of  ordinary  duration  and  a negro 
child  with  “adult  type”  tuberculosis  of  extraordi- 
nary  severity  and  rapid  progression.  All  three  died 
and  came  to  autopsy.  The  phenomena  of  softening 
and  bacillary  multiplication  were  qualitatively  the 
same  in  all  three  but  varied  quantitatively  with  the 
type  of  case.  They  represent  the  two  extremes  and 
the  average  in  the  intensity  of  the  processes  con- 
cerned. All  three  cases  exhibited  the  presence  of 
enormous  numbers  of  tubercle  bacilli  in  caseous 
lesions  undergoing  softening. 

Neither  the  cause  of  the  softening  nor  the  ex- 
planation of  the  enormous  number  of  tubercle 
bacilli  present  is  definitely  known.  Softening  is  not 
due  to  the  proteolytic  action  of  leucocytes,  present 
as  a result  of  secondary  bacterial  invaders.  Bac- 
teria and  fungi  not  chemotactic  for  leucocytes  but 
possibly  rich  in  proteolytic  enzymes,  do  not  account 
for  it.  That  softening  as  an  allergic  process  has 
been  suggested  but  there  are  several  objections  to 
this  view. 

It  is  not  yet  clear  whether  the  tremendous 
growth  of  tubercle  bacilli  precedes  or  follows  the 
softening.  If  subsequent  research  proves  that  the 
softening  comes  first,  the  multiplication  of  bacilli 
can  be  explained  on  the  basis  of  the  new  opportun- 
ity afforded  by  the  softening  for  oxygen  ingress 
and  flow  of  fluids  containing  nutritive  elements. 

Unfortunately,  softening  lesions  can  probably  not 
be  recognized  clinically.  Even  roentgenograms  do 
not  distinguish  unsoftened  and  softening  caseous 
nodules  until  the  latter  progress  to  small  cavities. 
Yet  from  the  standpoint  of  treatment  the  subject 
is  highly  significant.  To  prevent  the  spread  of  the 
disease  inside  the  lung  or  to  other  persons  is  the 
ideal  treatment.  The  only  method  of  absolute  pre- 
vention would  be  obstruction  of  the  outlet  of  the 
developing  cavity.  In  a motionless  lung  the  dis- 
charge of  softening  contents  of  a new  cavity  is  not 
likely.  Proper  pneumothorax  will  tend  to  prevent 
escape  of  the  contents  but  improper  pneumothorax 
(with  positive  pressure)  might  result  in  expulsior 
of  the  semiliquid,  bacilli-rich  mass  and  aspiration 
into  healthy  parts  of  the  lung. 

From  Pathology  to  Epidemiology  in  Tuber cu- 
losis,  Esmond  R.  Long , M.  D.y  Journal  of  the 
American  Medical  A ssociation}  May  25 , 1935. 


424 


The  West  Virginia  Medical  Journal 


September,  1935 


PRESIDENT’S  PAGE 


I wish  to  take  this  opportunity  to  extend  greetings  and  best  wishes  to 
the  Hospital  Association  of  West  Virginia,  which  is  to  hold  its  10th  annual 
session  at  Parkersburg  on  September  5 and  6,  1935.  A splendid  program 
has  been  arranged  and  a large  attendance  is  expected.  A frank  and  sincere 
discussion  of  hospital  problems  in  West  Virginia  should  prove  of  great  value 
to  all  of  us. 

Perhaps  the  most  pertinent  question  now  facing  West  Virginia  hos- 
pitals relates  to  the  actual  practice  of  medicine.  Are  hospital  corporations 
legally  permitted  to  practice  medicine?  If  hospitals  may  practice  medi- 
cine, to  what  extent  can  they  go  without  infringing  upon  the  rights  and 
privileges  of  the  licensed  physician?  Should  hospitals,  if  they  do  practice 
medicine,  abide  by  the  same  rules  of  ethical  conduct  that  govern  the  med- 
ical profession? 

As  president  of  the  West  Virginia  State  Medical  Association,  I have 
been  invited  to  present  a paper  at  the  coming  hospital  meeting.  I expect 
to  discuss  the  points  mentioned  above,  in  the  hope  of  provoking  discussion 
that  will  bring  about  a better  understanding  between  the  hospitals  and  the 
medical  profession.  I believe  that  a free  discussion  of  the  principals  in- 
volved will  eliminate  to  a large  extent  the  unjust  criticism  of  both  hospitals 
and  physicians  that  has  emanated  from  their  respective  champions  in  the 
past. 

The  Hospital  Association  of  West  Virginia  has  made  rapid  strides 
during  the  past  few  years.  If  it  continues  to  grow  and  expand,  as  I hope 
it  will,  the  Hospital  Association  will  soon  take  its  place  as  one  of  the  leading 
and  most  influential  organizations  in  the  state.  I am  proud  to  be  a member 
of  this  thriving,  healthy  group  and  again,  on  behalf  of  the  medical  profes- 
sion of  the  state,  I wish  the  Hospital  Association  a successful  and  inspiring 
session  at  Parkersburg. 


President 
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EPI DEM  IC  PLEURODYN I A 

Elsewhere  in  this  issue  appears  an  article 
by  Dr.  Harry  A.  Carney  reporting  an  out- 
break of  epidemic  pleurodynia  in  the  vicinity 
of  Van,  Bocne  county,  during  the  months  of 
June  and  July  of  this  year.  Eighty-seven 
cases  were  seen  within  a period  of  four  weeks. 
The  characteristics  of  the  condition,  as  re- 
ported by  Dr.  Carney,  correspond  very  close- 
ly to  the  description  of  the  disease  as  observed 
in  previous  epidemics.  This  distressing  mal- 
ady is  defined  by  Callaway  as  “an  acute  in- 
fectious ( r ) disease  characterized  by  an  ab- 
rupt onset  of  excruciating  pain  in  the  chest 
and  epigastrium,  particularly  along  the  dia- 
phragmatic attachments,  accompanied  by 
fever,  aggravated  by  deep  respirations  and 
movements  of  the  trunk,  with  disappearance 
of  the  pain  in  four  to  forty-eight  hours,  in 
most  cases  a recurrence  of  the  pain  and  fever 
after  two  or  three  days,  invariable  recovery 
without  sequelae,  occurrence  in  young  healthy 
individuals  of  either  sex,  predominantly  chil- 
dren, absence  of  significant  pulmonary  or 
pleural  signs,  and  a relative  leukopenia  or 
normal  white  blood  cell  count.” 

What  was  probably  the  first  reported  out- 
break of  epidemic  pleurodynia,  was  observed 
by  Finsen  in  Iceland  in  1856,  although  he 
did  not  report  it  until  1 8 years  later  and  after 
he  had  observed  a similar  outbreak  in  1863, 
both  of  which  were  described  in  his  original 
paper.  There  are  earlier  records,  however, 
which  indicate  that  possibly  the  same  disease 
may  have  been  present  in  the  island  prior  to 
these  outbreaks.  Two  years  previous  to  Fin- 


sen’s  publication,  Homann  described  what 
must  have  been  the  same  disease  in  Norway, 
and  the  same  year  of  the  Finsen  description 
Daae  reported  an  epidemic  of  290  cases  also 
in  Norway.  In  1897  Backer  reported  a wide- 
spread epidemic  in  the  same  country  in  which 
over  4,000  cases  were  observed.  Epidemics 
have  been  reported  in  Denmark,  England, 
Finland,  Germany,  Portugal,  Sweden,  and 
very  recently  in  the  Faroe  Islands.  In  the 
United  States,  Dabney,  in  1 888,  first  observed 
an  outbreak  in  Charlottesville  and  at  the  Uni- 
versity of  Virginia.  Apparently  he  did  not 
knew  of  the  earlier  descriptions.  After  a 
qu'escent  period  of  more  than  a third  of  a 
century  epidemics  have  been  observed  in  Vir- 
ginia again  in  1923,  in  New  York  in  1923- 
1924,  in  New  Jersey  and  Pennsylvania  in 

1924,  in  Massachusetts  and  Tennessee  in 

1925,  in  Massachusetts  again  in  1933  and  in 
North  Carolina  in  1934.  The  writer  of  this 
editorial  has  seen  three  cases  in  Huntington 
this  summer  which  appear  to  have  been  epi- 
demic pleurodynia  and  several  others  which 
certainly  suggested  the  syndrome.  It  is  inter- 
esting to  note  that  all  the  American  outbreaks 
have  been  in  the  extreme  eastern  part  of  the 
United  States  and,  save  only  two  instances, 
in  states  that  border  the  Atlantic  Ocean,  and 
that,  except  in  the  case  of  the  Portugese  out- 
break, all  epidemics  have  been  in  countries 
where  the  population  is  overwhelmingly  Nor- 
dic in  origin. 

The  etiology  of  epidemic  pleurodynia  is 
beclouded  in  doubt.  In  1924,  Small  de- 
scribed a plasmodium  within  the  erythrocytes 
of  two  patients  suffering  from  the  disease  and 
named  the  organism  the  'plasmodium  pleu- 
rodyniae.  Other  workers,  however,  have  not 
confirmed  his  observations.  Dabney,  in  his 
description  of  the  Charlottesville  outbreak, 
suggested  that  the  condition  might  be  an 
atypical  form  of  dengue.  Churchill,  Landis 
and  Glusker  felt  that  the  1925  epidemic  in 
the  vicinity  of  Cape  Cod  might  have  been 
dengue  modified  by  climatic  and  geograph- 
ical considerations,  but  this  disease  in  its 
classical  form  has  not  been  reported  in  New 
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England.  Josephson,  describing  an  epidemic 
on  a training  ship,  noticed  that  the  victims  all 
frequented  one  restaurant  and  suggested  that 
the  infecting  agent  is  food-borne.  Greene,  on 
the  contrary,  in  a careful  study  of  an  institu- 
tional outbreak  proved  conclusviely  that  the 
infecting  agent  is  not  carried  in  food,  milk  or 
water.  Small  suggested  that  the  transmission 
might  be  effected  through  the  bite  of  an  in- 
sect. Crone  and  Chapman  inoculated  a vol- 
unteer with  1 0 cc.  of  whole  blood  taken  from 
a patient  on  the  fourth  day  of  the  disease 
without  effect  upon  the  recipient.  Most  ob- 
servers believe  that  the  transmission  is  by 
direct  contact,  and  all  agree  that  it  is  an  in- 
fection. The  outbreaks  appear  in  the  sum- 
mer and  fall.  While  no  age  group  seems  to 
be  exempt,  the  great  majority  of  the  cases 
appear  to  be  in  the  later  childhood  and  early 
adolescent  years  and  in  otherwise  healthy  in- 
dividuals as  Dr.  Carney  records  in  the  Boone 
county  epidemic.  The  sexes  appear  to  be 
equally  susceptible. 

The  presenting  symptom  is  severe  pain 
usually  over  the  lower  chest  or  the  upper 
abdomen,  most  often  upon  the  right  side,  and 
accentuated  upon  deep  breathing  or  upon  mo- 
tion of  the  trunk.  The  following  outline  of 
the  symptomatology  is  quoted  from  Call- 
away’s description  of  the  Durham  epidemic: 
“The  attack  begins  with  the  abrupt  onset  of 
pain  in  the  chest,  in  the  epigastrium,  along 
the  attachments  of  the  diaphragm,  or,  rarely, 
in  the  mid-abdomen.  The  pain  is  usually  ag- 
gravated by  deep  respirations  or  movements 
of  the  trunk.  It  is  accompanied  by  a fever  of 
101  to  104  degrees  Fahrenheit  with  deferves- 
cence in  twenty-four  to  forty-eight  hours,  in- 
crease in  the  pulse  rate,  and  a moderate  in- 
crease in  the  rate  of  respirations,  which  also 
become  somewhat  shallow.  In  the  majority 
of  our  cases  there  has  not  been  a recurrence  of 
the  symptoms,  but  in  several  there  has  been 
two  or  three  days  after  the  original  attack  a 
second  flare-up  which,  however,  rapidly  dis- 
appears. Many  cases  have  only  the  single 
attack  and  in  seventy-two  hours  are  afebrile 
and  symptomless.  Occasionally  there  is  head- 


ache, less  often  backache  and  rarely  pain  in 
the  extremities.  In  the  present  epidemic, 
pain  in  the  abdomen  has  been  a prominent 
presenting  symptom.  No  less  than  one-third 
of  the  cases  have  been  referred  to  the  hos- 
pital with  the  diagnosis  of  an  acute  abdomen 
in  which  there  are  the  classic  signs  of  an  acute 
surgical  condition,  including  rebound  tender- 
ness, but  in  which  the  leukopenia  and  history 
of  ‘devil’s  grip’  have  no  doubt  prevented 
some  unnecessary  operations.  The  skin  is  hot 
and  dry  and  the  usual  phenomena  associated 
with  acute  fevers  are  present:  anorexia,  coat- 
ing of  the  tongue,  malaise,  flushing  of  the 
face,  and  concentrated  urine.  The  striking 
feature  is  that  nothing  abnormal  can  be  found 
in  the  lungs  or  pleura  either  by  careful  phy- 
sical examination  or  by  rdentgenographic 
study.  Neither  the  liver  nor  the  spleen  is  en- 
larged. Gastrointestinal  symptoms  are  rare, 
though  anorexia,  slight  nausea  with  occasional 
vomiting  and  moderate  constipation  may  oc- 
cur during  an  attack.  Accessory  clinical 
studies  of  the  blood  (stained  smear,  dark- 
field,  and  supravital  stains)  have  revealed  no 
organisms  or  plasmodia.  The  disease  attacks 
each  sex  with  about  the  same  frequency^ 
causes  little  or  no  prostration ; and  there  are 
no  complications  or  sequelae.” 

Most  observers  report  a leukopenia,  but 
Richter  and  Levine  in  discussing  the  cases 
seen  at  the  Peter  Bent  Brigham  Hospital  in 
the  summer  of  1 933  report  white  counts  rang- 
ing from  5,300  to  17,300  with  an  average 
upon  admission  of  10,400.  Small  noted  an 
eosinophilia  during  convalescence,  but  most 
reported  cases  do  not  show  this  finding. 
Fluoroscopic  studies  during  the  painful  period 
have  shown  no  limitation  of  motion  of  the 
diaphragm  on  either  side. 

Inasmuch  as  recovery  has  been  the  invari- 
able outcome,  no  postmortem  findings  have 
been  available.  Much  remains  to  be  learned 
about  the  syndrome  and  further  and  more  in- 
tensive study  needs  to  be  done.  Objection 
has  been  made  to  the  name  we  use  here,  and 
the  Quarterly  Cumulative  Index  Medicus 
prefers  the  designation  “epidemic  myositis.” 


September , 1935 


All 


The  West  Virginia  Medical  Journal 


SCHOOL  HEALTH  PROGRAM 

Elsewhere  in  these  pages  is  described  a 
plan  for  medical  participation  in  a school 
health  program.  Cabell  county  is  to  be  con- 
gratulated on  being  the  first  county  medical 
society  to  undertake  the  serious  responsibility 
of  organizing  and  carrying  on  a school  health 
protection  program  and  a school  health  edu- 
cation program.  As  pioneers  in  the  important 
field  of  medical  participation  in  school  health 
problems,  the  Cabell  county  society  has  pre- 
sented a plan  which  is  successful  beyond  a 
doubt  and  which  has  already  been  accorded 
a recognition  of  national  prominence  such  as 
is  most  enviable.  The  plan  has  been  presented 
before  the  American  Pediatric  Society,  the 
Committee  on  School  Health  Problems  of 
the  American  Academy  of  Pediatrics  and  the 
Eighth  Conference  in  Health  Education  con- 
ducted by  the  American  Child  Health  Asso- 
ciation. It  has  received  almost  unbelievably 
enthusiastic  approval  in  each  instance.  By 
special  invitation,  it  is  to  be  presented  before 
the  pediatric  session  of  the  Southern  Medical 
Association  and  before  the  section  on  Child 
Hygiene  of  the  American  Public  Health 
Association  this  coming  fall. 

The  plan  has  been  the  object  of  enthus- 
iastic commendation  and  approval  by  Dr. 
Thomas  Mood,  Professor  of  Health  Educa- 
tion, Teachers  College,  Columbia  University 
and  chairman  of  the  Joint  Committee  on 
Health  Problems  in  Education  of  the  N.  E. 
A.  and  the  A.  M.  A.;  by  Miss  Anne  Whit- 
ney, director  of  the  Educational  Service  of 
the  American  Child  Health  Association;  by 
Dr.  S.  M.  Hamill,  chairman  Section  I,  Third 
White  House  Conference  on  Child  Health 
and  Protection,  and  president  of  the  Amer- 
ican Child  Health  Association ; by  Dr.  Ken- 
neth Blackfan,  Professor  of  Pediatrics,  Har- 
vard School  of  Medicine  j Dr.  Grover 
Powers,  Professor  of  Pediatrics,  School  of 
Medicine,  Yale  University}  Dr.  Estella 
Ford  Warner,  medical  officer  in  charge  of 
Child  Health  Investigations  U.  S.  P.  H.  S. ; 
Dr.  Martha  Eliot,  assistant  chief,  Childrens’ 
Bureau,  United  States  Department  of  Labor, 


and  others  of  prominence  and  critical  judg- 
ment. 

Past  the  stage  of  experiment,  the  Cabell 
county  plan  points  the  way  to  a very  proper 
and  constructive  manner  of  “debunking” 
school  health  service  practices  and  of  substi- 
tuting therefor  a constructive  program  of 
medical  participation.  Offenses  in  this  field 
in  the  past  have  been  numerous,  extensive 
and  destructive.  West  Virginia  may  well  be 
proud  of  the  valuable  contribution,  which  has 
been  presented  by  the  Cabell  County  Medical 
Society.  It  is  of  tremendous  moment  in  the 
field  of  child  welfare,  education,  public 
health  and  medical  practice.  It’s  real  value 
can  as  yet  only  be  dreamed  of.  It  is  founded 
on  concepts  sound,  economical  and  protective 
to  the  welfare  of  society.  The  teacher  and 
the  physician  working  together  in  harmony, 
can  do  much  to  preserve  the  welfare  of 
society.  Not  the  least  of  its  important  fea- 
tures is  the  clear  and  essential  differentiation 
between  the  objectives  and  practices  of  a pub- 
lic health  program,  of  a school  health  pro- 
gram, and  of  a medical  relief  program.  With- 
out this,  differentiation  confusion,  destructive 
and  often  extensive,  will  exist  with  certainty. 


MALPRACTICE  INSURANCE 

At  least  once  each  year  for  the  past  five 
years  the  Journal  has  cautioned  Association 
members  not  to  depend  upon  the  Association 
medical  defense  fund  for  protection  in  mal- 
practice cases.  The  Association  defense  fund, 
as  we  have  pointed  out  before,  was  designed 
to  protect  the  interests  of  the  Association 
membership  as  a group  and  not  as  individual 
doctors. 

The  actual  individual  protection  furnished 
an  individual  physician  who  is  sued  for  mal- 
practice amounts  to  very  little.  Under  cer- 
tain favorable  circumstances,  the  fund  will 
assist  in  a small  way  in  defraying  a part  of 
the  legal  fees  involved.  It  will  also  assume 
the  financial  responsibility  of  providing  ex- 
pert witnesses  necessary  to  the  defense.  Fur- 
ther than  that,  the  defense  fund  offers  no  in- 
dividual protection. 
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The  question  might  well  be  asked,  “Then 
what  is  the  defense  fund  good  for?”  The  de- 
fense fund  was  used  in  the  Sloan-Mitchell 
case  from  Cabell  county  to  help  in  securing  a 
supreme  court  decision  establishing  the  fact 
that  a license  to  practice  medicine  was  a fran- 
chise, or  property  right,  which  could  not  be 
infringed  upon  by  any  person  or  group  not 
holding  such  a license.  It  was  used  in  the 
Wyoming  county  case,  also  carried  to  the  su- 
preme court,  in  order  to  reverse  a decision 
that  lay  testimony  could  offset  expert  testi- 
mony in  malpractice  suits.  It  was  used  in  the 
Valley  Camp  case  to  restrain  the  defendant 
from  the  corporate  practice  of  medicine.  In 
addition  to  these  three  successful  actions,  the 
defense  fund  has  been  used  in  several  other 
cases  wherein  some  point  of  law  involved  the 
entire  profession  within  the  state. 

Prior  to  1929,  when  the  present  medical 
defense  by-laws  were  adopted,  the  fund 
would  pay  up  to  $300  for  legal  services  to 
assist  in  malpractice  suits.  The  fund  had  an 
income  of  approximately  $900  per  year  and 
expenditures  for  legal  services  averaged  about 
$2500  per  year.  Even  with  this  constant 
drain  upon  the  defense  fund,  the  fund  pro- 
vided a most  inadequate  defense  that  lulled 
many  members  into  a false  sense  of  security. 
Unfortunately  this  “false  sense  of  security” 
still  exists  in  the  minds  of  some  members  of 
the  Association. 

Again  we  say  that  the  defense  fund,  as  re- 
organized in  1929,  offers  little  or  no  indiv- 
idual protection  to  the  individual  doctor  who 
is  sued  for  malpractice.  Every  physician  who 
desires  adequate  protection  against  alleged 
malpractice  should  carry  commercial  insur- 
ance for  that  protection. 

FOUNDER’S  ESSAY  CONTEST 

In  connection  with  the  dedication  of  the 
Founders’  Monument  at  Rivesville  during 
the  state  meeting  next  year,  the  West  Vir- 
ginia Medical  Journal  is  pleased  to  an- 
nounce a historical  essay  contest  open  to  sons 
of  Association  members.  The  doctor’s  son 
who  turns  in  the  best  essay  on  the  Association 


founders  will  be  awarded  a scholarship  at  the 
summer  camp  of  the  Greenbrier  Military 
School  near  Lewisburg  next  year. 

All  essays  should  deal  with  the  early  his- 
tory of  the  West  Virginia  State  Medical  Asso- 
ciation and  the  lives  of  the  16  charter  mem- 
bers who  signed  the  first  call  for  the  original 
assembly  at  Fairmont  in  1867.  The  office  of 
the  executive  secretary  at  Charleston  has  been 
instructed  to  cooperate  fully  in  furnishing  in- 
formation and  available  historical  data  to 
doctor’s  sons  who  desire  to  enter  the  contest. 

The  actual  management  of  the  essay  con- 
test is  to  be  in  the  hands  of  the  Woman’s 
Auxiliary,  under  the  direction  of  Mrs.  S.  VI. 
Prunty,  state  president.  All  essays  must  be 
turned  in  to  the  headquarters  office  at  Char- 
leston by  April  1,  1936.  The  judges  will  be 
announced  at  a later  date. 

Doctors  who  have  sons  between  the  ages  of 
12  and  18  are  urged  to  interest  them  in  the 
essay  contest.  The  Greenbrier  Military 
School  camp,  known  as  Camp  Shawmidelica, 
is  recognized  as  one  of  the  outstanding  boys 
camps  in  the  United  States  and  the  scholar- 
ship should  provide  an  ideal  summer  vaca- 
tion for  the  winning  boy.  The  winning  essay 
will  be  presented  at  the  dedication  ceremony 
next  June  and  made  a part  of  the  permanent 
records  of  the  Association. 


MEDICAL  RELIEF  FUNDS 

There  is  every  indication  that  relief  funds 
for  emergency  medical  service  to  persons  on 
direct  relief  will  be  cut  off  entirely  in  the  near 
future.  The  Association  Medical  Relief  Com- 
mittee has  been  reliably  informed  that  all 
direct  relief,  including  medical  service  to 
direct  relief  clients,  will  be  thrown  back  on 
the  states  some  time  before  November  first. 

In  view  of  the  above,  the  Medical  Relief 
Committee  strongly  urges  all  physicians  to 
send  in  promptly  all  bills  for  medical  relief 
services.  Failure  to  do  so  may  result  in  the 
possible  loss  of  outstanding  bills.  If  federal 
direct  relief  funds  should  be  suddenly  cut  off 
there  would  be  no  money  available  to  take 
care  of  any  outstanding  obligations.  For  that 
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reason  the  committee  suggests  that  all  out- 
standing medical  relief  bills  be  submitted  for 
payment  at  once,  and  that  bills  for  future  ser- 
vices be  sent  in  immediately  after  the  service 
is  rendered. 


STATE  HYGIENIC  LABORATORY 
When  physical  examinations  were  made 
last  year  incident  to  the  licensing  of  barbers 
and  beauticians,  Dr.  A.  E.  McClue,  state 
health  commissioner,  announced  that  the 
state  hygienic  laboratory  would  not  make 
Wassermann  tests  required  in  the  examina- 
tion. He  explained  that  the  state  laboratory 
was  not  in  competition  with  private  or  hos- 
pital laboratories  and  that  Wassermann  and 
Kahn  reports  would  be  accepted  only  from 
the  latter. 

In  spite  of  last  year’s  announcement,  many 
physicians  sent  specimens  in  from  barbers  and 
beauticians  to  the  state  laboratory.  The  state 
laboratory,  not  knowing  the  specimens  were 
for  barber  and  beautician  examinations,  made 
Kahn  tests  and  reported  their  findings  to  the 
physicians  who  sent  in  the  specimens.  Con- 
siderable confusion  and  annoyance  was  caused 
when  these  reports  were  then  sent  back  to  the 
State  Health  Department  with  the  physical 
examination  reports. 

Dr.  McClue  has  just  announced  that  the 
new  physical  examinations  for  barbers  and 
beauticians  were  now  under  way  and  that, 
under  no  circumstances,  would  reports  be 
accepted  from  the  state  laboratory.  The  Was- 
sermann and  Kahn  tests  must  be  made  by  lab- 
oratories other  than  the  state  laboratory  in 
order  to  be  acceptable.  Such  reports  sub- 
mitted from  the  state  laboratory  will  be  re- 
fused and  returned,  Dr.  McClue  said. 

' ' ~ ' ~ ' 

NEW  MEMBERSHIP  CARDS 
About  two  weeks  ago  the  office  of  the  ex- 
ecutive secretary  sent  out  new  membership 
record  cards  to  each  member  of  the  Associa- 
tion requesting  that  each  member  fill  out  his 
own  card  and  return  it  to  the  Association 
headquarters.  A stamped  self-addressed  en- 
velope was  enclosed  for  the  purpose.  Thus 


far  about  75  per  cent  of  the  cards  have  been 
filled  cut  and  returned.  All  members  who 
have  not  yet  filled  out  the  cards  are  urged  to 
do  so  and  to  return  them  to  the  Association 
at  cnce. 


HEALTH  INSURANCE  DEBATE 
The  National  University  Extension  Asso- 
ciate n Debate  Committee  has  recently  an- 
nounced for  debate  for  1935-193-6  the  fol- 
lowing subject,  “Resolved:  That  the  several 
.rates  should  enact  legislation  providing  for 
a system  of  complete  medical  service  avail- 
able to  all  citizens  at  public  expense.” 

The  choosing  of  this  subject  means  that  it 
will  be  debated  by  more  than  100,000  stu- 
dents in  high  schools,  colleges  and  univer- 
sities throughout  the  United  States  and,  quite 
naturally,  a considerable  amount  of  public  in- 
terest will  be  stimulated. 

The  Bureau  of  Medical  Economics  of  the 
American  Medical  Association  has  prepared 
an  article  on  the  negative  argument  of  the 
subject  which  will  appear  in  the  Official  De- 
bate Handbook  used  by  the  debaters.  The 
American  Medical  Association  has  also  made 
available  for  free  distribution  to  debaters  the 
following  publications: 

A Critical  Analysis  of  Sickness  Insurance. 
Sickness  Insurance  Not  the  Remedy. 
Sickness  Insurance  Catechism. 

Some  Defects  in  Insurance  Propaganda. 
Other  publications  on  the  subject  are  be- 
ing furnished  for  library  loan  packages. 
Much  of  this  material  may  be  secured 
through  the  headquarters  of  the  State  Asso- 
ciation at  Charleston. 


MICROSCOPE  STOLEN 

Dr.  R.  A.  Updike,  Montgomery,  has  reported 
the  theft  of  a Spencer  microscope  from  his  office  on 
August  27,  1935.  An  attempt  may  be  made  to  sell 
this  microscope  to  some  member  of  the  profession  in 
W est  Virginia.  If  any  doctor  is  solicited  to  purchase 
a second-hand  Spencer  microscope,  we  suggest  that 
he  accept  it  on  two  or  three  days  trial  and  then  im- 
mediately notify  Dr.  Updike  by  telephone  of  his 
action. 
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ROBERT  DOUGLAS  ROLLER,  M.  D. 

The  medical  profession  of  West  Virginia  lost  one 
of  its  most  loyal  servants  and  the  state  one  of  its 
finest  citizens  with  the  death  of  Dr.  Robert  Douglas 
Roller,  Jr.,  who  was  killed  in  an  automobile  acci- 
dent near  Berkeley  Springs  on  August  10,  1935. 
Dr.  Roller  was  56  years  of  age  and  had  practiced 
in  Charlestgn  since  shortly  after  the  World  War. 

Dr.  Roller  was  born  in  Richmond,  Virginia,  on 
May  24,  1879,  the  son  of  Reverend  and  Mrs.  R. 
D.  Roller.  At  an  early  age  his  family  moved  to 
Charleston  and  he  received  his  preliminary  educa- 
tion there.  Later  he  attended  West  Virginia  Uni- 
versity. In  1905  he  received  his  medical  degree 
from  the  medical  college  of  the  University  of  Vir- 
ginia. 

Following  his  graduation,  Dr.  Roller  located  at 
Eccles  in  Raleigh  county  and  practiced  there  until 
1915,  when  he  entered  private  practice  in  Bridge- 
port, Connecticut.  He  entered  the  army  at  the  out- 
break of  the  World  War  and  served  overseas  as 
Captain  in  the  Medical  Corps.  Following  his  dis- 
charge he  returned  to  Charleston  and  located  there 
permanently. 

Dr.  Roller’s  hobby  and  chief  interest  was  the 
Hillcrest  Sanitarium  for  tuberculosis  at  Charleston. 
He  was  particularly  interested  in  the  welfare  of 
underprivileged  children  and  was  enroute  to  a 
crippled  children’s  conference  at  Berkeley  Springs 
when  his  death  occurred.  He  lost  control  of  his  car 
on  a precipitous  mountain  highway.  His  car  plunged 
over  the  steep  hill  and  Dr.  Roller  was  crushed  be- 
neath the  wreckage.  He  was  alone  in  the  car  and 
there  were  no  eye  witnesses  to  the  tragedy. 

Dr.  Roller  served  in  many  official  capacities  in 
both  his  county  society  and  the  state  association. 
He  was  a member  of  the  Association  Medical  Relief 
Committee  at  the  time  of  his  death.  He  was  presi- 
dent of  the  staff  of  the  Saint  Francis  Hospital,  vice- 
president  of  the  Charleston  General  Hospital  staff, 
medical  advisor  to  the  boy  and  girl  scouts,  a mem- 
ber of  the  board  of  the  Charleston  Red  Cross,  med- 
ical advisor  to  the  West  Virginia  state  police,  and 
was  prominently  identified  with  many  other  local 
charities.  Dr.  Roller  was  also  a Major  in  the  150th 
Infantry,  West  Virginia  National  Guard. 

Surviving  Dr.  Roller  are  two  sisters,  Mrs.  W. 
S.  Robertson,  wife  of  Dr.  W.  S.  Robertson  of 
Charleston,  Mrs.  Carol  Robinson  of  East  Bank, 
Reverend  Ben  Roller  of  White  Sulphur  Springs, 


and  F.  O.  Roller,  Charleston.  Dr.  Roller  was 
never  married. 

Funeral  services  were  held  at  the  Saint  John’s 
Episcopal  church,  Charleston,  of  which  he  was  a 
member,  on  the  afternoon  of  August  12.  Mem- 
bers of  the  Kanawha  Medical  Society,  who  were 
honorary  pallbearers,  turned  out  enmasse  for  the 
services.  Interment  was  made  in  the  Spring  Hill 
cemetery  at  Charleston. 

DR.  C.  O.  STAATS 

Dr.  Charles  Otmer  Staats  of  Charleston  and 
Spencer  died  at  the  home  of  his  daughter  in  Spen- 
cer on  August  27,  1935,  following  a lingering  ill- 
ness. He  was  a member  of  the  staff  of  the  Staats 
Hospital,  Charleston,  operated  by  his  brother,  Dr. 
H.  H.  Staats.  He  also  founded  the  Roane  County 
Hospital,  now  the  City  Hospital  of  Spencer. 

Dr.  Staats  graduated  from  the  University  of 
Louisville  school  of  medicine  in  1893  and  received 
his  West  Virginia  license  in  1899.  From  that  time 
until  his  retirement  he  practiced  his  profession  in 
Roane  county. 

DR.  L.  D.  STONER 

Dr.  Louis  Douglas  Stoner,  33  years  of  age,  of 
Sophia,  died  at  the  Raleigh  General  Hospital,  Beck- 
ley,  on  August  15,  1935,  following  an  attack  of 
pneumonia.  He  was  widely  known  throughout 
Raleigh  and  Wyoming  counties  where  he  enjoyed 
a large  and  successful  practice. 

Dr.  Stoner  was  born  in  1902  and  in  1927  grad- 
uated from  the  Bellevue  Hospital  medical  college  of 
New  York  University.  Following  his  interneship 
he  was  licensed  in  West  Virginia  in  1928  and  con- 
tinued his  practice  in  this  state  until  his  death.  He 
was  an  active  member  of  the  Raleigh  County  Med- 
ical Society  and  the  State  Association. 


STATE  P.  T.  A.  MEETING 

Dr.  W.  W.  Bauer,  director  of  the  Bureau  of 
Health  and  Public  Instruction  of  the  American 
Medical  Association,  has  recently  accepted  an  in- 
vitation to  make  the  banquet  address  at  the  annual 
state  convention  of  the  West  Virginia  Parent  and 
Teachers’  Association  to  be  held  in  Charleston  on 
October  18,  1935.  His  subject  has  not  yet  been 
announced  but  he  will  talk  upon  some  phase  of  the 
relationship  of  the  public  and  the  medical  profession. 

In  addition  to  his  appearance  before  the  P.  T.  A. 
group,  Dr.  Bauer  will  also  address  an  assembly  at 
the  Charleston  high  school  on  the  morning  of  Octo- 
ber 18  and  the  Charleston  Rotary  Club  at  noon. 
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COUNTY  SOCIETY  NEWS 


MONONGALIA  COUNTY 
A joint  meeting  of  the  Monongalia  County  Med- 
ical Society  with  the  West  Virginia  Tuberculosis 
Association  has  been  arranged  for  September  5, 
1935,  at  the  Hotel  Morgan,  Morgantown.  Dr.  F. 
T.  Scanlon,  Morgantown,  is  to  serve  as  toastmaster 
at  the  banquet  and  scientific  essays  will  be  presented 
by  Dr.  G.  R.  Maxwell,  president  of  the  Tuber- 
culosis Association,  and  Dr.  Clarence  Hyde  of 
Akron,  Ohio. 

I)r.  Maxwell’s  paper  will  discuss  “The  Early 
Diagnosis  Campaign,”  and  I)r.  Hyde  will  discuss 
“Heliotherapy  in  Treatment  of  Tuberculosis.” 

Dr.  W.  Merle  Warman  of  Morgantown  was 
the  scientific  essayist  at  the  August  6 meeting  of 
the  Monongalia  County  Medical  Society  which  was 
opened  with  a banquet  at  the  Morgantown  Coun- 
try Club.  Dr.  Warman’s  subject  was  “A  Case  of 
Fistula  in  Ano  with  Pilonidal  Sinus,”  which 
brought  out  much  discussion  from  the  members  in 
attendance. 

G.  R.  Maxwell,  Secretary. 


GREENBRIER  VALLEY 
Dr:  W.  W.  Point,  Charleston,  was  the  scientific 
essayist  at  the  August  6 meeting  of  the  Greenbrier 
Valley  Medical  Society  which  was  held  at  Ronce- 
verte  with  a good  attendance.  Dr.  Point  talked  on 
the  subject  of  obstetrical  problems  and  his  talk  was 
liberally  discussed  by  the  members  present,  wfith 
many  questions  being  asked. 

A.  G.  Lanham,  Secretary. 


CABELL  COUNTY 

The  first  annual  outing  and  joint  meeting  of  the 
Cabell  County  Medical  Society  and  the  Cabell 
County  Bar  Association  was  held  at  Guyan  Coun- 
try Club,  Huntington,  on  the  afternoon  and  eve- 
ning of  August  22  with  a fine  turnout  of  members 
from  each  group.  The  afternoon  was  featured  by 
a golf  match  between  two  picked  teams  represent- 
ing the  medical  and  legal  fraternities. 

Dinner  was  served  at  the  Country  Club  at  6:30 
o’clock  and  was  followed  by  a discussion  of  prob- 
lems of  mutual  interest  to  both  the  doctors  and  law- 
yers.  The  two  groups  expect  to  make  the  outing 
an  annual  event.  Dr.  Oscar  B.  Biern  and  Attor- 
ney C.  W.  Strickling  were  in  charge  of  arrange- 
ments. 

W.  Edwin  Matthews,  Secretary. 


MINGO  COUNTY 

The  Mingo  County  Medical  Society  held  its  reg- 
ular monthly  meeting  at  the  Williamson  Memorial 
Hospital  on  the  evening  of  July  23  with  Dr.  L.  F. 
Boland,  president,  presiding.  The  entire  session  was 
given  over  to  a discussion  of  business  and  economic 
problems  confronting  the  medical  profession,  par- 
ticularly in  the  county.  A large  part  of  this  discus- 
sion pertained  to  the  administration  of  local  med- 
ical relief  under  the  Federal  Emergency  Relief  Ad- 
ministration. 

Those  present  at  the  meeting  were  Dr.  Boland, 
Dr.  G.  G.  Irvine,  Dr.  R.  A.  Salton,  Dr.  G.  T. 
Conley,  Dr.  J.  C.  Lawson,  Dr.  Rush  Farley,  Dr. 
J.  D.  Lee,  Dr.  Akers,  Dr.  W.  H.  Price,  Dr.  O. 
P.  Hodge,  Dr.  Ernest  McClelland,  Dr.  Fred  B. 
Quincy,  Dr.  Wagner  and  Dr.  G.  W.  Easley. 

G.  W.  Easley,  Secretary. 

CENTRAL  WEST  VIRGINIA 

The  regular  meeting  of  the  Central  West  Vir- 
ginia Medical  Society  was  held  at  the  Oakland 
Hotel,  Webster  Springs,  Saturday  evening,  July 
27,  1935,  following  a delicious  dinner  served  by 
the  hotel  management. 

The  meeting  was  called  to  order  at  8 p.  m.  by 
the  president  Dr.  F.  H.  Brown  of  Summersville, 
with  43  members  and  guests  present.  The  program 
committee,  Drs.  Dodrill  and  Allen  of  Webster 
Springs  and  Dr.  L.  O.  Hill  of  Camden-on-Gauley, 
had  arranged  for  a cancer  program  which  was  most 
ably  presented  by  papers  and  moving  pictures  by 
Drs.  B.  H.  Swint,  J.  E.  Cannady,  R.  H.  Walker, 
M.  Gillies,  J.  Ross  Hunter,  and  V.  L.  Peterson 
of  Charleston. 

The  society  was  signally  honored  by  the  presence 
of  Dr.  R.  H.  Walker  of  Charleston,  president  of 
the  West  Virginia  State  Medical  Association  and 
Mrs.  Walker  and  Dr.  C.  G.  Morgan,  president- 
elect of  the  West  Virginia  State  Medical  Associa- 
tion and  Mrs.  Morgan.  Dr.  Morgan  gave  a brief 
and  enjoyable  talk  on  debunking  fallacies  concern- 
ing social  life  in  West  Virginia. 

Dr.  J.  A.  Rusmisell  of  Buckhannon,  chairman; 
Dr.  M.  T.  Morrison  of  Sutton  and  Dr.  E.  S. 
Brown  of  Summersville,  were  appointed  as  a Can- 
cer Committee  for  the  Central  West  Virginia  dis- 
trict for  a period  of  five  years. 

Those  attending  included  Dr.  and  Mrs.  J.  B. 
Dodrill,  Dr.  and  Mrs.  S.  P.  Allen  and  Dr.  E.  H. 
Hunter  of  Webster  Springs,  Dr.  J.  M.  Cofer  of 
Bergoo,  Dr.  L.  O.  Hill  of  Camden-on-Gauley, 
Dr.  G.  O.  Brown,  Dr.  J.  A.  Rusmisell,  Dr.  L.  W. 
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Deeds  and  daughters,  Drs.  B.  L.  and  L.  W.  Page, 
Dr.  and  Mrs.  A.  B.  Bowyer  of  Buckhannon,  Dr. 
and  Mrs.  Everett  Walker  and  daughter  of  Adrian, 
D rs.  F.  H.  and  E.  S.  Brown  of  Summersville,  Dr. 
and  Mrs.  H.  S.  Brown,  Dr.  and  Mrs.  M.  T.  Mor- 
rison of  Sutton,  Dr.  George  D.  Hill  of  Tioga,  Dr. 
B.  I.  Golden  and  Dr.  Wilson  of  Elkins,  Drs.  M. 
Gillies,  J.  Ross  Hunter,  J.  E.  Cannady,  Dr.  and 
Mrs.  R.  H.  Walker,  Dr.  H.  B.  Swint,  Dr.  W.  O. 
McMillan,  Dr.  V.  L.  Peterson  and  Joe  W.  Savage 
of  Charleston,  Dr.  and  Mrs.  C.  G.  Morgan  of 
Moundsville,  Miss  Virginia  Black,  Miss  Virtue 
Wriston  and  Jake  Huffman  of  Webster  Springs. 

Eugene  S.  Brown,  Secretary. 


BOONE  COUNTY  MEETING 
The  Society  of  Boone  County  Physicians,  which 
was  organized  at  Madison  in  July,  held  its  first 
meeting  at  Madison  on  August  13  with  a good  at- 
tendance. The  speakers  of  the  evening  were  Dr. 
R.  H.  Walker,  Charleston,  president  of  the  West 
Virginia  State  Medical  Association,  and  Dr.  An- 
drew E.  Amick,  Charleston. 

Dr.  Walker  confined  his  remarks  to  a discussion 
of  economic  problems  confronting  the  profession  in 
West  Virginia.  Dr.  Amick  spoke  on  infantile  par- 
alysis. Both  talks  elicited  much  discussion  from  the 
members  in  attendance.  Dr.  W.  V.  Wilkerson, 
president  of  the  newly  organized  group,  presided  at 
the  meeting. 

R.  E.  Hunter,  Secretary. 


BARBOUR-RANDOLPH-TUCKER 

A special  meeting  of  the  doctors  of  Barbour 
county  is  being  arranged  early  in  September  to 
honor  Dr.  John  Woodridge  Bosworth  of  Philippi, 
who  will  celebrate  his  ninety-ninth  birthday  anni- 
versary on  September  3.  Dr.  Bosworth  was  born 
on  September  3,  1836  at  Beverly,  West  Virginia, 
and  has  been  a lifelong  resident  of  that  section. 

Dr.  Bosworth  is  an  honorary  member  of  the 
Barbour-Randolph- Tucker  County  Medical  So- 
ciety and  the  West  Virginia  State  Medical  Associa- 
tion. He  has  been  retired  from  active  practice  for 
many  years.  After  attending  Virginia  Military  In- 
stitute, he  served  throughout  the  Civil  War  with 
the  rank  of  Lieutenant.  He  received  his  medical 
education  at  Jefferson  Medical  College,  Philadel- 
phia. 

Dr.  Bosworth  is  the  oldest  living  member  of  the 
Association  and  probably  the  oldest  living  physician 
in  West  Virginia. 


GENERAL  NEWS 


HOSPITAL  MEETING 

With  Robert  Jolly  of  Houston,  Texas,  president 
of  the  American  Hospital  Association,  as  the  prin- 
cipal guest  speaker,  the  Hospital  Association  of  West 
Virginia  will  hold  its  tenth  annual  meeting  in  the 
Chancellor  Hotel,  Parkersburg,  September  5 and  6. 
Officials  of  the  association  anticipate  a larger  at- 
tendance at  this  year’s  convention  than  has  marked 
any  previous  convention  of  the  association. 

The  business  and  programs  of  the  Hospital  Asso- 
ciation during  past  conventions  have  been  crowded 
into  one  day.  This  year’s  meeting  will  begin  at 
2 p.  m.,  Thursday,  September  5,  and  extend 
through  Friday  evening,  September  6.  Formal 
opening  ceremonies  and  committee  reports  will 
mark  the  opening  session  the  afternoon  of  the  fifth, 
and  the  evening  session  will  be  featured  by  the 
association  president’s  annual  address  to  be  delivered 
by  Dr.  James  McClung,  Richwood,  retiring  ex- 
ecutive of  the  association.  Following  the  president’s 
address  on  Thursday  evening,  a special  business 
meeting  will  be  conducted  for  the  purpose  of  action 
upon  the  report  of  the  association’s  committee  on 
constitution  and  rules. 

Morning  and  afternoon  sessions  of  Friday,  Sept- 
ember 6,  will  be  given  over  to  discussion  of  five 
major  problems  of  hospitalization,  with  one  hour  to 
be  devoted  to  each.  At  the  close  of  the  Friday  after- 
noon discussion  periods  the  association  will  hold  its 
closing  business  meeting  for  the  purpose  of  electing 
officers,  selecting  the  date  and  site  of  the  1936  con- 
vention, and  for  action  upon  resolutions. 

The  convention  will  be  terminated  with  the  an- 
nual convention  banquet  on  Friday  evening,  at 
which  event  Dr.  W.  T.  Gocke,  Clarksburg,  will 
preside  as  toastmaster,  with  Rt.  Rev.  J.  J.  Swint, 
D.  D.,  Bishop  of  Wheeling,  and  president  of  the 
Wheeling  Hospital,  delivering  an  address  on  “The 
Hospital  and  the  Community,”  and  Mr.  Jolly 
speaking  on  “National  Relations.”  As  president  of 
tlie  American  Hospital  Association  and  chairman 
of  the  National  Joint  Committee  on  Hospitals,  Mr. 
Jolly  has  devoted  much  of  his  time  during  the  cur- 
rent year  to  representing  the  hospital  interests  of 
the  United  States  in  negotiations  with  the  Federal 
Congress  at  Washington,  and  his  address  will  deal 
largely  with  a resume  of  the  effects  of  national  legis- 
lation upon  hospitalization,  a subject  of  much  in- 
terest to  hospital  and  medical  people  of  West  Vir- 
ginia. 
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The  complete  program  for  the  convention  fol- 
lows: 

Thursday  (Afternoon),  Sept.  5 

12  noon  to  2 p.  m. — Registration. 

2 p.  m. — Presiding:  Dr.  James  McClung,  Pres. 

Invocation — Rev.  Gill  I.  Wilson,  D.  I).,  Park- 
ersburg. 

Welcome  to  Parkersburg — Hon.  Fred  M.  Coch- 
ran, Director  of  Public  Safety,  and  Director,  Cam- 
den-Clark  Hospital,  Parkersburg. 

Welcome  from  the  Medical  Profession  and  Hos- 
pitals of  Parkersburg — Dr.  Roy  Ben  Miller,  Park- 
ersburg. 

Response — Dr.  W.  A.  McMillan,  Charleston. 

Report  of  Treasurer — C.  C.  Warner,  Charles- 
ton. 

Reports  of  Committees — 

Report  of  Executive  Secretary — James  W.  Har- 
ris, Jr. 


Thursday  (Evening),  Sepi-.  5 
7:30  p.  m. — President’s  Address:  “Hospitaliza- 
tion in  West  Virginia  Today  — Its  Future,”  Dr. 
James  McClung,  Richwood. 


Friday  (Morning),  Sept.  6 
9:30  a.  m. — Presiding:  Dr.  James  McClung, 
President. 

papers  and  round  table  discussions 
The  Out-Patient  Proble7n — 

General  Round  Table  Discussion  led  by  Mr. 
Robert  Jolly,  President  of  the  American  Hos- 
pital Association. 

Discussion:  J.  Stanley  Turk,  Wheeling. 

C.  C.  Warner,  Charleston;  Dr.  Thomas 
Bess,  Keyser. 

Hospital  Record  Problem — 

General  Round  Table  Discussion  led  by  Mr. 
JoUy. 

Discussion:  Dr.  William  R.  Laird,  Montgomery. 
Discussion:  Dr.  A.  P.  Butt,  Elkins. 

Discussion:  Dr.  R.  O.  Rogers,  Bluefield. 
Hospitals  and  the  Relief  Problem — 

“The  Status  of  the  Hospitals  in  the  State’s  Med- 
ical Relief  Setup,”  Dr.  B.  H.  Swint,  Char- 
leston. 

Discussion:  Miss  Marie  Robertson,  R.  N.,  Fair- 
mont, and  T.  Harvey  McMillan,  Charleston. 

Friday  (Afternoon),  Sept.  6 

2 :00  p.  m. — 


PAPERS  AND  DISCUSSIONS 
Group  Hospitalization — 

“Providing  Hospitalization  for  the  Low  Wage 
Earner,”  Dr.  R.  O.  Rogers,  Bluefield. 

Discussion:  “Experiences  of  the  Charleston 

Plan,”  C.  F.  Runyon,  Charleston. 

“Contract  Hospitalization,”  Dr.  L.  E.  Steele, 
Logan. 

Professional  Relations — 

Paper:  “The  Medical  Profession  and  the  Hos- 
pital,” Dr.  Rome  H.  Walker,  Charleston, 
president,  West  Virginia  State  Medical  Asso- 
ciation. 

Discussion:  Dr.  J.  Ross  Hunter,  Charleston;  Dr. 
A.  H.  Huge,  Bluefield. 

4:00  p.  m. — Election  of  Officers. 

Selection  of  date  and  site  of  1936  Convention. 

Adjournment. 

Friday  (Evening),  Sept.  6 

7:30  p.  m. — Convention  Banquet. 

Toastmaster — Dr.  W.  T.  Gocke,  Clarksburg. 

Address — “The  Hospital  and  the  Community,” 
Rt.  Rev.  J.  J.  Swint,  D.  I).,  Bishop  of  Wheeling. 

Address — “National  Relations,”  Mr.  Robert 
Jolly,  president,  American  Hospital  Association. 

Presentation  of  newly  elected  officers. 


POST  GRADUATE  ASSEMBLY 

The  International  Assembly  of  the  Inter-State 
Postgraduate  Medical  Association  of  North  America 
will  be  held  in  the  beautiful  Masonic  Temple, 
Detroit,  Michigan,  October  14,  15,  16,  17  and  18, 
1935,  with  preassembly  clinics  on  Saturday,  Octo- 
ber 12  and  postassembly  clinics  Saturday,  October 
1 9,  in  the  Detroit  Hospitals. 

The  Association  through  its  officers  and  members 
of  the  program  committee  extends  a cordial  invita- 
tion to  all  physicians  in  good  standing  in  their  state 
and  provincial  medical  societies  to  attend  the  as- 
sembly. An  unusual  clinical  and  didactic  program 
including  all  branches  of  medicine  and  surgery  and 
the  specialties  has  been  arranged  by  the  program 
committee. 

In  cooperation  with  the  Wayne  County  Medical 
Society  and  the  Michigan  State  Medical  Society  and 
with  the  active  support  of  the  Detroit  Convention 
and  Tourist  Bureau  and  the  Detroit  Board  of  Com- 
merce, a most  excellent  opportunity  for  an  inten- 
sive week  of  postgraduate  medical  instruction  is 
offered  by  a very  large  group  of  acknowledged 
leaders  in  the  profession. 
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The  list  of  distinguished  teachers  and  clinicians 
who  will  take  part  on  the  program  appears  on  page 
xxiii  of  the  advertising  section  of  this  Journal.  ' 

Registration  fee  of  $5.00  admits  all  members  of 
the  profession  in  good  standing. 

Dr.  Charles  H.  Mayo,  president,  Rochester, 
Minn. 

Dr.  George  Crile,  chairman  program  committee, 
Cleveland,  Ohio. 

Dr.  William  B.  Peck,  managing  director,  Free- 
port, 111. 


NEW  DOCTORS  LICENSED 
Dr.  A.  E.  McClue,  state  health  commissioner 
and  secretary  of  the  West  Virginia  Examining 
Board,  has  announced  the  licensing  of  the  follow- 
ing doctors  at  the  July  meeting  at  Clarksburg. 

Myer  Asekoff,  Spencer,  W.  Va.;  H.  Carl  Boy- 
len,  Louisville,  Ky. ; John  Morrison  Brown,  Sum- 
mersville,  W.  Va.;  Traian  Toma  Benchea,  Wheel- 
ing, W.  Va. ; John  Maxwell  Byers,  Catonsville, 
Maryland;  Edgar  Charles  Blum,  New  Martins- 
ville, W.  Va. ; John  Marcus  Brand,  Spencer,  W. 
Va  . ; James  Dudley  Brown,  Wendel,  W.  Va. ; 
Norman  LeRoy  Cardey,  Winona,  W.  Va.;  Peter 
Darling  Crynock,  Pursglove,  W.  Va.;  William 
Howard  Chappell,  Madison,  W.  Va.;  John  Ed- 
ward Echols,  Charleston,  W.  Va.;  John  Camden 
Eakle,  Sutton,  W.  Va. 

Charles  James  Frankel,  Huntington,  W.  Va.; 
Joseph  Leigh  Hundley,  Callands,  Va.;  Joseph 
Thomas  Mallamo,  Fairmont,  W.  Va.;  Clarence 
Harvey  Plymale,  Huntington,  W.  Va.;  Harry  An- 
thony Smith,  Wheeling,  W.  Va.;  Clyde  A.  Smith, 
Rainelle,  W.  Va.;  Robert  Daniel  Walter,  Wheel- 
ing, W.  Va.;  Cecil  Wendell  Shafer,  Clendenin, 
W.  Va. ; James  Ralph  Woodford,  Philippi,  W. 
Va.;  James  Edward  Wilson,  Jr.,  Clarksburg,  W. 
Va.;  Everett  Bassett  Wray,  Jr.,  Beckley,  W.  Va. 

Clarence  Ivanhoe  Butte,  Jr.,  Maybeury,  W. 
Va.;  John  W.  Bolen,  Jr.,  Beckley,  W.  Va. ; San- 
ders Graham  Davidson,  Bluefield,  W.  Va.;  Wm. 
Arthur  Eshelman,  Weston,  W.  Va.;  Glen  G.  Fos- 
ter, Spencer,  W.  Va.;  Donald  K.  Freeman,  Glen 
Alum,  W.  Va.;  Daniel  T.  Feiman,  Wheeling,  W. 
Va. ; Robert  Tasker  Humphries,  Huntington,  W. 
Va.;  Thomas  Bryant  Pope,  Springton,  W.  Va.; 
Ralph  Everett  Pence,  So.  Charleston,  W.  Va. ; 
Samuel  L.  Rucker,  Jr.,  Elkview,  W.  Va.;  Joel 
Hudson  Smith,  Mead,  W.  Va.;  Fletcher  J. 
Wright,  Jr.,  Princeton,  W.  Va.;  Charles  Kirkland 
Wicr,  New  Martinsville,  W.  Va.;  Samuel  Weis- 
man,  Parsons,  W.  Va. 


RELIABLE  APPARATUS 
The  West  Virginia  Medical  Journal  has 
received  from  the  American  Medical  Association  a 
small  pamphlet  containing  a list  of  the  apparatus 
accepted  by  the  Council  on  Physical  Therapy,  the 
first  one  published  under  the  direction  and  super- 
vision of  the  Council.  In  addition  to  the  list  and 
description  of  accepted  apparatus,  the  pamphlet  con- 
tains indications  for  the  use  of  each  type  and  a state- 
ment relative  to  efficacies  and  dangers. 

This  pamphlet  is  a real  contribution  on  the  part 
of  the  American  Medical  Association  in  behalf  of 
rational  therapeutics — an  effort  to  help  place  phy- 
sical therapy  on  a sound,  scientific  basis  for  the 
benefit  of  the  medical  profession. 

One  of  the  purposes  of  the  Council  on  Physical 
Therapy  is  to  protect  the  medical  profession,  and 
thereby  the  public,  against  inefficient  and  possibly 
dangerous  apparatus  and  against  misleading  and  de- 
ceptive advertising  in  connection  with  the  manu- 
facture and  sale  of  devices  for  physical  therapy. 

Apparatus  Accepted  includes  all  the  devices  ac- 
cepted by  the  Council  prior  to  May,  1935.  Any 
physician  can  obtain  this  pamphlet  free  by  writing 
to  the  Secretary,  Council  on  Physical  Therapy,  A. 
M.  A.,  535  North  Dearborn  Street,  Chicago,  111. 


FEDERAL  POSITIONS  OPEN 

The  Association  headquarters  has  recently  been 
advised  of  the  following  positions  that  are  now  avail- 
able through  the  United  States  Civil  Service. 

Senior  Bacteriologist,  $4600  per  year. 

Bacteriologist,  $3800  per  year. 

Associate  Bacteriologist,  $3200  per  year. 

Senior  Epidemiologist,  $4600  per  year. 

Senior  Cytologist,  $4600  per  year. 

Senior  Mycologist,  $4600  per  year. 

Area  Medical  Director  (Indian  Service)  $5600 
per  year. 

Public  Health  Specialists,  $2600  to  $4600  per 
year. 

Full  information  in  regard  to  the  above  openings 
may  be  obtained  from  the  secretary  of  the  United 
States  Civil  Service  Board  of  Examiners  at  the  Post 
Office  in  any  city,  or  from  the  United  States  Civil 
Service  Commission,  Washington,  D.  C. 


COMING  MEETINGS 

The  Association  of  Military  Surgeons  of  the 
United  States  will  hold  its  forty-third  annual  con- 
vention at  the  Waldorf  Astoria  Hotel,  New  York 
City,  on  October  3,  4 and  5,  1935. 
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The  fourteenth  annual  scientific  and  clinical  ses- 
sion of  the  American  Congress  of  Physical  Therapy 
will  be  held  at  the  Hotel  Kansas  Citian,  Kansas 
City,  Missouri,  on  September  9-12,  1935.  In- 
struction courses  will  be  presented  on  September  5, 
6 and  7,  1935. 

The  Eighth  Annual  Graduate  Fortnight  of  the 
New  York  Academy  of  Medicine  will  be  held  in 
New  York  from  October  21  to  November  2,  1935. 
Evening  sessions  will  be  held  at  the  Academy  head- 
quarters, 2 East  103rd  Street,  and  the  clinical  pro- 
grams in  New  York  hospitals.  The  subject  will  be 
“Diseases  of  the  Respiratory  Tract.”  Fee  $3.00. 

The  sixty-fourth  annual  meeting  of  the  Amer- 
ican Public  Health  Association  will  be  held  at  Mil- 
waukee on  October  7 to  10,  1935.  For  informa- 
tion write  the  American  Public  Health  Association, 
50  West  50th  Street,  New  York  City. 

International  Assembly  of  the  Inter-State  Post 
Graduate  Medical  Association  of  North  America 
will  meet  at  Detroit,  Michigan,  on  October  14-18, 
inclusive,  1935.  The  list  of  speakers  will  be  found 
on  page  xxiii  of  the  advertising  section  of  this 
Journal. 

The  American  Hospital  Association  will  hold  its 
annual  meeting  at  St.  Louis  from  September  30  to 
October  4,  1935. 

The  American  College  of  Surgeons  will  meet  at 
San  Francisco  from  October  28  to  November  1, 
1935. 


DORLAND  DICTIONARY 

The  American  Illustrated  Medical  Dictionary. 
By  W.  A.  Newman  Dorland,  A.  M.,  M.  D.,  F.  A. 

C.  S.,  with  the  collaboration  of  E.  C.  L.  Miller,  M. 

D.  Seventeenth  edition.  Flexible.  Indexed.  Price 

$7.50.  Pp.  1573.  Philadelphia:  The  W.  B. 

Saunders  Company,  1935. 

The  latest  edition  of  this  work  is  in  every  respect 
in  the  vanguard  of  medicine.  It  is  complete  and 
attractive.  The  illustrations,  945  in  number,  add 
materially  to  the  value  and  attractiveness  of  the 
volume.  An  especially  pleasing  feature  of  the  illus- 
trations in  this  edition  is  the  great  number  of  por- 
traits of  famous  physicians  and  medical  pioneers. 

When  this  volume  is  compared  with  its  prede- 
cessors, one  is  struck  with  the  enormous  increase  in 
medical  terms  within  recent  years.  This  volume 
contains  229  more  pages  than  the  thirteenth  edi- 
tion issued  just  a decade  ago,  a volume  increase  of 
more  than  seventeen  per  cent  in  a single  decennium, 


unquestionably  a more  rapid  growth  than  has  been 
shown  in  the  vocabulary  of  any  other  great  branch 
of  learning. 

To  the  student  of  medicine,  be  he  intramural  or 
graduate,  this  book  is  indispensable.  To  the  medical 
essayist  and  the  medical  editor,  it  is  a sine  qua  non. 
So  complete  is  it  that  one  may  well  say:  “This  is 
the  guide  post  to  modern  medical  diction.” 


OUR  ARYAN  ANCESTORS 

Dr.  Fleming  Howell  of  Buckhannon,  past  presi- 
dent and  an  honorary  member  of  the  West  Virginia 
State  Medical  Association,  is  the  author  of  a most 
interesting  volume  entitled  “Our  Aryan  Ancestors” 
recently  published  by  the  Meador  Publishing  Com- 
pany, 470  Atlantic  Avenue,  Boston.  It  is  a finely 
bound  cloth  book  of  42 1 pages  with  a frontispiece 
of  the  author. 

More  than  three  thousand  years  before  the 
Christian  era,  “Our  Aryan  Ancestors”  were  living 
as  a small  clan  in  the  high  tablelands  of  Central 
Asia,  in  the  region  of  the  present  Afghanistan. 
From  overcrowding  they  began  to  expand  and  send 
out  colonies.  The  development  and  history  of 
these  colonies  into  our  present  Celts,  Teutons,  Slavs 
and  other  branches  is  the  task  which  Dr.  Howell 
has  so  successfully  and  interestingly  carried  out. 

Dr.  Howell,  although  retired  for  many  years,  is 
well  known  to  the  medical  profession  of  the  state. 
He  is  now  86  years  of  age  but  is  extremely  active 
and  has  devoted  the  past  several  years  to  literary 
pursuits.  His  new  volume  is  dedicated  to  the  mem- 
ory of  his  late  wife,  who  assisted  Dr.  Howell  in 
the  early  preparation  of  the  book. 


NEW  TYPE  OF  EDUCATION 

Many  universities  and  private  institutions  now 
offer  for  adult  students  certain  courses  in  which 
the  real  professors  are  children,  2,  3 and  4 years 
of  age.  This  new  type  of  school  may  be  called  a 
nursery  school,  a child  institute,  a child  research 
center  or  a preschool  laboratory.  It  makes  little 
difference  what  it  is  called.  All  such  schools  exist 
for  the  purpose  of  giving  the  elders  an  education. 

In  her  article  “Pupil — or  Professor?”  in  the 
September  Hygeia,  Elizabeth  M.  Stalnaker  explains 
how  a group  of  nursery  school  children  showed  by 
their  natural  responses  the  right  and  wrong  ways 
of  training  children  and  how  they  worked  out  in 
truly  stimulating  and  enlightening  manner  various 
problems  of  community  life. 
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PROCEEDINGS  OF  THE  ATLANTIC  CITY  SESSION 

Minutes  of  the  Eighty-Sixth  Annual  Session  of  the  American  Medical  Association, 
Held  at  Atlantic  City,  June  10-14,  1935 

( Contmued  jrom  August  Issue) 


Dr.  J.  N.  Baker,  Chairman  of  the  Reference 
Committee  on  Hygiene  and  Public  Health,  pre- 
sented the  following  report: 

Dr.  Holman  Taylor,  Texas,  presented  a resolu- 
tion referring  to  broadcasting,  which  had  been 
adopted  by  the  State  Medical  Association  of  Texas. 

The  Reference  Committee  on  Hygiene  and  Pub- 
lic Health  gave  that  resolution  careful  considera- 
tion, both  as  to  its  content  and  as  to  its  implica- 
tions, and  recommends  that  the  House  of  Dele- 
gates of  the  American  Medical  Association  sub- 
stitute therefor  the  following  resolutions: 

Whereas,  The  American  Medical  Association 
stands  for,  and  is  willing  to  approve,  only  the  high- 
est standards  of  broadcasting;  and 

Whereas,  The  American  Medical  Association, 
acting  through  its  House  of  Delegates,  has  prev- 
iously affirmed  its  opposition  to  any  station  or  pro- 
gram broadcasting  material  which  is  or  might  be 
detrimental  to  the  health  of  the  public;  therefore 
be  it 

Resolved , That  it  is  the  sense  of  the  House  of 
Delegates  of  the  American  Medical  Association 
that  the  broadcasting  of  matter  coming  from  an 
adjoining  country,  which  is  untrue  or  dangerous, 
or  both,  as  it  pertains  to  the  public  health,  b 
brought  to  the  attention  of  the  Federal  Communi- 
cations Commission;  and  be  it  further 

Resolved,  That  this  commission  be  requested  to 
take  up  through  proper  official  channels  any  prac- 
tices in  radio  broadcasting  now  existing,  or  which 
may  hereafter  exist,  in  an  adjoining  country  in 
conflict  with  the  foregoing  declared  principles,  with 
the  view  of  having  such  practices  corrected. 
Respectfully  submitted, 

J.  N.  Baker,  Chairman. 

W.  F.  Bowen. 

J.  D.  Hamer. 

V.  E.  Simpson. 

O.  S.  WlGHTMAN. 

Dr.  Baker  moved  that  the  report  of  the  refer- 
ence committee  be  adopted.  The  motion  was  sec- 
onded by  Dr.  J.  Newton  Hunsberger,  Pennsyl- 
vania, and  carried,  after  discussion  by  Dr.  Olin 


West,  Secretary,  and  by  Dr.  Holman  Taylor, 
Texas,  who  endorsed  the  substitute  resolutions. 


Dr.  Charles  E.  Mongan,  Chairman  of  the  Ref- 
erence Committee  on  Legislation  and  Public  Re- 
lations, presented  the  following  report: 

A resolution  referring  to  radio  broadcasting  was 
submitted  by  Dr.  James  F.  Rooney,  New  York, 
at  the  request  of  the  Medical  Society  of  the  State 
of  New  York,  and  was  referred  to  your  Reference 
Committee  on  Legislation  and  Public  Relations. 

Your  committee  is  informed  that  the  Director 
of  the  Bureau  of  Investigation  and  the  Director  of 
the  Bureau  of  Health  and  Public  Instruction  of  the 
American  Medical  Association  appeared  recently 
before  the  Federal  Communications  Commission, 
submitted  evidence  of  the  evils  of  the  present  poor- 
ly regulated  broadcasting  system  so  far  as  the 
health  of  the  public  is  concerned  and  presented  their 
views  with  respect  to  the  improvement  of  the  situa- 
tion. There  is  every  reason  to  believe  that  the  com- 
mission will  do  whatever  may  be  possible  under 
existing  law  to  improve  conditions.  Your  commit- 
tee recommends,  however,  that  this  matter  be  re- 
ferred to  the  Board  of  Trustees,  with  a view  to 
promoting  the  enactment  of  such  federal  legisla- 
tion and,  if  necessary,  the  adoption  of  such  inter- 
national conventions  as  may  be  necessary  to  cure 
the  existing  evil. 

Respectfully  submitted, 

Charles  E.  Mongan,  Chairman . 

E.  G.  Wood. 

Edward  M.  Pallette. 

John  Z.  Brown,  Sr. 

S.  P.  Mengel. 

On  motion  of  Dr.  Mongan,  seconded  by  Dr. 
George  W.  Kosmak,  New  York,  and  carried,  the 
report  of  the  reference  committee  was  adopted. 

Dr.  J.  M.  Birnie,  Massachusetts,  introduced  the 
following  resolution,  which  was  referred  to  the  Ref- 
erence Committee  on  Legislation  and  Public  Rela- 
tions : 

Resolved,  That  the  Massachusetts  Medical  So- 
ciety is  opposed  to  the  continuation  of  the  so-called 


September , 1935 


xix 


The  West  Virginia  Medical  Journal 


Dick  scarlet  fever  patent  and  the  control  of  this 
patent  by  the  Scarlet  Fever  Commission,  and,  fur- 
ther, that  the  delegates  to  the  American  Medical 
Association  be  instructed  to  bring  this  resolution  be- 
fore the  House  of  Delegates. 

Dr.  Burt  R.  Shurly,  Section  on  Laryngology, 
Otology  and  Rhinology,  presented  the  following 
resolution,  which  was  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations: 
Whereas,  The  medical  profession  has  an  inter- 
est in  public  safety  and  in  the  preservation  of  life 
and  the  prevention  of  injury;  and 

Whereas,  The  motor  vehicle  has  been  respon- 
sible for  an  ever  increasing  loss  of  life  and  limb;  and 
Whereas,  The  damage  to  humanity  may  be 
curtailed  by  careful  physical  examination  of  motor 
vehicle  drivers,  including  stringent  tests  of  sight  and 
hearing,  as  well  as  other  physical  and  mental  qual- 
ifications; therefore  be  it 

Resolver/,  That  the  Section  on  Laryngology, 
Otology  and  Rhinology  requests  the  House  of  Dele- 
gates to  appoint  a special  committee  to  study  such 
legislation  as  may  be  required  to  regulate  and  pre- 
scribe appropriate  tests  for  licensing  all  drivers  of 


— THE  — 

DANIEL  BOONE 
HOTEL 


CHARLESTON,  W.  VA. 
Rates  $2.50  up 

Each  Room  with  Bath,  Circulating 
Ice  Water  and  Radio 

Roger  S.  Creel,  Managing  Director 

DIRECTION.  AMERICAN  HOTELS  CORPORATION.  N.  Y. 


motor  vehicles  and  to  recommend  such  uniform 
legislation  in  the  several  states. 


Dr.  John  F.  Hagerty,  New  Jersey,  introduced 
tlie  following  resolutions,  which  were  referred  to 
the  Reference  Committee  on  Legislation  and  Public 
Relations: 

The  delegates  of  the  Medical  Society  of  New 
Jersey  have  been  requested  to  present  to  the  House 
of  Delegates  of  the  American  Medical  Association 
the  following  resolutions,  which  were  adopted  by 
the  board  of  trustees  of  that  society,  June  10,  1935: 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  be  requested  to  ex- 
press its  opposition  to  the  passage  of  Senate  Bill  No. 
5 (Copeland  Pure  Food  Bill)  and  urge  a Congres- 
sional investigation  of  the  enforcement  of  the 
present  Wiley  Pure  Food  and  Drugs  Act;  and  be 
it  further 

Resolved,  1 hat  the  Medical  Society  of  New  Jer- 
sey is  opposed  to  the  advertising  of  drug  products  by 
pharmaceutical  houses  to  the  laity,  and  requests  the 
American  Medical  Association  to  refuse  advertise- 
ments for  any  medical  journal  controlled  by  the 
American  Medical  Association  or  by  its  constituent 
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state  associations  of  pharmaceutical  houses  which  re- 
sort to  this  practice. 


The  House  recessed  at  10:15  a.  m.  and  recon- 
vened at  1 0 :45  a.  m. 

The  Speaker,  Dr.  F.  C.  Warnshuis,  took  the 
chair. 


Dr.  J.  H.  J.  Upham,  Chairman,  stated  that  the 
Board  of  Trustees  desired  to  bring  the  following 
three  subjects  to  the  attention  of  the  House: 

The  Board  of  Trustees  has  been  advised  that  at 
least  two  states  have  had  under  consideration,  and 
that  one  still  has  under  consideration,  the  matter  of 
the  reorganization  of  the  medical  profession  along 
lines  similar  to  those  that  are  being  followed  in  a 
number  of  states  for  the  reorganization  of  the  legal 
profession,  namely,  by  a process  of  what  is  known 
as  “integration.”  Under  this  process  the  entire  pro- 
fession of  the  state  is  organized  by  law,  or  in  the 
case  of  the  legal  profession,  in  some  instances,  under 
direction  of  the  courts,  into  a public  corporation  or 
its  equivalent.  Every  licensed  practitioner  in  the 
state  is  by  reason  of  his  status  as  a licensed  practi- 
tioner a member  of  the  corporation  and  entitled  to 
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a vote  in  its  management.  He  pays  such  dues  as  the  I 
corporation  imposes  on  him.  The  corporation,:! 
through  its  proper  officers,  passes  on  the  qualifica-  ■ 
tions  of  every  person  seeking  a license  to  practice  in  ! 1 
the  state,  supervises  their  professional  activities  while  , I 
they  are  licensed,  and  disciplines  them  as  circum- 
stances require  in  case  of  misconduct.  Expulsion 
from  the  corporation  and  revocation  of  license  are 
synonymous,  for  no  one  can  practice  who  is  not  a 
member  of  the  corporation. 

It  will  be  seen  that  under  this  system  the  profes-  | 
sion  is  organized  into  a guild,  as  it  were,  and  con- 
trols its  own  affairs,  except  that  it  has  no  right  to  ; 
pick  and  choose  its  members  if  they  are  morally  and 
professionally  qualified.  It  combines  the  functions  jj 
of  a medical  licensing  and  examining  board  and  of 
a state  professional  society.  As  has  been  pointed  out, 
this  kind  of  organization  is  being  rather  extensively  I 
followed  by  the  legal  profession.  It  has  already  been 
adopted  by  law  in  Oklahoma  for  the  dental  profes- 
sion. It  has  been  considered  in  one  state  and  has  I 
been  and  still  is  being  considered  in  another.  It  ' 
seems  probable  that  other  state  associations  will  in 
due  time  give  consideration  to  the  form  of  organiza- 
tion described.  For  this  reason,  and  in  view  of  the 


McMILLAN  HOSPITAL  Charleston,  W.  Va. 


General  Surgery: 

W.  A.  McMillan,  M.  D.,  F.  A.  C.  S. 

J.  Rosa  Hunter,  M.  I*.,  F.  A.  0.  S. 

II.  II.  Dunn,  M.  D.,  F.  A.  C.  S. 

I.  I’.  Champe,  Jr.,  M.  I). 

Obstetrics: 

U.  O.  McClure,  M.  P. 

Obstetrics  and  Gynecology: 

F.  A.  Clark,  M.  D. 

Neurology  and  Neuro-Surgery: 

Archer  A.  Wilson.  M.  D. 

McMillan  Hospital  Training  School; 

Elizabeth  Somerville,  R. 


Eye,  Ear,  Nose  and  Throat: 

V.  E.  Holcombe,  M.  D. 
Roentgenology: 

V.  L.  Peterson,  M.  D. 

Internal  Medicine: 

II.  L.  Robertson,  M.  D..  F.  A.  C. 
William  C.  Stewart,  M.  II. 
Medicine  and  Pediatrics: 

Hugh  G.  Thompson.  M.  D. 


Orthopedic  Surgery: 

Randolph  L.  Anderson,  M.  D. 
Urology : 

Thomas  G.  Reed,  M.  D. 
General  Medicine: 

P.  W.  0.  McMillan,  M.  D. 

Pathology: 

M.  Gillies,  M.  D. 

Resident  Physician: 

II.  W.  Meredith,  M.  D. 


Sara  Hamilton,  R.  N..  Supt  of  Nurses;  Alma  McKay,  R.  N.,  Asst.  Supt. 
N.,  Night  Supervisor;  Winifred  McWhirter,  Floor  Superintendent. 
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Westbrook  Sanatorium 

RICHMOND.  VIRGINIA 

Telephone  5-3245 

Tas.  K.  Hall,  M.  D.  P.  V.  Anderson,  M.  D. 

A ssociates 

O.  B.  Darden,  M.  D. 

E.  H.  Alderman,  M.  D. 

E.  H.  Williams,  M.  D. 

The  sanatorium  is  a private  institution  with  150  beds,  located  in  the  Ginter 
Park  Suburb  on  the  Richmond-Washington  National  automobile  highway.  Midway 
between  the  North  and  the  distant  South,  the  climate  of  this  portion  of  Virginia 
is  almost  ideal.  Nearby  are  many  reminders  of  the  Civil  War,  and  many  places  of 
historic  interest  are  within  easy  walking  distance. 

The  plant  consists  of  fourteen  separate  buildings,  most  of  which  are  new,  located 
in  the  midst  of  a beautifully  shaded  lawn,  surrounded  by  a 125-acre  tract  of  land. 
Remoteness  from  any  neighbor  assures  absolute  quietness. 

The  large  number  of  detached  buildings  makes  easy,  satisfactory  and  congenial 
groupings  of  patients.  Separate  buildings  are  provided  for  men  and  women.  Rooms 
may  be  had  single  or  en  suite  with  or  without  private  bath.  A few  cottages  are 
designed  for  individual  patients. 

The  buildings  are  lighted  by  electricity,  heated  by  hot  water,  and  are  well  equipped 
with  baths. 

The  scope  of  the  work  of  the  sanatorium  is  limited  to  the  diagnosis  and  treatment 
of  nervous  and  mental  disorders,  alcoholic  and  drug  habituation.  Every  helpful  facility 
is  provided  for  these  purposes,  and  the  institution  is  well  equipped  to  care  for  such 
patients.  It  affords  an  ideal  place  for  rest  and  upbuilding  under  medical  supervision. 
Six  physicians  reside  at  the  sanatorium  and  devote  their  entire  attention  to  the  patients. 
A chartered  training  school  for  nurses  is  an  important  part  of  the  institution  in  provid- 
ing especially  equipped  nurses — both  men  and  women — for  the  care  of  the  patients. 

Systematized  out-of-door  employment  constitutes  an  important  feature  of  the 
treatment.  Wonderful  work  in  the  arts  and  crafts  is  carried  on  under  a trained 
teacher.  There  are  bowling,  tennis,  croquet,  billiards  and  pool. 

The  sanatorium  maintains  its  own  truck  farm,  dairy,  and  poultry  yards. 

Illustrated  Booklet  on  Request 
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revolutionary  character  of  the  change  described,  the 
Board  of  Trustees  has  deemed  it  best  to  submit  it  to 
the  House  of  Delegates  for  determination  of  the 
policy  of  the  Association  with  respect  to  it. 

At  the  recent  Chicago  special  session  the  House 
of  Delegates  adopted  a resolution  directing  that 
efforts  be  made  to  procure  such  legislative  action  as 
might  be  necessary  to  stop  entirely  the  “selective 
injustice  to  the  American  physician”  resulting  from 
the  immigration  into  the  United  States  of  foreign 
physicians.  This  resolution  was  preceded  by  a pre- 
amble reciting  that  the  immigrant  physician  was  ex- 
empted from  the  limitations  imposed  by  law  on  the 
immigration  of  foreigners  into  the  United  States, 
under  the  1917  immigration  law.  The  Board  of 
Trustees  has  been  advised  that  the  immigration  law 
of  1917  does  not  impose  quotas  on  the  several  na- 
tions of  the  world  with  respect  to  the  immigration 
of  their  nationals  into  the  United  States  but  limits 
the  immigration  of  persons  from  foreign  countries 
into  the  United  States  under  prearranged  contracts 
of  employment.  Physicians  are  exempted  from  the 
provisions  of  that  act  and  may  enter  notwithstand- 
ing the  fact  that  they  come  in  under  prearranged 
contracts.  How  many  have  done  and  are  doing  so, 
however,  it  has  been  impossible  to  ascertain.  The 


quotas  allotted  to  the  several  nations  of  the  world 
for  immigration  into  the  United  States  were  allotted 
by  the  immigration  act  of  1924,  and  under  this  act 
physicians  are  given  no  preference  over  other  im- 
migrants. 

A study  of  the  records  of  the  Bureau  of  Immi- 
gration shows  that  the  proportion  of  immigrant  ph\  - 
sicians  entering  the  United  States  annually  from 
and  including  1931  to  the  number  of  physicians  en- 
tering the  medical  profession  by  examination  each 
year  is  lower  than  at  any  time  since  1919,  and  the 
percentages  in  1932  and  1933  were  the  lowest  at 
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Larsen  “Freshlike”  Strained  Vege- 
tables are  first  quality  garden  fresh 
vegetables  cooked,  strained  and 
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STUART  CIRCLE  HOSPITAL,  Richmond,  Va. 


Medicine: 

Osbourne  O.  Ashworth,  M.  I). 
Alexander  G.  Iirown,  Jr.,  M.  D. 
Manfred  Call,  M.  1>. 

Manfred  Call,  III,  M.  n. 

Obstetrics: 

(Ireer  llanghamn,  M.  1). 
lien  II.  Gray.  M.  I). 

Wm.  Durwood  Suggs,  M.  I). 

Ophthalmology,  Otolaryngology: 

Clifton  M.  Miller,  M.  I). 

It.  II.  Wright,  M.  I). 

W.  L.  Mason,  M.  D. 

Stuart  Circle  Hospital  lias  been  oj 
Surgery,  Obstetrics  and  the  various 


Physiotherapy: 

Elsa  Lange,  11.  S.,  Technician 


Medical  Illustrator: 

Dorothy  Booth 

Surgery: 

Robert  C.  Br.van,  M.  D. 
Stuart  N.  Micbaux,  M.  I). 
t Ibarli  s it.  Robins,  IL  1 1. 

A.  Stephens  Graham.  M.  !>. 
Charles  It.  Robins,  Jr.,  M.  I>. 


Pathology: 

Regena  Beck,  M.  D. 

Urological  Surgery: 

Joseph  F.  Gcisinger,  SI.  D. 

Oral  Surgery: 

Guy  It.  Harrison,  I).  D.  S. 

Roentgenology  and  Radiology: 
Fred  M.  Hodges.  M.  II. 

L.  O.  Snead,  M.  D. 
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INTERNATIONAL  MEDICAL  ASSEMBLY 


Interstate  Postgraduate  Medical  Association  of  North  America 

Masonic  Temple  Detroit.  Midi.  OCTOBER  14-15  16-17-18,  1935 

Pre-assembly  Clinics.  October  12:  Post-assembly  Clinics,  October  19.  Dstroit,  Hospitals 

President,  l)r.  Charles  H.  Mayo;  President-Elect,  Dr.  David  Riesnian 
Chairman,  Program  Committee,  Dr.  George  C’rile;  Managing- Direct  or,  Dr.  William  B.  Peck 
S cretan.  Dr.  Tom  It.  Throckmorton;  Director  of  Exhibits,  Dr.  Arthur  G.  Sullivan 
Treasurer  and  Director  Foundation  Fund,  Dr.  Henry  G.  Langworthy 
Chairman,  Detroit  Committees,  Dr.  William  J.  Cassidy 
ALL  MEDICAL  MEN  AND  WOMEN  l\  GOOD  STANDING  CORDIALLY  INVITED 


Intensive  Clinical  and  Didactic  Program  by  World  Authorities 

The  following  is  a major  list  of  members  of  the  profession  who  will  take  part  on  th?  program: 


Irvin  Abell,  Louisville,  Ky. 

Alfred  W.  Adson,  Rochester,  Minn. 
Fred  L.  Adair,  Chicago,  111. 

Charles  R.  Austrian,  Baltimore.  Md. 

W.  Wayne  Babcock,  Philadelphia,  Pa. 
Donald  C.  Balfour,  Rochester,  Minn. 
David  P.  Barr,  St.  Louis,  Mo. 

Alexander  W.  Blain,  Detroit,  Mich. 
Harlow  Brooks,  New  York,  N.  Y. 

Alan  G.  Brown,  Toronto,  Canada 
The  Hon.  Herbert  A.  Bruce.  Lieut-Gov. 

of  Ontario,  Toronto,  Canada 
Hugh  Cabot,  Rochester.  Minn. 

Russell  L.  Cecil,  New  York,  N.  Y. 
Henry  A.  Christian,  Boston,  Mass. 
Arthur  C.  Christie,  Washington,  D.  C. 
Louis  H.  Clerf,  Philadelphia,  Pa. 
Frederick  A.  Coller,  Ann  Arbor,  Mich. 
George  W.  Crile,  Cleveland,  Ohio 
Harold  B.  Cushing.  Montreal.  Canada 
Elliott  C.  Cutler,  Boston,  Mass. 

Walter  E.  Dandy,  Baltimore,  Md. 
William  Darrach,  New  York,  N.  Y. 
Loyal  Davis,  Chicago,  III. 

Lee  W.  Dean.  St.  Louis,  Mo. 

Wallace  S.  Duncan,  Cleveland,  Ohio 
Charles  A.  Elliott,  Chicago,  111. 

John  F.  Erdmann.  New  York.  N.  Y. 


Clarence  B.  Farrar,  Toronto,  i auada 
John  G.  Fitzgerald.  Toronto.  Canada 
Howard  Fox,  New  York,  N.  Y. 

John  R.  Fraser,  Montreal,  Canada 
Charles  H.  Frazier,  Philadelphia,  Pa. 
William  J.  Gardner,  Cleveland,  Ohio 
Rear-Admiral  Cary  T.  Grayson,  Chm. 

American  Red  Cross.  Washington,  I).  C. 
Russell  L.  Haden,  Cleveland.  Ohio 
William  D.  Haggard,  Nashville,  Tenn. 
George  A.  Harrop,  Baltimore,  Md. 

George  J.  Heuer.  New  York,  N.  Y. 
Campbell  P.  Howard.  Montreal,  Canada 
Elliott  P.  Joslin.  Boston,  Mass. 

E.  Starr  Judd,  Rochester,  Minn. 

Frederick  J.  Kalteyer.  Philadelphia,  Pa. 
Louis  J.  Karnosh,  Cleveland,  Ohio 
Robert  W.  Keeton,  Chicago,  III. 

Edward  J.  Klopp.  Philadelphia,  Pa. 

Ralph  A.  Kinsella.  St.  Louis,  Mo. 

Frank  H.  Lahey,  Boston,  Mass. 

Dean  Lewis,  Baltimore,  Md. 

William  E.  Lower,  Cleveland,  Ohio 
Urban  Maes,  New  Orleans,  La. 

Charles  H.  Mayo,  Rochester,  Minn. 

Joseph  F.  McCarthy,  New  York,  N.  Y. 
James  H.  Means,  Boston,  Mass. 

James  A.  Miller.  New  York.  N.  Y 


Jonn  J.  Moornead,  New  York,  N.  Y. 
William  Gerry  Morgan,  Washington,  D.  C. 
Georgs  P.  Muller,  Philadelphia,  Pa. 
Frank  R.  Ober,  Boston,  Mass. 

John  P.  Peters,  New  Haven,  Conn. 

Dallas  B.  Phemister,  Chicago,  111. 

Fred  Rankin,  Lexington,  Ky. 

David  Riesman,  Philadelphia,  Pa. 

Leonard  G.  Rowntres,  Philadelphia,  Pa. 
Charles  H.  Smith,  New  York,  N.  Y. 
Cyrus  C.  Sturgis,  Ann  Arbor,  Mich. 

T.  Wingate  Todd.  Cleveland,  Ohio 
Gabriel  Ticker,  Philadelphia,  Pa. 
Waltman  Walters,  Rochester,  Minn. 
William  H.  Wilmer,  Washington,  D.  C. 
Hugh  H.  Young,  Baltimore,  Md. 

FOREIGN  ACCEPTANCES  TO  DATE: 
Professor  Nikolaj  Burdenko,  University 
Surgical  Clinic,  Moscow,  USSR. 
Pro'essor  N.  Krasnagorski,  Childrens’ 
Clinic,  Medical  Institute,  Leningrad, 
USSR. 

TENTATIVE: 

Professor  Alfred  Luger,  Medical  De- 
partment, Univer.ity  of  Vienna,  Vi- 
enna.  Austria. 


HOTEL  HEADQUARTERS 
Book-Cadi  Mac,  Statler  Hotels 


—HOTEL  RESERVATIONS— 


Hotel  Committee,  Dr.  Andrew  R.  Hackett,  Chairman, 
1512  Eaton  Towsr,  Detroit,  Mich. 


Final  program  mailed  to  all  members  of  the  medical  profession  September  1st 
If  you  do  not  receive  one,  write  the  Managing-Director. 

Comprehensive  Scientific  and  Technical  Exhibit.  Special  Entertainment  for  the  Ladies. 
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UNITED  STATES  AND  CANADA 
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ff  Five  separate,  ultra-modern  buildings,  allowing  segregation  of  patients.  All  bu  '.Ji  gs  iquipp.d  with  radio, 
ft  Well-trained,  competent  nurses.  Constant  medical  supervision. 

Located  on  LaGrange  road.  10  miles  from  Louisville,  and  on  LaGrange  interurban  lire  at  Ridgeway  station. 


B.  A.  HORD.  General  Superintendent 
W.  C.  McNEIL,  M.  D.,  Resident  Physician 
H.  W.  VENABLE.  M.  D..  Consultant 


address:  HORD  SANITARIUM 

ANCHORAGE.  KY. 

Phone  Anchorage  143 
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any  time  since  1904,  when  records  of  this  character 
first  became  available. 

The  Board  has  been  advised  that  it  seems  prac- 
ticable to  exclude  immigrant  physicians,  not  by  de- 
priving them  of  any  privileges  now  granted  them 
by  reason  of  their  status  as  physicians,  but  by  mak- 
ing them  a selected  group  against  which  restrictive 
legislation  would  have  to  be  directed.  Such  legis- 
lation would  take  the  form  either  of  depriving  them 
of  their  right  to  enter  the  United  States  under  con- 
tracts of  employment  prearranged  or  of  imposing 
on  them  limitations  not  imposed  on  other  quota  im- 
migrants. How  far  the  number  of  immigrant  phy- 
sicians would  be  reduced  by  depriving  them  of  their 
privilege  of  coming  in  under  prearranged  contracts 
of  employment  is  uncertain,  because  no  figures  are 
available  to  show  the  number  entering  in  that  way. 
Whether  the  Association  desires  to  sponsor  legisla- 
tion undertaking  to  exclude  physicians  as  a class 
even  under  the  quota  privileges  to  which  they  would 
otherwise  be  entitled  is  a matter  involving  such  ser- 
ious public  policy  that  it  has  seemed  proper  to  sub- 
mit the  matter  to  the  House  of  Delegates  for  fur- 


ther consideration  before  entering  on  that  course. 

The  attention  of  the  Board  of  Trustees  has  been 
called  to  the  commercial  use  of  the  word  “Doctor” 
in  connection  with  advertising,  notably  in  connec- 
tion with  the  advertising  of  shoes,  in  cases  in  which 
no  doctor  has  had  anything  to  do  with  the  origina- 
tion of  the  article  advertised  or  with  approving  it 
from  the  medical  standpoint.  It  has  been  urged 
that  the  Association  take  steps  to  prevent  the  mis- 
use of  the  word  in  that  manner. 

Obviously,  the  prevention  of  the  misuse  of  the  word 
“Doctor”  must  depend  to  a large  extent  on  state 
legislation,  since  federal  legislation  can  apply  only 
to  interstate  and  foreign  commerce.  Even  with  re- 
spect to  state  legislation,  difficulty  arises  because  of 
the  present  misuse  of  the  word  “Doctor”  in  other 
than  commercial  ways.  Without  considering  such 
formerly  honored  titles  as  Doctor  of  Philosophy  and 
Doctor  of  Laws,  we  now  have  Doctors  of  Osteo- 
pathy, of  Chiropractic,  of  Naturopathy,  of  Podiatry, 
of  Chiropody,  and  of  other  similar  titles  in  which 
the  doctor  is  to  be  debased.  Legislation  should  be- 
gin, therefore,  not  in  an  effort  to  prevent  the  com- 


MOUNT  REGIS  SANATORIUM 

SALEM,  VIRGINIA 


A modern,  well  equipped,  private  sanatorium,  beautifully  located  between  the  Allegheny  and  Blue  Ridge  mountains 
of  Virginia.  Offers  treatment  for  tuberculosis  and  other  chronic  diseases  of  the  chest.  Also  caters  to  convalescents 
or  anyone  desiring  a rest  in  the  mountains  under  ideal  hygienic  and  climatic  conditions.  Physician  and  nurses  in 
constant  attendance.  Private  and  semi-private  cottages.  Moderate  rates.  Write  for  information. 

EVERETT  E.  WATSON,  M.  D.  Resident  Medical  Director 

DOROTHY  JOHNSTON  Superintendent  of  Nurses 

LOUISE  LYNCH  X '-ray  and  Laboratory  Technician 

Mrs.  d.  a.  Lynch  Dietician 
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McGUIRE  CLINIC 

ST.  LUKE’S  HOSPITAL 

RICHMOND,  VIRGINIA 


. . . MEDICAL  AND  SURGICAL  STAFF  . . . 


General  Medicine: 

JAMES  H.  SMITH.  M.D. 

HUNTER  H.  McGUIRE,  M.D. 
MARGARET  XOLTIXG,  M.D. 
JOHN  POWELL  WILLIAMS,  M.D. 
KIM.OCH  NELSON,  M.D. 
CLIFFORD  II.  BEACH,  M.  D. 
Obstetrics : 

H.  HUDNALL  WARE,  JR.,  M.D. 


General  Surgery: 

STUART  McGUIRE.  M.D. 
w.  Lowndes  peple,  m.d. 
CARRINGTON  WILLIAMS,  M.D. 
W.  P.  BARNES,  M.D. 


Roentgenology : 

J.  L.  TABB,  M.D. 


Pathology  and  Radiology : 
S.  W.  BUDD,  M.D. 


Urology : 

AUSTIN  I.  DODSON,  M.D. 


Orthopedic  Surgery: 

WILLIAM  T.  GRAHAM,  M.D. 
I).  M.  FAULKNER.  M.D. 

J.  T.  TUCKER,  M.D. 


Dental  Surgery: 

JOHN  BELL  WILLIAMS,  D.D.S. 
GUY  R.  HARRISON,  D.D.S. 

Eye,  Ear.  Nose  and  Throat: 

F.  H.  LEE,  M.D. 


Entrance  to  Grounds 

THE  HARDING  SANITARIUM  WOB3!S8!IOS- 

For  Nervous  and  Mental  Disorders 

NINE  MILES  NORTH  OF  STATE  HOUSE — COLUMBUS 

GEORGE  T.  HARDING.  M.  D..  Medical  Director  , D,  FRED  H.  WEBER,  M.D. 

Telephone:  (Columbus)  Lawndale  4814  Assoc. ate  Physicians  MARY  J.  WEBER,  M.D. 
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mercial  misuse  of  the  word  “Doctor”  but  in  an 
effort  to  procure  the  enactment  of  legislation  that 
will  regulate  the  conferring  of  the  degree  of  Doctor 
and  prevent  its  misuse  for  any  purpose  whatever. 
Along  with  this  will  go  legislation  to  prevent  fraud- 
ulent advertising  of  all  kinds,  whether  by  the  mis- 
use of  the  title  “Doctor”  or  otherwise.  The  matter 
is  respectfully  submitted  to  the  House  with  the  rec- 
ommendation that  it  approve  legislation  such  as  is 
suggested  here  and  commended  for  the  favorable 
consideration  of  the  several  state  associations. 

The  Speaker  referred  the  first  section  of  the  re- 
port to  the  Reference  Committee  on  Reports  of 
Board  of  Trustees  and  Secretary.  The  second  and 
third  sections  of  the  report  were  referred  by  the 
Speaker  to  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations. 


Dr.  Arthur  J.  Bedell,  Chairman  of  the  Refer- 
ence Committee  on  Reports  of  Officers,  presented 
the  following  report: 

ADDRESS  OF  SPEAKER 

Your  committee  hopes,  in  opening  this  report, 
that  it  may  be  deemed  within  its  prerogative  to  offer 
the  sympathies  of  this  House  to  the  Speaker  in  the 


great  bereavement  which  he  has  just  suffered,  and 
that  his  anguish  may  be  somewhat  appeased  when 
he  is  reminded  of  the  high  regard  in  which  all  those 
who  serve  our  Association  in  an  official  capacity 
are  held. 

Your  committee  notes  with  pleasure  the  details 
included  in  the  Speaker’s  address  and  recommends 
that  every  member  of  the  House  of  Delegates  be 
enjoined,  on  returning  to  his  constituency,  to  make 
a prompt,  accurate  and  comprehensive  report  of  the 
activities  of  this  House  of  Delegates,  since  it  is  ap- 
parent that  there  is  urgent  need  for  bringing  to 
every  member  and  Fellow  a clear  and  intimate 
knowledge  of  the  policies  and  activities  of  the  Asso- 
ciation. Misunderstandings  will  be  mitigated  when 
the  Fellows  are  intelligently  informed. 

Your  committee  has  considered,  with  a deep  in- 
terest, the  splendid  address  of  President  Bierring. 
We  wish  to  commend  him  for  the  breadth  of  view 
expressed  and  the  scholarly  grasp  of  the  Association’s 
activities  which  he  has  displayed  throughout  the  na- 
tion. One  of  the  gratifying  impressions  gained  in 
his  contacts  with  the  members  of  our  Association 
was  their  sustained  interest  and  manifest  devotion 
to  scientific  medicine. 


THE  CINCINNATI  SANITARIUM 

Established  more  than  fifty  years  ago 

A PRIVATE  HOSPITAL  FOR  NERVOUS  AND  MENTAL  DISEASES 


Secluded,  but  easily  accessible.  Constant  medical  supervision.  Registered  charge  nurses. 
Complete  laboratory  and  hydrotherapy  equipment.  Dental  department  for  examination  and 
treatment.  Occupational  therapy.  Ample  classification  facilities.  Thirty  acres  in  lawn  and  park. 


CHARLES  KIELY,  M.D..  and  EMERSON  A.  NORTH,  M.D..  Visiting  Consultants 
D.  A.  JOHNSTON.  M.D.,  Resident  Medical  Director 


REST  COTTAGE: 


This  rsych  on  ou  rot  ic  unit  is  a complete  and  separate 
hospital  building,  elaborate  in  furnishings  and  fixtures. 


For  terms  apply  to  THE  CINCINNATI  SANITARIUM.  College  Hill.  Cincinnati.  Ohio 
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OUR  CHANGING  TIMES* 


‘By  Morris  Fishbein,  M.  D. 

Editor , Journal  cf  the  American  Medical  Association 
C hie  ago } Illinois 


Jn  talking  of  “Our  Changing  Times”  it  is 

necessary  to  note  where  we  were  some  fifty 
years  ago  in  order  that  we  may  understand 
our  position  today.  I am  reminded  of  Ed 
Wynn’s  bird  the  “mugwump”,  which  sits  on 
the  fence  with  its  mug  on  one  side  and  its 
wump  on  the  other  and  which  always  flies 
backwards  because  it  is  much  more  interested 
in  where  it  has  been  than  where  it  is  going. 

We  know  where  we  have  been.  I do  not 
believe  anyone  knows  where  we  are  going. 
Particularly  in  the  field  of  medicine!  But  if 
we  trace  our  evolution  gradually,  both  in  the 
methods  of  medical  practice  and  in  the 
changes  in  the  character  of  medical  practice 
that  have  taken  place  in  the  last  fifty  years, 
we  will  have  a much  better  idea  of  where  we 
are  going  than  we  might  have  otherwise. 

The  doctor  of  1890  was  a much  different 
doctor  from  the  one  of  today.  He  differed 
primarily  in  the  fact  that  he  depended  on  his 
five  senses  and  on  his  horse  sense  much  more 
than  he  depended  on  glassware  and  machin- 
ery. The  doctor  of  1 890  when  called  to  see  a 
patient  usually  said  first  of  all,  “Stick  out 

* Annual  banquet  address  delivered  at  the  Sixty-Eighth  Annual 
Meeting  of  the  West  Virginia  State  Medical  Association,  Wheeling, 
on  May  8,  1935. 


your  tongue!”  No  one  knows  just  why  he 
said  that  or  what  he  expected  to  see  or  what 
he  really  found  by  looking  at  the  tongue. 
We  do  know  that  tongues  were  still  more 
often  in  those  days  and  that  one  could  get  a 
fairly  good  look  at  them.  Then,  as  most  of 
you  know,  the  doctor  of  that  day  did  not 
often  have  even  our  modern,  common,  ordin- 
ary fever  thermometer.  In  those  days  fever 
thermometers  were  quite  long,  occasionally 
as  much  as  eight  to  ten  inches  in  length ; 
they  were  usually  put  under  the  arm  because 
there  was  no  other  place  that  you  could  put 
one  and  expect  to  have  the  patient  in  reason- 
able comfort  while  you  waited  five  minutes 
to  find  out  what  it  registered.  In  most  in- 
stances, however,  the  doctor  did  not  even  try 
to  determine  the  temperature  with  that  de- 
vice j he  just  looked  at  the  patient.  If  any 
part  of  the  patient  looked  hotter  than  he  was, 
he  put  his  hand  on  that  part  and  if  it  felt 
hotter  he  said,  “This  patient  has  a fever.” 
He  used  to  depend  a great  deal  on  the 
history  of  the  patient.  He  would  inquire 
symptom  by  symptom  for  everything  that  the 
patient  had  suffered  and  of  many  things  the 
patient  had  not  suffered  but  expected  to 
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suffer,  and  he  made  careful  note  of  all  of 
these  things  in  his  mind.  He  did  have,  occa- 
sionally, a stethoscope,  but  not  many  country 
doctors  even  used  that  little  device;  they  just 
put  their  heads  on  the  patient’s  chest  and  said, 
“Count!”  and  if  the  patient  finally  got  up  to 
four  or  five  hundred  the  doctor  would  wake 
up  and  say,  “That  will  do  now,”  and  would 
go  on  to  something  else. 

His  methods  of  diagnosis  were  rough  and 
ready.  Frequently  he  would  say  that  he 
could  smell  disease.  He  would  walk  in  and 
say,  “this  smells  like  typhoid,”  or  “this 
smells  like  diphtheria.”  About  typhoid  he 
was  usually  right  because  typhoid  in  1890  re- 
versed the  slogan  of  “Forhan’s  For  The 
Gums” — one  out  of  five  had  it.  Now  typhoid 
has  been  largely  eliminated.  If  we  had  in 
Chicago  today  the  amount  of  typhoid  we  had 
in  1890  we  would  have  had  this  year  in  the 
City  of  Chicago  about  60,000  cases,  and  if  we 
had  had  60,000  cases  of  typhoid  fever  in 
Chicago  this  year  all  the  doctors  next  year 
would  send  their  sons  to  college  without 
worrying  about  the  expense.  • 

The  therapeutics,  which  many  of  you  will 
remember,  of  the  old  doctor  in  1890  was 
vigorous.  In  the  first  place,  the  doctor  was 
still  depending  on  the  old  shotgun  mixture. 
After  inquiring  symptom  by  symptom  for 
what  the  patient  had  he  would  put  something 
in  the  mixture  for  every  symptom  found  with 
the  hope  that  some  one  of  those  things  would 
hit  the  place  for  which  it  was  intended. 

Usually  the  mixture  was  combined  with  a 
little  alcohol  and  the  patient  felt  something 
was  being  accomplished.  Occasionally  the 
doctor  used  old  Benjamin  Rush’s  thunder- 
bolt,— ten  grains  of  calomel  and  ten  grains  of 
jalap  given  at  a single  dose  at  the  first  visit. 
The  patient  that  received  Benjamin  Rush’s 
thunderbolt  got  well  right  away  or  knew  the 
reason  why. 

Life  in  1 890  was  also  somewhat  slow  com- 
pared with  life  today.  The  average  man  of 
] 890  would  get  up  in  the  morning  and  wan- 
der down  to  his  work  afoot,  on  horseback  or 
on  a bicycle;  if  in  the  city  he  would  go  occa- 


sionally on  a street  car.  He  would  get  down 
to  the  office  and  talk  a little  to  the  steno- 
grapher, if  he  had  one,  but  she  usually  wrote 
in  longhand  and  got  away  with  five  or  ten 
letters  in  the  morning,  which  was  a good  day’s 
work  for  her.  At  noon  he  would  go  home 
and  have  his  dinner.  He  would  sit  on  the 
porch,  take  off  his  shoes,  put  his  feet  up  on 
the  railing  and  rest  a little  while;  then  he 
would  get  back  to  work  and  put  in  some  more 
time  at  his  office.  Along  about  six  o’clock  he 
would  come  home  to  supper.  Dinner  at  six 
o’clock  came  in  with  Emily  Post — previous 
to  that  it  was  supper.  He  would  sit  down  to 
supper  and  he  would  have  a little  soup,  meat 
and  potatoes,  and,  perhaps,  a little  gravy  with 
some  bread  which  he  would  sop  freely  in  the 
gravy,  and  then  some  coffee  and  a piece  of 
pie.  Then  he  and  his  wife  would  sit  around 
and  play  a little  cribbage  or  casino  and  the 
daughter  would  murder  a little  Beethoven 
or  Bach  on  the  piano,  and  by  nine  o’clock 
everybody  would  be  in  bed  and  feel  happy. 

Consider  the  life  of  the  average  business 
man  today!  He  comes  down  to  breakfast  in 
the  morning.  Back  in  1890  the  man  who 
came  down  to  breakfast  had  three  cereals 
from  which  to  choose,  oatmeal,  whole  wheat 
and  farina.  The  modern  man  has  167  dif- 
ferent cereals  from  which  to  choose  for  break- 
fast. They  are  still  oatmeal,  whole  wheat  and 
farina,  but  they  have  shot  the  oats  out  of  a 
cannon,  shredded  the  whole  wheat  across  a 
shredder,  and  ultravioleted  the  farina. 

Now  the  modern  man  leaps  into  his  motor 
car  and  rushes  down  to  the  office.  Back  in 
1 890  there  were  no  motor  cars.  They  came 
about  1900.  After  that  they  began  to  develop 
very  rapidly.  By  1910  we  already  had  one 
motor  car  for  every  two  thousand  people. 
But  that  moved  on  and  we  had  a motor  car 
for  every  thousand,  for  every  five  hundred, 
for  every  two  hundred  and  fifty,  one  motor 
car  for  every  hundred  people,  and  today  we 
have  one  motor  car  for  every  four  and  a half 
people.  You  can  find  that  half  on  any  high 
speed  road. 

I'he  modern  man  rushes  down  to  his  office 
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in  his  motor  car.  Immediately  he  gets  into 
the  office  he  goes  to  work  with  the  machines ; 
he  has  a dictophone,  an  intercommunicating 
office  phone,  a telephone,  an  ediphone,  and 
similar  devices  which  are  very  prominent  in 
business  today.  At  noontime  he  no  longer 
goes  home;  he  rushes  off  to  a club  where  he 
has  what  is  called  a conference.  This  means 
that  just  as  soon  as  he  can  gulp  down  a little 
luncheon  he  sits  down  and  tries  to  get  in 
three  rubbers  of  bridge  before  he  goes  back 
to  work.  When  he  gets  back  to  work  he 
works  for  an  hour  or  two,  and  perhaps  by 
three  o’clock  he  is  on  the  golf  course.  In 
1915  we  had  five  hundred  golf  courses  in 
the  United  States.  This  year  we  have  7,500 
golf  courses  in  the  United  States,  two  of 
which  are  without  mortgages.  Then  having 
finished  his  golf  he  goes  home  to  dinner. 
When  he  gets  through  with  his  dinner 
(meanwhile  dinner  is  not  as  quiet  as  it  used 
to  be  because  the  radio  has  come  in  and  his 
ears  are  assaulted  throughout  the  dinner  with 
various  advertisements;  advertisements  for 
patent  medicines  and  drugs  and  baby  foods 
and  the  exploits  of  Buck  Rogers  and  similar 
other  important  people).  Then  he  and  his 
wife  either  go  to  a motion  picture  because  the 
motion  pictures  have  also  come  in  since  1890, 
or  they  go  out  and  play  a little  contract 
bridge.  Way  back  in  1890  they  were  playing 
cribbage  and  casino;  by  1920  we  were  using 
10,000,000  decks  of  cards  each  year  in  the 
United  States,  but  this  year  due  primarily  to 
the  advancements  of  life  contributed  by  Pro- 
fessors Culbertson  and  Sims,  we  are  going  to 
use  74,000,000  decks  of  cards,  most  of  them 
very  badly.  Then  having  finished  the  con- 
tract bridge  game  they  go  off  to  a midnight 
club  or  to  a restaurant;  about  two  o’clock  in 
the  morning  they  get  home  and  wonder  what 
time  the  children  will  be  in. 

Around  1890  we  began  to  have  improve- 
ments in  medical  science.  Around  1890  a 
woman  who  desired  to  contribute  to  the  pop- 
ulation would  keep  the  matter  a secret  even 
from  her  husband  until  well  along  in  the 
course  of  pregnancy;  then  her  husband  would 


be  informed  and  the  doctor  notified.  The 
doctor  would  merely  make  a note  of  the 
matter,  and  eventually,  the  calendar  having 
moved  on  and  physiology  beginning  to  cul- 
minate, he  would  come  posthaste,  again  afoot 
or  on  horseback;  and,  with  the  aid  of  a neigh- 
bor, the  husband,  or  anybody  who  happened 
to  be  in  the  vicinity,  in  a short  time  a new 
baby  would  be  brought  into  the  community. 
But  of  course  that  is  all  changed  today.  The 
modern  woman  who  desires  to  contribute  to 
the  population  usually  consults  the  doctor 
even  before  she  has  the  idea,  because,  as  of 
course  most  of  you  know,  we  have  developed 
the  new  sciences  of  eugenics  and  heredity  and 
genetics,  and  there  is  a great  deal  that  can  be 
told  to  her  that  will  be  of  importance.  But 
having  carried  on  and  proceeded  in  the  usual 
manner,  eventually  the  doctor  is  informed. 
But  now,  of  course,  the  doctor  is  thoroughly 
scientific.  Immediately  he  undertakes  a series 
of  investigations  which  are  of  the  highest 
scientific  importance.  The  woman  is  measured 
fore  and  aft,  hither  and  thither;  she  is  photo- 
graphed from  every  possible  point  of  view, 
and  also  submitted  to  the  work  of  the  x-ray. 
Also,  everything  that  she  can  possibly  secrete 
or  excrete  is  submitted  to  weird  chemical 
manipulations  of  one  type  or  another,  all  of 
this  affording  great  information  to  the  doctor. 
But  because  we  have  become  a socially- 
minded  people  it  is  also  necessary  for  the 
doctor  to  begin  informing  various  public  ser- 
vants. So  the  doctor  is  likely  in  some  states 
to  inform  the  county  health  department,  the 
state  health  department,  the  Bureau  of  Labor 
in  Washington,  D.  C.,  and  all  of  these  other 
important  bodies.  Just  as  soon  as  they  find 
out  they  begin  sending  pamphlets.  Pretty 
soon  the  postman  arrives  simply  burdened 
down  with  pamphlets.  What  the  postman 
knows  everybody  knows.  Eventually  Walter 
Winchell  finds  out  and  then  the  news  is  spread 
throughout  the  nation. 

So,  as  they  say  in  the  movies,  “Time 
Marches  On.”  The  woman  is  no  longer 
taken  care  of  in  the  home  by  the  doctor  and 
his  associates.  If  she  is  a modern  woman  and 
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inclined  to  take  advantage  of  most  of  what 
medical  science  now  has  to  offer,  some  time 
in  advance  of  the  culmination  of  her  physi- 
ology she  goes  in  the  family  vehicle  to  a pa- 
latial edifice  that  is  by  courtesy  called  a hos- 
pital. There  she  is  received  by  a receiving 
clerk  who  takes  her  to  a recording  clerk  and 
the  recording  clerk  puts  down  everything  of 
her  past  and  present  and  hopes  for  the  future. 
Then  she  is  taken  by  a reception  clerk  into 
the  elevator  and  the  elevator  man  takes  her 
to  the  higher  regions  where  she  is  conducted 
into  a room,  the  walls  of  which  are  literally 
dotted  with  electrical  outlets.  As  soon  as  she 
is  deposited  in  the  bed  in  which  she  will  lie, 
she  is  visited  by  the  hospital  radio  technician 
who  hitches  up  the  radio,  by  the  electrician 
who  hitches  up  her  telephone,  by  the  dietitian 
who  works  out  her  diet,  and  by  young  men 
who  sit  on  the  side  of  her  bed  in  white  coats 
and  entertain  her.  All  together  her  time  is 
spent  rather  merrily.  She  is  put  upon  carts 
and  wheeled  hither  and  thither,  up  and 
down  the  halls,  and  hitched  up  to  electro- 
cardiographs and  basal  metabolic  machines 
and  similar  devices  and  x-rayed  in  order  that 
everything  that  may  be  known  is  found  out 
relative  to  the  possibilities  that  will  arise 
when  the  medical  processes  go  on. 

Then  when  the  time  comes  she  is  again 
put  upon  a cart  and  taken  from  that  room 
into  a beautiful  white  room.  Then  there 
enters  into  the  sanctum  sanctorum,  the  chief 
of  it  all,  clad  wholly  in  white,  indicating  that 
the  patient  must  come  clean  when  all  of  this 
is  over. 

Back  in  1890  an  obstetrician  was  just  a 
medically  educated  night  watchman.  That 
has  been  changed.  The  obstetrician  enters, 
accompanied  by  his  first  assistant  and  his 
second  assistant  and  by  the  anesthetist  and  by 
a first  obstetrical  nurse  and  a sterile  nurse. 
He  carries  through  his  procedures  and  the 
child  being  born,  it  is  taken  to  a nursery 
where  it  is  attended  by  a pediatrician  and  a 
pediatric  nurse.  The  mother  goes  back  to  her 
room.  Now  whole  hosts  of  relatives  begin 
arriving;  they  come  in  Chevrolets  and  Cadil- 


lacs and  Fords  and  Ply  mouths  and  Dodges, 
and  other  vehicles,  and  bring  fruits  and 
flowers  and  magazines  and  books  and  jigsaw 
puzzles  and  everything  necessary  again  to 
keep  her  time  free  from  care. 

As  this  goes  on  she  begins  to  realize  that 
she  is  having  everything  that  Mrs.  Jones 
next  door  had  in  the  same  experience  and 
her  heart  is  happy.  She  will  proceed  through 
life  knowing  that  her  husband  came  through 
like  a real  husband  ought  to.  This  new  sys-  I 
tern  runs  into  money.  It  yields  good  results 
in  the  way  of  the  prevention  of  the  toxemias  i| 
which  are  associated  with  this  condition,  and 
the  eclampsia  and  all  the  other  complications 
which  are  warded  off  to  a considerable  extent. 
The  rates  for  the  maternal  and  infant  mor- 
tality have  dropped  steadily.  Certainly  since 
1 890  we  have  gained  great  benefit.  But  the 
vast  majority  of  people  do  not  realize  the 
change  that  has  taken  place  and  they  feel 
that  they  ought  to  get  everything  that  mod- 
ern medicine  can  give  for  what  their  mothers 
in  1890  used  to  pay. 

Modern  medicine  costs  more  than  medi- 
cine cost  in  1 890,  but  it  is  worth  a great  deal 
more.  Unfortunately  we  have  not  instructed 
our  public  satisfactorily  in  that  connection. 

If  we  take  other  branches  of  medicine,  we 
find  other  changes  have  taken  place.  These 
changes  have  occurred  primarily  because  of 
the  extension  by  means  of  machinery  of  one 
type  or  another  of  the  senses  of  the  physician 
on  which  he  depends  primarily  for  making  a 
diagnosis.  In  1890  the  eye  and  the  micro- 
scope were  the  only  instruments  really  im- 
portant in  vision  in  relationship  to  the  diag- 
nosis of  disease.  Around  1875  if  a doctor 
wanted  to  look  down  a throat  the  mother 
would  hold  an  oil  lamp  over  his  shoulder 
and  he  would  peer  down  and  see  what  he 
could  see,  which  was  not  very  much.  Then 
we  began  having  the  electrically  lighted 
scopes  which  were  introduced  in  order  to  aid 
the  eye  of  the  physician.  Today  we  have  the 
retinoscope,  the  laryngoscope,  the  broncho- 
scope, the  otoscope,  the  cystoscope,  in  fact,  a 
scope  for  every  entrance  and  exit  of  the 
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human  body  and  where  there  is  none,  the 
doctor  can  make  one. 

Then  the  eye  is  still  further  extended  by 
the  development  of  the  x-ray.  Back  in  1898 
the  x-ray  came  in  through  the  work  of  Wil- 
helm Konrad  Roentgen.  At  first  the  doctor 
could  just  use  the  x-ray  to  see  the  changes 
that  had  taken  place  in  the  bones,  but  grad- 
ually we  began  to  supplement  what  the  x-ray 
could  see.  We  began  injecting  air  into  var- 
ious cavities.  Then  various  types  of  test  meals 
were  used  in  order  to  outline  the  gastro- 
intestinal tract.  Then  the  dye  substances  were 
brought  in  and  lipiodol  began  to  be  injected 
into  the  spinal  column  and  into  the  ventricles 
of  the  brain  and  into  the  other  organs  of  the 
body.  We  got  tetraiodophthalein  for  the  gall- 
bladder, iopax  and  neoiopax  for  the  kidney 
and  thorium  dioxide  for  the  liver  and  the 
reticuloendothelial  system. 

Then  we  began  developing  electrical  de- 
vices which  will  transfer  the  functions  of  var- 
ious organs  within  the  body  to  records  that 
can  be  seen  on  a moving  screen:  the  electro- 
cardiograph, which  traces  the  functions  and 
motions  of  the  heart;  the  plethysmograph 
and  the  various  types  of  manometers;  the 
sphygmograph  and  various  other  graphs 
which  have  come  into  medicine  and  which  in 
many  places  have  extended  greatly  the  op- 
portunity of  the  physician  to  do  better  work. 

Then  the  ear  has  been  extended  by  radio- 
amplification. It  is  now  possible  to  intensify 
the  heartbeats  as  well  as  to  make  a record  of 
the  heartbeats.  Quite  recently  they  took  the 
heartbeats  of  a patient  who  was  sick  with 
heart  disease  in  the  city  of  Chicago  and 
carried  them  over  a telephone  wire  into  a 
great  auditorium  in  Atlantic  City  where  3,000 
physicians  sat  and  heard  these  heartbeats 
come  over  the  telephone  wire.  What  good 
that  did  them  or  the  patient  I never  have 
been  able  to  find  out,  but  it  was  a most  en- 
joyable performance  and  indicates  how  won- 
derful science  really  is. 

Thus  we  might  take  up  other  branches  and 
show  how  the  sense  of  touch  has  been  devel- 
oped and  how  electricity  has  been  brought 


into  the  field  of  medicine  in  many  different 
ways.  Most  of  you  know  about  the  develop- 
ment of  anesthesia  through  the  work  of 
Crawford  Long  and  William  Thomas  Green 
Morton.  You  know  how  ether  came  in  and 
then  chloroform  was  developed  through  the 
work  of  Simpson,  then  ethylene  through  the 
work  of  Luckhardt.  These  discoveries  have 
made  a great  change  in  surgery. 

Following  the  work  of  Pasteur  we  accepted 
germ  causation  of  disease.  Then  germs  were 
barred  from  the  surgical  operating  room. 
With  that  surgery  took  a termendous  ad- 
vance. Around  1 875  to  1880  a man  had  to 
be  a great  genius,  he  had  to  be  particularly 
born  to  the  field,  in  order  to  be  a surgeon. 
He  had  to  work  rapidly.  He  had  to  get  the 
patient  off  the  table  as  quickly  as  possible  be- 
cause the  patient  suffered  a great  deal  during 
the  course  of  the  operation.  Since  anesthesia 
and  asepsis  have  come,  almost  anyone  with  a 
fair  degree  of  technical  skill  thinks  he  can  do 
surgery.  The  modern  surgeon  can  work 
much  more  slowly  than  did  the  surgeon  of 
an  earlier  day.  You  will  see  the  surgeon  in 
his  operating  room  take  a little  snip  and  step 
off  and  look  it  over  and  sew  a little  stitch 
here  and  there,  much  the  way  a painter  would 
work;  he  can  take  his  time  and  do  an  artistic 
job.  Some  times  it  takes  a little  longer  than 
it  ought  to,  but  it  works  out  pretty  well.  A 
great  many  men  have  come  into  surgery  who 
formerly  would  not  have  thought  of  going 
into  surgery  as  a specialty. 

With  the  rise  of  each  of  these  fields  men 
have  had  to  acquire  more  and  more  knowl- 
edge concerning  what  the  instruments  were 
that  were  available  and  how  these  instru- 
ments worked.  They  have  had  to  spend  a 
good  deal  of  time  learning  how  to  use  the 
instruments  to  the  best  advantage.  As  a re- 
sult of  that  we  have  had  the  rise  of  special- 
ization and  the  growth  of  the  hospital.  As 
all  of  this  machinery  came  into  the  picture  it 
soon  became  apparent  that  not  all  doctors 
could  set  up  individual  plants  holding  all  of 
these  devices  and  having  all  of  the  specialists 
in  association.  We  had  to  have  central  loca- 
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tions  in  which  all  of  this  material  could  be 
collected,  and  places  in  which  a considerable 
number  of  specialists  could  get  together. 

Around  1890  we  had  less  than  a thousand 
hospitals  in  the  United  States.  Today  we 
have  about  7000  hospitals  and  in  these  hos- 
pitals there  work  a tremendous  number  of 
people.  In  addition  to  155,000  doctors  who 
are  spending  their  full  time  in  the  practice 
of  medicine,  we  have  around  150,000  regis- 
tered nurses,  100,000  practical  nurses,  60,- 
000  pharmacists,  cooks,  dietitians,  orderlies, 
ambulance  drivers,  laboratory  technicians, 
physical  therapy  technicians,  and  anesthetists. 
All  this  personnel  is  involved  in  the  handling 
of  the  work  of  the  hospitals.  There  is  a total, 
including  somewhere  between  200,000  and 
300,000  social  service  workers,  of  1,250,000 
people  in  the  United  States  spending  their 
full  time  in  the  care  of  the  sick.  That  is  con- 
trasted with  just  the  doctors  and  a few  nurses 
and  technicians  who  were  doing  this  work 
back  in  1 890. 

In  1890  the  medical  schools  of  the  United 
States  graduated  about  4,000  doctors  each 
year.  Then  we  began  multiplying  medical 
colleges  because  of  the  proprietary  interests 
associated  with  medical  teaching,  and  by 
1905  we  had  in  the  United  States  186  med- 
ical schools,  which  were  more  medical  schools 
than  in  all  the  rest  of  the  world  together  at 
that  particular  time.  By  1907  we  graduated 
6,500  doctors  each  year. 

Then  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Asso- 
ciation and  the  Carnegie  Foundation  began 
investigating  the  schools.  They  found  that  a 
great  many  schools  could  be  combined.  The 
proprietary  schools  and  the  night  schools  were 
put  out  of  business.  This  year  we  have  72 
Class  A medical  colleges  which  will  graduate 
about  4,500  doctors  each  year.  Already  we 
have  begun  to  realize  through  the  work  of 
the  Council  on  Medical  Education  that  we 
have  about  25  per  cent  too  many  doctors  now 
in  the  United  States.  Due  to  the  growth  of 
the  hospital  and  the  development  of  good 
roads  a doctor  can  spread  himself  around  a 


great  deal  more  than  a doctor  used  to  be  able 
to  do. 

In  1890  about  300  nurses  graduated  from 
the  regular  nurses’  training  schools  in  the 
United  States.  The  hospitals  began  to  grow 
and  develop  training  schools.  This  year  we 
graduated  22,500  nurses  and  4,500  doctors. 
Four  thousand  five  hundred  doctors  cannot 
possibly  marry  22,500  nurses.  There  is  a 
difficult  situation! 

Other  changes  have  taken  place  in  the 
nature  of  the  practice  of  medicine  which  are 
of  the  greatest  importance  because  they  have 
brought  upon  us  the  present  effort  to  socialize 
medicine  and  to  arrange  for  a uniform  dis- 
tribution of  medical  care  among  all  the 
people.  Around  1890  a partnership  occasion- 
ally would  be  formed  in  medicine.  Soon  men 
began  associating  themselves  with  young  men 
who  began  specializing  in  various  branches  in 
the  field  of  medicine.  Then  we  had  the  de- 
velopment in  the  United  States  of  the  group 
clinic  or  group  practice,  in  w'hich  a consider- 
able number  of  physicians  are  associated  to- 
gether doing  all  sorts  and  all  branches  of 
medical  work  with  the  idea  of  supplying  to 
the  patient  everything  that  can  possibly  be 
furnished.  The  gradual  success  of  this  form 
of  group  practice  caused  more  and  more  men 
to  look  into  it.  People  came  from  abroad  and 
began  seeing  what  was  done  here  in  America 
and  began  talking  about  America’s  great  con- 
tribution to  mankind,  which  was  organization 
of  work.  By  1912  we  already  had  in  the 
United  States  100  different  groups  in  group 
practice,  associated  around  a hospital  or 
around  a laboratory  in  order  to  provide  the 
patient  with  a complete  medical  service. 

In  1914  there  began  the  Great  War.  By 
1916  it  had  considerably  affected  this  coun- 
try. Previous  to  1916  the  gods  of  the  Amer- 
ican people  had  been  the  preachers  and  the 
lawyers  and  the  professors  and  the  physi- 
cians and  the  learned  men  of  all  types  in  the 
communities.  With  the  war  we  began  learn- 
ing about  the  importance  of  mass  action.  We 
began  learning  about  the  necessity  of  parti- 
tioning out  work  in  order  to  get  a great  many 
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men  working  on  small  units  and  turning  out 
a big  thing,  a big  project,  at  one  time.  A new 
god  came  into  the  American  scheme  known  as 
the  efficiency  engineer.  When  the  efficiency 
engineers  came  in  the  whole  nature  of  our 
civilization  began  to  change.  It  had  already 
begun  to  change,  as  most  of  you  know, 
through  the  development  of  the  famous  plant 
of  Henry  Ford  in  which  he  showed  that  one 
man  putting  one  nut  on  an  axle  and  a great 
many  men  each  doing  one  small  job,  could 
turn  out  a tremendous  number  of  units  with 
a lesser  number  of  men  and  with  a lower  cost. 
The  machines  had  come  in.  A great  ditching 
machine  with  two  men  would  do  the  work 
that  200  men  could  not  do  previously.  The 
machines  began  the  development  of  the  un- 
employment problem. 

As  scientific  medicine  began  advancing,  it 
began  extending  the  life  expectancy  of  each 
man.  Way  back  in  1833  a citizen  born  in  the 
United  States  could  reasonably  expect  to  live 
to  be  thirty-five  years  of  age.  By  1 890  that 
had  moved  up  to  forty- five;  by  1905  to  fifty 
years  of  age,  and  today  a child  born  in  the 
United  States  can  reasonably  expect  to  live  to 
about  sixty  years  of  age.  When  the  vast  ma- 
jority of  people  live  to  be  thirty-five  years  of 
age  and  that  is  the  average  age  of  death,  you 
do  not  have  the  problem  of  the  care  of  the 
aged.  When  the  average  age  of  death  is  sixty 
years,  a tremendous  number  of  people  are  liv- 
ing to  seventy  and  eighty  and  ninety  years  of 
age.  Then  comes  the  problem  of  the  care  of 
the  aged.  But  modern  civilization  is  so  fast 
that  the  average  man  of  considerable  years 
cannot  keep  up  with  it.  Ninety-five  per  cent 
of  men  who  reach  seventy  years  of  age  are 
economically  dependent  and  have  to  be  taken 
care  of.  Back  in  1900  the  old  people  could 
be  taken  care  of  in  the  home,  because  in  1900 
the  home  was  the  center  of  our  civilization. 
In  1900  when  a child  became  sick  with  any 
sort  of  infectious  disease  it  was  put  apart  in  a 
separate  room  in  the  home  and  the  mother 
was  there  to  take  care  of  the  child.  By  1930 
women  have  the  vote,  women’s  clubs  have 
come  in,  parent-teachers’  associations  have 


arrived,  there  is  contract  bridge,  women  have 
taken  up  golf,  and  if  the  child  gets  sick  there 
is  nobody  at  home  to  take  care  of  it.  Many 
women  have  gone  into  industry  and  today  are 
earning  much  more  than  their  husbands  earn. 
If  the  husband  gets  sick  he  is  taken  to  the 
hospital  and  the  woman  goes  on  with  the 
wage  earning.  In  addition  we  have  the  de- 
velopment of  these  great  barracks  called  kit- 
chenette apartments.  While  it  is  possible  in  a 
kitchenette  to  get  around  if  you  are  all  right, 
if  you  get  chronic  inflammatory  rheumatism 
it  interferes  with  the  family. 

Finally  the  automobile  has  come  to  such  an 
extent  that  we  have  become  a nation  on 
wheels;  the  home  is  just  a place  in  front  of  a 
garage.  With  this  great  change  that  has  taken 
place  in  the  nature  of  our  civilization  the 
home  has  begun  to  disappear  as  a place  in 
which  to  take  care  of  the  sick  and  the  aged. 
There  is  no  room  in  the  home  to  take  care  of 
the  old  father  or  mother  or  the  grandmother 
or  the  great  grandmother,  some  of  whom  still 
happen  to  be  around  among  us. 

In  1 890  the  crippled  and  the  blind  and  the 
congenitally  hard  of  hearing  and  those  born 
with  congenital  diseases  of  one  type  or  an- 
other were  not  taken  care  of  and  did  not  sur- 
vive. Today  through  the  advances  of  modern 
scientific  medicine  we  take  care  of  the  crippled 
and  the  blind  and  the  hard  of  hearing  and 
all  the  defectives  of  one  type  or  another. 

The  mentally  defective  have  increased 
steadily  since  1 890  and  now  constitute  a great 
burden  upon  our  civilization.  We  have  in  our 
institutions  today  300,000  mentally  defective 
persons  and  50,000  cases  of  schizophrenic  in- 
sanity and  a considerable  number  of  paresis 
and  other  forms  of  insanity  which  are  a bur- 
den upon  the  population.  Our  only  answer 
to  that  question  is  another  social  experiment 
(because  it  is  distinctly  a social  experiment) 
of  human  sterilization.  In  addition  to  the 
300,000  frank  cases  of  mental  defect  which 
we  have  locked  up  in  institutions,  we  have 
approximately  10,000,000  normal,  healthy 
carriers  of  mental  defect  out  in  the  commun- 
ity. Nobody  knows  how  we  could  ever  pick 
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them  up  and  lock  them  up  if  we  could  find 
them. 

It  has  been  calculated  by  the  famous  an- 
thropologist Franz  Boas  that  if  we  have  in 
the  community  60,000  schizophrenics  and  we 
sterilize  all  the  schizophrenics  that  we  have 
and  keep  on  doing  that  year  after  year,  at  the 
end  of  seven  generations  we  will  have  re- 
duced the  total  number  to  30,000  cases  of 
schizophrenic  insanity.  These  experiments  in 
the  field  of  social  medicine  are  still  in  what 
the  doctors  would  call  a highly  experimental 
stage.  They  do  not  really  as  yet  offer  a solu- 
tion to  the  problem  of  the  care  of  the  de- 
fective, the  handicapped,  the  crippled,  the 
blind,  the  deafened,  and  all  the  others  whose 
care  falls  on  the  people. 

None  of  the  schemes  for  changing  medical 
practice  have,  for  the  present  at  least,  my 
personal  approval  as  representing  in  any  sense 
of  the  word  a real  advance  over  the  methods 
of  practice  we  now  have  in  this  country.  In 
Germany  their  first  scheme  for  mass  practice 
in  the  field  of  medicine  began  in  1887  when 
Bismarck  found  the  German  people  dissatis- 
fied and  gave  them  the  great  sickness  insur- 
ance system.  As  most  of  you  know,  that  sys- 
tem has  gone  on  and  on  engulfing  more  and* 
more  of  the  people’s  individual  activities.  To- 
day when  a German  workman  receives  thirty 
marks  a week  in  his  pay  envelope,  he  really 
is  only  receiving  nineteen  marks,  because 
eleven  marks  must  be  deducted  to  permit  his 
government  to  take  care  of  him.  They  de- 
duct for  his  sickness  insurance,  for  his  burial 
insurance,  for  his  maternal  insurance,  for  his 
child  welfare  insurance,  for  his  care  of  invalid 
wounded  in  the  war;  they  deduct,  if  he  is  a 
bachelor,  a bachelor  tax,  and  that  is  no  mire 
than  reasonable,  and  various  other  taxes,  so 
he  gets  only  nineteen  marks  to  spend  out  of 
thirty  that  he  earns. 

About  1912  Lloyd  George  looked  about, 
found  the  Labor  Party  coming  into  growth 
in  Great  Britain,  and  as  he  was  a member  of 
the  Liberal  Party  he  sought  some  way  to  sat- 
isfy labor.  He  gave  them  the  great  sickness 
insurance  system  and  associated  with  it  a dole 


to  take  care  of  those  unable  to  take  care  of 
themselves.  Today  Great  Britain  finds  itself 
in  an  extremely  difficult  situation  because  of 
its  compulsory  sickness  insurance  system.  The 
taxes  in  Great  Britain  have  multiplied  so 
rapidly  that  gradually  they  are  working  out 
what  Huey  Long  would  call  a share-the- 
wealth  plan.  In  1925  they  had  in  Great  Brit- 
ain 1 30,000  people  with  incomes  of  over  $10,- 
000  a year  each,  and  this  year  they  have  only 
80,000  people  who  have  incomes  of  $10,000 
a year  or  over.  That  means  they  have  re- 
duced almost  by  half  the  total  number  of 
people  with  fair  incomes.  By  this  system  of 
taxation  they  will  reduce  that  further  and 
further  until  a man  will  no  longer  have  the 
stimulus  that  comes  with  the  rewards  of  his 
own  initiative. 

Physicians  in  France  have  three  times  gone 
on  strike  against  their  own  compulsory  sick- 
ness insurance  system.  Austria  is  in  the  throes 
of  revolution  over  its  system.  England  wants 
to  change  its  system  because  it  does  not  pro- 
vide for  the  medical  catastrophe  but  only  the 
ordinary  illnesses  and  these  have  been  re- 
duced to  a machine  system  of  practice  which 
would  never  be  tolerated  in  this  country. 

In  1900  the  foundations  had  not  yet  en- 
tered the  medical  picture.  They  began  to 
come  in  with  the  establishment  of  the  Rocke- 
feller Foundation,  the  Carnegie  Foundation, 
then  the  Milbank  Fund,  the  Rosenwald 
Foundation,  the  Twentieth  Century  Fund, 
and  more  and  more  of  these  foundations, 
great  sums  of  money  being  left  by  rich  men 
to  change  the  nature  of  our  American  life. 
Recently  an  estimate  showed  more  than  230 
foundations  in  the  United  States  and  about 
176  of  these  have  medicine  and  the  public 
health  as  their  major  interest.  More  and 
more  we  have  begun  to  have  this  encroach- 
ment from  without  upon  the  nature  of  med- 
ical practice.  These  in  most  instances  are 
made  by  people  who  are  not  medically 
trained,  but  by  social  workers  and  sociologists 
and  philosophers  and  philanthropists  and  eco- 
nomists and  a great  many  other  people  who 
feel  that  medicine  must  be  their  problem. 
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Twenty  years  ago  the  social  service  worker 
was  hardly  known.  Today  we  have  in  the 
United  States  at  least  50,000  trained  social 
workers  and  anywhere  from  150,000  to  250,- 
000  amateur  social  service  workers  who  give 
their  full  time  to  these  social  service  prob- 
lems in  relationship  to  medicine. 

We  began  mechanizing  medicine.  Soon 
people  began  to  get  the  idea  that  it  really  was 
not  necessary  to  have  an  individual  doctor  to 
take  care  of  an  individual  patient.  It  was  all 
scientific,  and  if  you  only  got  the  proper 
scientific  information  down  on  the  history 
sheet  anybody  could  come  along  and  put  two 
and  two  together  and  say,  “These  are  the 
things  wrong  with  this  man.”  They  thought 
that  individualization  was  not  really  neces- 
sary in  the  practice  of  medicine. 

During  the  war  we  had  great  base  hospital 
units  which  operated  on  a mechanized  basis. 
They  had  to  because  it  was  their  business  to 
get  a soldier  back  to  the  front  as  soon  as  pos- 
sible. They  did  everything  necessary  in  the 
quickest  possible  manner  to  get  him  back  to 
work.  Occasionally  I take  a trip  through  the 
south.  I wondered  why  so  many  of  the 
negroes  were  short  of  a leg  or  an  arm  whereas 
one  could  go  through  a northern  city  and  not 
see  so  many  negroes  with  amputations.  I 
realized  it  was  the  custom  where  there  was  a 
great  deal  of  contract  labor,  if  a man  got  a 
crushing  injury  of  an  arm  or  a leg  to  get  that 
off  as  quickly  as  possible  and  get  him  back  to 
work  with  a working  artificial  limb  or  a hook. 
He  had  only  ten  or  twelve  days  in  the  hos- 
pital and  he  was  back  to  work  earning  his  own 
living.  In  the  north,  owing  to  a great  many 
of  our  fine  charitable  institutions,  a man  would 
be  put  to  bed  and  kept  there  twelve  or  four- 
teen weeks  or  even  months  at  the  county’s 
expense,  with  the  understanding  that  every- 
thing possible  would  be  done  to  give  him  a 
useful  limb  when  it  was  all  over.  But  that 
also  runs  into  a great  deal  of  money.  But  this 
reveals  the  attitude  toward  work  when  the 
quality  of  medical  service  is  concerned  in 
order  to  meet  a commercial  or  financial  de- 
mand. 


In  various  parts  of  the  United  States,  sys- 
tems have  grown  up  where  that  type  of  prac- 
tice has  come  to  be  the  rule  because  of  the 
local  conditions  that  exist.  In  certain  great 
centers  of  industry,  industrial  corporations 
hire  physicians  at  so  much  per  doctor  per 
month,  and  the  doctor  is  given  a certain  num- 
ber of  people  to  take  care  of.  The  employer 
deducts  from  the  employee’s  wages  to  pro- 
vide him  with  that  kind  of  medical  care.  But 
every  doctor  knows  that  is  not  the  best  type 
of  medical  service.  It  represents,  in  the  vast 
majority  of  cases,  a deterioration  of  medical 
service.  Eventually  the  Committee  on  the 
Costs  of  Medical  Care  created  by  the  great 
foundations  to  study  the  nature  of  medical 
practice  and  to  recommend  a change  in  the 
nature  of  medical  practice  came  out  with  a 
recommendation  for  groups  of  doctors  cen- 
tered around  hospitals  to  carry  on  medicine 
in  a machine-like  fashion.  This  was  opposed 
by  the  representatives  of  the  American  Med- 
ical Association. 

The  Committee  on  the  Costs  of  Medical 
Care  did  point  out  that  we  already  had  in  the 
United  States  lodge  practice,  group  practice, 
industrial  practice,  contract  practice,  insurance 
practice,  and  a great  many  other  systems 
which  in  most  instances  did  not  meet  the  de- 
sires of  the  physicians  as  to  what  was  right 
in  the  advancement  of  medical  care.  Of 
course,  in  some  places,  as  in  the  Army,  or  as 
in  the  Roanoke  Mills  situation  or  in  the  case 
of  the  Homestead  Mining  Company  or  in  the 
case  of  some  of  the  mining  companies  in  the 
State  of  West  Virginia,  there  has  grown  up 
a system  of  medical  care  which  does  not  rep- 
resent the  best  that  modern  medicine  has  to 
offer.  It  does  not  even  represent  the  average 
that  modern  medicine  has  to  offer.  It  does 
represent  the  application  of  commercial 
methods  and  of  money  saving  methods  and 
of  money  making  methods  to  the  field  of 
medical  practice,  not  for  the  benefit  of  the 
patient  and  not  for  the  benefit  of  the  medical 
profession,  but  for  the  benefit  of  the  indus- 
trial leaders  who  control  the  situation. 

This  is  a serious  situation  for  medicine. 
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In  Chicago  a group  of  five  laymen  organized 
a corporation  under  the  laws  of  Delaware  to 
conduct  medical  practice  in  Chicago,  bought 
space  in  all  the  Chicago  newspapers  to  ad- 
vertise medical  services  at  a fixed  price  per 
service,  regardless  of  the  nature  of  the  serv- 
ice or  who  gave  the  service.  It  was  early 
predicted  that  this  would  be  bound  to  fall  be- 
cause the  business  men  who  were  the  ex- 
ploiters would  take  the  money  and  the  doctors 
and  the  patients  would  suffer.  After  two 
years  a riot  or  a fracas  occurred  in  which  the 
chief  physician  beat  up  the  chief  promoter  so 
he  had  to  have  some  of  the  stitches  of  the 
chief  surgeon.  Now  it  is  at  the  point  of  dis- 
solution or  at  a point  where  we  have  a fission 
with  two  poor  little  corporations  in  the  place 
of  one  large  poor  one. 

This  is  invariably  the  result  when  commer- 
cial methods  endeavor  to  come  into  the  med- 
ical field. 

Another  reason  why  this  is  so  serious  to 
the  medical  profession  at  this  time  is  the 
growth  of  another  industry  in  the  United 
States,  the  advertising  or  propaganda  indus- 
try. In  1900  if  a quack  doctor  wanted  to  get 
hold  of  a lot  of  people  he  took  a horse  and 
wagon  and  went  from  town  to  town  and 
lectured  to  about  300  people  and  moved  on. 
With  the  growth  of  the  advertising  syndi- 
cates, the  newspaper  syndicates,  the  advertis- 
ing agencies,  the  use  of  the  radio  in  advertis- 
ing, and  all  of  our  other  new  means  of  ex- 
tending the  voice  of  man  to  a considerable 
number  of  people,  we  have  made  it  possible 
for  one  man  at  one  time  to  convince  20,000,- 
000  people  of  a certain  idea.  That  one  man 
may  be  a Huey  Long,  he  may  be  a General 
Johnson,  he  may  be  a Father  Coughlin,  or  he 
may  be  the  President  of  the  United  States. 
In  the  field  of  medicine  he  may  be  the  presi- 
dent of  the  American  Medical  Association, 
the  Surgeon-General  of  the  United  States 
Army  or  the  United  States  Public  Health 
Service,  or  he  may  be  the  promoter  of  Bayer’s 
Aspirin  or  Crazy  Crystals  or  Mineral  Wells 
Crystals  or  something  of  that  type.  We  have 


not  yet  exercised  suitable  control  over  propa- 
ganda in  forming  public  opinion. 

We  are  influenced  by  slogans.  Some  time 
ago  a slogan  swept  the  country  which  is  just 
as  untrue  and  as  unsatisfactory  as  are  a great 
many  of  these  advertising  slogans.  “Every- 
one is  entitled  to  the  best  type  of  medical  care 
for  a price  that  he  can  afford  to  pay.”  We 
do  not  say  everybody  is  entitled  to  the  best 
transportation  for  a price  that  he  can  afford 
to  pay,  so  some  ride  in  Pullmans  and  some 
in  day  coaches  and  some  ride  blind  baggage. 
We  do  not  say  everybody  is  entitled  to  the 
best  type  of  food  or  fuel  or  clothing  or  shelter 
or  any  of  the  other  necessities  of  life,  but  we 
pick  out  medical  care.  We  say  that  everybody 
is  entitled  to  the  best  type  of  medical  care  for 
a price  that  he  can  afford  to  pay.  When  we 
say  the  best  type  of  medical  care,  we  do  not 
mean  necessarily  the  most  scientific  and  cap- 
able type  of  medical  care.  We  mean  by  that 
all  of  the  accessories  which  have  come  into 
medicine  and  which  a great  many  people 
have  been  taught  by  the  wrong  kind  of  pro- 
paganda are  absolutely  necessary  to  the  best 
type  of  medical  care.  Wre  mean  individual 
rooms  and  three  shifts  of  nurses  working  eight 
hours  each,  and  we  mean  cooks  and  dietitians, 
and  we  mean  a great  many  of  these  other 
things  applied  individually  to  patients  which 
are  not  absolutely  essential  in  medicine.  The 
one  absolute  essential  in  medicine  is  the  com- 
petent doctor  for  the  patient  in  the  best  pos- 
sible place  in  which  that  patient  may  be  ac- 
cording to  his  circumstances.  With  the  right 
diagnosis  and  the  right  scientific  treatment 
most  patients  will  do  well  without  a great 
many  of  the  other  accessories  which  have 
been  brought  into  the  picture  by  the  propa- 
ganda which  has  been  put  over  on  the  people 
of  the  United  States  largely  by  the  founda- 
tions. Social  service  workers  and  economists 
have  made  a vast  number  of  the  people  think 
that  they  need  all  of  these  other  things  in 
order  to  have  the  best  type  of  medical  care. 

The  Milbank  Fund,  the  Rosenwald,  the 
Twentieth  Century,  and  a great  many  of 
these  other  foundations  have  been  working  in 
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state  after  state  over  the  radio  and  in  many 
other  ways  to  spread  abroad  in  the  land  the 
idea  that  we  must  have  some  sort  of  a com- 
pulsory sickness  insurance  system,  adminis- 
tered largely  by  bureaucrats  and  lay  workers 
in  order  to  cause  everybody  to  put  away 
enough  money  to  provide  him  with  the  right 
kind  of  medical  service.  In  doing  that  they 
do  not  recognize  the  true  democratic 
American  principle  which  puts  on  the  indiv- 
idual the  right  to  choose  for  himself  the 
manner  in  which  he  shall  dispose  of  the  funds 
which  he  makes  in  his  work. 

When  Mr.  Hoover  some  years  ago  formed 
a committee  to  study  recent  economic  changes 
in  the  United  States,  they  found  that  during 
the  past  twenty-five  years  the  most  significant 
thing  that  had  happened  in  the  United  States 
was  the  increasing  expansion  of  human  desires 
and  wants. 

The  American  of  1932  did  not  care  to  live 
the  life  that  was  lived  by  Americans  in  1900. 
He  had  to  have  a motor  car,  and  preferably 
two  motor  cars.  In  1900  our  tobacco  bill  was 
relatively  small  but  by  1932,  due  largely  to 
the  development  of  the  cigarette  and  adver- 
tising promotion  of  the  cigarette  we  were 
spending  $4,000,000,000  annually  on  cigar- 
ettes. Motor  cars  and  automotive  parts  do 
not  appear  in  the  national  budget  of  1900, 
but  in  1932  represent  $10,000,000,000  an- 
nually. We  are  now  spending  $2,000,000,000 
for  candies  and  ice  cream  and  soda  waters. 
In  1900  there  was  not  in  the  budget  any  item 
for  motion  pictures,  but  today  we  spend  from 
three  to  four  billion  dollars  annually  on  mo- 
tion pictures.  We  now  spend  $2,000,000,000 
annually  on  radios,  musical  instruments  of 
various  kinds,  including  the  saxophone.  Our 
bill  for  cosmetics  has  moved  up  from  $200,- 
000,000  annually  in  1900  to  somewhere  be- 
tween $1,000,000,000  and  $2,000,000,000 
annually  in  1932. 

We  have  vast  numbers  of  people  spending 
money  upon  things  which  are  not  necessities 
to  a happy  life  without  a realization  that  the 
basic  necessities  of  life  are  food,  fuel,  cloth- 


ing, shelter,  and  medical  care.  These  are  the 
basic  necessities  of  life,  and  I might  add  den- 
tal care.  We  are  far,  far  removed  from  ade- 
quate dental  care  for  the  American  people. 
We  already  spend  more  for  dental  care  each 
year  in  the  United  States  than  we  spend  for 
all  of  medical  care.  Our  total  bill  for  medi- 
cine in  the  United  States  each  year  is  $3,- 
800,000,000,  which  is  less  than  is  spent  upon 
cigars  and  cigarettes,  one-third  as  much  as  is 
spent  for  motor  cars  and  automotive  parts. 
We  spend  $4,200,000,000  annually  for  den- 
tal care.  The  average  expenditure  for  dental 
care  in  the  United  States  today  is  about  $5.00 
per  family  per  year,  and  if  they  were  to  get 
the  kind  of  dental  care  that  comes  to  a man 
with  a $6,000  a year  income,  it  would  cost 
them  $105  per  family  per  year.  You  can  see 
that  that  is  twenty  times  the  amount  of  money 
that  people  now  spend  upon  their  dentistry. 

The  great  foundations  are  actively  at  work 
making  propaganda  for  compulsory  sickness 
insurance.  It  is  up  to  the  medical  profession, 
which  is  the  only  body  legally  entitled  to 
practice  medicine,  the  only  body  entitled  by 
education  and  training  and  experience  to  prac- 
tice medicine,  to  use  all  of  its  forces  to  educate 
our  people  as  to  what#is  the  right  kind  of 
medical  care.  And  in  educating  the  people 
we  must  bear  in  mind  that  there  are  interests 
representing  the  hospitals  which  have  a finan- 
cial situation  with  which  they  must  deal  in- 
dividually, there  are  interests  representing 
certain  great  industries,  there  are  interests 
representing  certain  fraternal  brotherhoods 
and  other  organizations  of  that  type  who  feel 
that  they  want  to  dominate  the  medical  pict- 
ure and  that  it  is  up  to  them  to  tell  the  people 
of  the  United  States  the  kind  of  medical  ser- 
vice that  the  people  ought  to  have. 

It  is  up  to  the  medical  profession  of  this 
country,  the  organized  medical  profession  as 
represented  by  the  county  and  state  medical 
societies  and  the  American  Medical  Associa- 
tion, to  conduct  the  necessary  education  of 
our  people  as  to  what  is  the  right  kind  of 
medical  care,  as  to  the  importance  of  good 
medical  care  for  human  happiness,  as  to  the 
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importance  of  medical  costs  in  the  family  bud- 
get in  relationship  to  the  costs  for  all  of  these 
other  luxuries  of  life  which  have  come  to  be 
for  many  of  the  American  people  necessities. 
If  the  American  people  are  properly  edu- 
cated they  will  realize  that  medical  care  is  so 
intimate  a matter  for  the  average  man  and 


for  his  family,  so  important  a matter  in  rela- 
tionship to  their  lives  and  to  their  happiness, 
that  they  will  want  to  decide  that  matter  for 
themselves  in  each  instance  and  not  to  have 
it  decided  for  them  by  bureaucracies,  by 
foundations,  by  social  workers,  or  by  any 
other  system. 


THE  EVOLUTION  OF  OTOLARYNGOLOGY 
AS  A MEDICAL  SPECIALTY* 


‘By  John  Edwin  Brown,  Sr.,  M.  D. 
Columbus,  Ohio 


Tn  the  time  at  our  disposal  I venture  to 

name  the  following  as  outstanding  factors 
in  the  evolution  of  otolaryngology: 

1.  Modern  anesthetic  agents,  and  vaso- 
motor agents ; 

2.  X-rays  and  radium; 

3.  The  contributions  of  the  modern  lab- 
oratory; 

4.  Allergy; 

5.  Surgical  technique  and  instrumenta- 
tion. 

Let  us  take  the  first  of  these  factors,  an- 
esthetic agents  and  rrtethods: 

Without  going  back  to  the  impetus  given 
all  surgical  procedures  through  the  earlier 
use  of  ether  and  chloroform,  we  can  begin 
with  the  announcement  in  1884  of  the  anes- 
thetic properties  of  cocaine.  At  that  time  the 
world  supply  of  the  drug  amounted  to  only 
a few  grams.  Here  was  an  agent  that  not 
only  gave  local  anesthesia  but  contracted 
blood  vessels  and  diminished  hemorrhage  as 
well.  And  so  was  revolutionized  at  once  oto- 
laryngologic practice  and  surgery,  quite  as 
much  as  the  practice  of  ophthalmology,  for 
the  benefit  of  which  the  quest  began.  Opera- 
tions on  the  intranasal  structures,  heretofore 
bloody  and  painful,  were  performed  with 
startling  ease.  The  agent  was  not  only  used 
by  topical  application,  in  powder  or  crystals, 
or  in  solution  on  absorbing  mucous  surfaces, 

* K- ml  nt  tin1  meeting  of  tin*  West  Virginia  State  Medical  Amo- 
< iut ion  nt  Wheeling,  Ma>  7.  19 


but  injected  subcutaneously  for  blocking  or 
regional  anesthesia.  Its  vasomotor  effects 
permitted  aeration  of  the  nasal  chambers  and 
wider  inspection,  leading  to  more  accurate 
diagnoses.  Having  struggled  for  years  un- 
successfully to  relieve  many  cases  of  nasal 
obstruction,  this  agent  offered  the  solution — 
transient  relief  by  application  alone,  perman- 
ent by  amputation  of  the  inferior  or  respira- 
tory turbinal. 

In  the  wake  then  of  this  tremendously  im- 
portant discovery  of  cocaine  came  camp  fol- 
lowers in  the  form  of  the  cocaine  habit  and 
of  the  defunctionalized  nose.  The  nose  needs 
the  rich  vascular  supply  of  its  lower  area  to 
warm  and  moisten  the  air  on  its  way  to  the 
lungs — and  many  were  the  patients  in  the 
late  eighties  and  through  the  nineties  who 
suffered  the  sequel  to  the  surgery  of  that 
time,  in  chronic  pharyngitis  and  tracheo- 
bronchitis. It  is  needless  to  say  that  the 
pendulum,  which  had  swung  so  far  in  this 
new  field,  soon  settled  to  its  true  point  of 
equilibrium  and  more  conservative  approaches 
were  made  to  the  problems  of  obstruction. 

Cocaine  proved  toxic,  and,  despite  rules  of 
safety  adopted,  had  to  be  withdrawn  from 
many  uses  to  which  it  was  at  first  put.  The 
chemist  has  been  able  to  supplement  this  pio- 
neer agent  with  many  others  of  clinical  po- 
tency and  a greater  safety  factor — novocaine, 
procaine,  pantocaine,  beta-eucaine,  holocaine, 
butyn  and  others. 
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Incidental  actions  in  connection  with  the 
anesthesia  these  several  agents  may  produce, 
give  grounds  for  the  selection  of  one  as 
against  the  others  for  particular  operative 
purpose.  The  toxic  effect  of  cocaine  sets  up 
many  restrictions  in  regard  to  its  use,  but 
despite  this  it  continues  to  be  the  anesthetic 
of  election  for  topical  use  far  above  any  one 
other.  For  anesthesia  by  infiltration  of  the 
tissues,  less  toxic  members  of  this  group  may 
be  chosen,  and  their  efficacy  has  enabled  the 
otolaryngologic  surgeon  to  bring  them  more 
and  more  into  this  field  for  use  in  major  op- 
erations, and  by  so  doing  reduced  the  hem- 
orrhage, shock  and  morbidity  following  the 
same. 

Shortly  following  the  introduction  of  local 
anesthesia  came  the  announcement  of  the 
vasoconstrictor  effects  of  the  adrenal  secre- 
tion, and  soon  the  use  of  the  solution  of  its 
extract  for  control  of  hemorrhage  was  added 
to  that  of  the  anesthetic  agent,  or  was  used 
alone.  More  recently  ephedrine  has  shown 
its  value  as  an  agent  to  deplete  the  vascular 
and  turgescent  structures  along  the  respira- 
tory tract,  but,  perhaps  because  more  recent, 
we  are  seeing  it  exploited  by  the  pharma- 
ceutical houses  and  its  virtues  testified  to  by 
those  not  in  position  to  act  as  judges. 

In  general  anesthesia  methods  and  appara- 
tus of  administration  have  so  improved  that 
the  surgeon  is  able  much  more  skillfully  to 
follow  out  his  planned  procedure.  Contin- 
uous vapor  anesthesia  makes  the  tonsil  opera- 
tion a very  different  one  from  what  it  was  at 
the  time  that  complete  enucleation  came  to  be 
the  accepted  procedure.  Peritonsillar  tissue 
infiltration  has  come  to  be  the  method  com- 
monly employed  in  the  operation  on  adults. 
The  nasal  tube  passed  on  into  the  trachea,  a 
local  anesthetic  having  been  first  applied  to 
the  upper  larynx,  makes  for  efficiency  in 
lengthy  or  bloody  operations  in  the  mouth 
and  fauces.  As  the  follow-up  of  local  anes- 
thesia in  laryngectomy  the  tube  is  also  used 
in  the  trachea.  It  renders  the  patient  uncon- 
scious during  that  stage  of  the  operation 
where  pain  enters  into  the  case  and  the  mental 


shock  is  acute.  Mastoidectomy  can  be  done 
without  ether  or  chloroform  where  these  are 
contraindicated,  and  the  local  anesthetic  aided 
by  avertin  can  find  other  uses  in  otolaryngol- 
ogy, particularly  in  operations  involving  the 
larynx  and  tracheobronchial  tree.  Brief  anes- 
thesia may  be  secured  by  intravenous  agents, 
such  as  evipal.  T his  resume  is  sufficient  to 
show  what  an  aid  modern  anesthetics  have 
been  in  the  evolution  of  the  specialty. 

X-ray:  How  much  sinus  surgery  had  been 
performed  previous  to  its  introduction,  and 
what  dependability  of  diagnosis  had  we? 
This  diagnosis  depended  upon  localizing  a 
source  of  discharge  in  the  nose,  upon  the  pres- 
ence and  location  of  pain,  on  swelling  and 
fever.  The  frontal  sinus,  because  of  the  in- 
dividual variations  in  size  and  distribution, 
was  an  unknown  quantity,  and  if  the  data  at 
hand  indicated  an  external  operation,  the  sur- 
geon was  warned  in  the  absence  of  fistula, 
that  he  could  depend  upon  finding  his  sinus 
only  if  he  opened  low  down  on  the  frontal 
near  its  nasal  insertion.  From  there  he  must 
literally  feel  his  way  surgically.  Until  he 
opened  his  sinus  he  could  not  be  sure  but 
that  the  discharge  noted  in  the  nose,  and  the 
pain  and  other  disturbance  in  the  case  might 
arise  from  involvement  of  the  anterior  eth- 
moidal cells  alone.  Clinically  there  was  no 
such  thing  as  recognizing  the  orbital  exten- 
sions of  the  ethmoids.  With  x-rays  came 
definite  information  as  to  the  extent  of  the 
frontals  and  ethmoids,  and  as  to  departures 
from  the  normal  in  the  light  transmission 
through  the  area  of  these  bone  cavities.  Sinus 
pathology  became  a comparatively  open  book 
and  diagnosis  correspondingly  more  accurate, 
though  not  always  simple.  The  method  of 
Proetz  by  which  opaque  oil  can  be  introduced 
into  some  of  these  sinuses  adds  to  the  refine- 
ment of  diagnosis.  In  sinus  disease  disparities 
in  clearness,  or  lack  of  change  in  the  x-ray 
picture,  as  well  as  by  transillumination,  must 
be  interpreted  in  the  light  of  all  data  supplied 
from  other  laboratory  work  and  clinical  study. 

If  the  x-ray  had  done  nothing  more  than 
enable  us  to  visualize  what  is  going  on,  or 
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has  taken  place  under  the  gum  line  about  the 
roots  of  the  teeth,  otolaryngology  would  be 
a beneficiary  despite  such  limitation. 

In  the  lower  respiratory  area  the  x-ray  has 
been  the  informatory  base  upon  which  bron- 
choscopy has  been  built.  Some  x-ray  opera- 
tors in  the  early  days  of  this  art  passed  grasp- 
ing instruments  into  the  trachea  and  bronchi 
under  the  fluoroscope  for  the  removal  of  for- 
eign bodies.  This  technique  passed  out  with 
the  perfection  of  the  Jackson  tubes  with  their 
distal  illumination. 

It  is  interesting  to  note  how  the  masters  of 
our  surgery  tried  to  visualize  the  mastoid.  If 
its  surface  was  smooth  and  the  angle  of  the 
posterior  margin  of  the  tip  broad,  they  ex- 
pected to  find  a pneumatic  process  with  the 
lateral  sinus  far  back,  whereas  if  the  mastoid 
surface  was  convex  and  roughened  and  the 
tip  narrow,  they  presumed  a diploic  process 
with  the  lateral  sinus  forward.  How  uncer- 
tain were  these  means  of  settling  factors  so 
important  in  mastoid  surgery  was  shown  by 
the  frequency  of  accidental  exposure  and 
opening  of  the  lateral  sinus,  while  areas  of 
bone  pathology  beyond  the  limits  of  the  main 
infection  or  necrosis  were  frequently  over- 
looked. Now  the  information  of  the  x-ray,  by 
giving  us  a picture  of  both  mastoids,  in  which 
ordinarily  only  one  is  involved  in  the  disease, 
enables  the  surgeon  to  determine  beforehand 
the  anatomical  limits  of  the  process,  the  posi- 
tion of  the  lateral  sinus  and  whether  its 
groove  in  the  bone  is  shallow  or  deep; 
whether  the  roof  and  zygomatic  cells  are  tak- 
ing part  in  the  pathology.  The  safety  factor 
for  the  lateral  sinus  has  been  tremendously 
increased,  even  aside  from  the  factor  that  the 
otologic  surgeon  is  presumably  a better 
trained  man  now  than  a quarter  of  a century 
ago. 

It  should  be  emphasized  therefore  that  the 
otolaryngologist  should  study  all  the  x-rays 
in  his  work,  listening  to  the  plate  description 
of  the  roentgenologist  and  adding  that  knowl- 
edge to  his  own.  As  time  goes  on  he  finds  his 
own  judgment  becoming  more  and  more  de- 
pendable, but  he  should  never  allow  himself 


to  ignore  the  experience  of  the  man  whose 
daily  work  is  with  x-ray  pictures.  The  fine 
interpretation  of  basal  skull  negatives  has 
aided  the  work  of  Eagleton,  Kopetzky  and 
others  in  establishing  petrous  infection  as  an 
entity  to  be  diagnosed  and  operated  upon. 

Some  evidence  has  been  adduced  to  the 
theory  of  beneficial  therapeutic  effect  of  x-ray 
in  mastoid  disease,  enough  that  in  a case 
where  for  any  reason  operation  is  positively 
refused  it  may  be  used,  in  the  hope  that  the 
grosser  effects  of  the  disease  such  as  bone 
breaking  down,  have  not  actually  as  yet  taken 
place.  Along  with  x-ray  we  should  include 
methods  of  electric  illumination  of  many  use- 
ful types. 

Radium  has  a proper  field  in  a number  of 
neoplastic  conditions  about  the  upper  air  tract 
and  accessory  cavities.  It  has  supplemented 
surgery  in  malignancies;  it  admirably  solves 
the  cure  of  early  fibromas  about  the  naso- 
pharynx, and  is  called  on  as  a palliative  in 
malignancies  here,  as  well  as  elsewhere  about 
the  pharynx  and  fauces. 

Laboratory : We  here  run  a risk  of  omitting 
much  noteworthy  matter.  Bacteriology  as  a 
science  seems  only  a half  of  a century  old. 
Following  the  identification  of  the  germ  of 
tuberculosis  has  come  a series  of  announce- 
ments, identifications  and  classifications  that 
have  helped  to  advance  general  medical 
science,  and  otolaryngology  in  particular.  We 
shall  speak  first  of  the  discovery  that  has 
nearly  abolished  one  otolaryngologic  field. 
Diphtheria  is  the  disease  and  intubation  was 
the  procedure.  Bacteriology  established  the 
Klebs-Loeffler  bacillus  as  the  undoubted 
cause  of  the  disease,  but  up  to  1 885  and  1886, 
tracheotomy  has  been  the  only  measure  to 
overcome  obstruction  when  the  larynx  was 
involved.  Following  Waxham’s  successful 
intubation,  O’Dwyer  perfected  the  set  of  in- 
struments which  are  standard  to  this  day.  By 
means  of  them  patency  of  the  air  passage  was 
restored  until  recovery  set  in,  or  tracheotomy 
was  performed  in  the  more  virulent  and  ex- 
tended cases.  Then  the  laboratory  with  its 
continued  research  finally  gave  us  diphtheria 
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antitoxin.  Its  use  has  relegated  intubation  to 
the  position  of  a rare  procedure,  the  still  oc- 
casionally called  for  in  various  types  of  laryn- 
geal obstruction,  including  diphtheria,  where 
antitoxin  has  not  been  used  early  or  where  its 
usual  effects  are  delayed.  But  many  of  my 
hearers  have  never  had  to  have  a case  intu- 
bated. 

Out  of  the  laboratory  has  come  much  more 
data  on  the  bacteriological  element  in  disease 
of  the  upper  air  tract,  and  based  on  this  has 
been  built  the  therapeutics  of  serology.  The 
laboratory  with  clinical  research  has  done 
much  to  clarify  blood  pathology  and  the  dev- 
otees of  this  work  are  frequently  needed  in 
the  sick  room  with  the  otolaryngologist. 

In  mastoid  work  where  intracranial  com- 
plications are  present  or  are  suspected,  the 
laboratory  information  is  absolutely  essential 
to  mapping  out  the  procedures  to  be  followed. 

The  search  has  gone  on  for  the  organism 
or  virus  identified  with  the  “common  cold.” 
This  malady,  which  so  much  concerns  the 
general  practitioner,  figuratively  speaking,  is 
found  on  the  doorstep  of  the  otolaryngologist. 
We  know  that  if  it  were  done  away  with,  mil- 
lions of  working  days  would  be  added  to 
world  output,  with  elimination  of  the  millions 
of  dollars  of  expense  entailed  by  it  in  medical 
care,  drugs,  nursing,  etc.  Medicine  is  endeav- 
oring to  solve  the  problem  of  its  prevention. 
Autogenous  and  specific  vaccines  are  now 
widely  and  efficiently  used  in  its  therapy,  and 
quite  recently  the  health  clinics  of  some  of 
our  larger  universities  have  devoted  them- 
selves to  a direct  study  of  various  types  of 
treatment,  and  have  apparently  found  com- 
binations of  especial  efficacy  in  the  acute 
coryza.  In  the  subacute,  recurrent,  and  more 
chronic  type  of  disease  the  treatment  is  less 
efficient  and  here  autogenous  vaccines  have 
proven  of  greater  aid.  How  much  value 
should  be  attached  to  the  use  of  the  several 
serums  meant  to  combat  the  activity  of  spe- 
cific organisms  is  yet  an  open  question.  We 
know  that  in  some  cases  the  testimonv  has 
been  positive  to  their  benefit.  In  the  more 
virulent  invasions  of  the  mastoid  and  sinuses 


the  otolaryngologist  must  associate  with  him- 
self the  armamentarium  of  the  laboratory  ex- 
pert, depending  on  him  for  bacterial  diag- 
nosis and  therapy  suggestion,  and  getting  the 
information  from  spinal  puncture.  Where  an 
infection  is  shown  to  be  of  pneumococcus  or 
streptococcus  origin  we  know  that  the  upper 
air  tract  or  ears  furnish  the  usual  focus  or 
foci  for  this.  Above  all  from  the  laboratory 
he  secures  the  indications  for  blood  transfu- 
sions and  their  continuance,  realizing  that 
with  this  aid  the  lives  of  many  patients  will 
be  saved  that  before  would  have  been  lost. 
The  frequent  use  of  amnidon,  sterile  milk, 
antityphoid  vaccine,  Krueger  vaccines,  and 
other  foreign  proteins  to  produce  a reaction 
increasing  resistance  to  local  and  systemic  in- 
fections indicate  that  there  is  a proper  place 
for  these  in  our  work. 

In  the  laboratory  Barany  worked  out  the 
physiology  of  the  labyrinth  in  such  a remark- 
able way  that  its  function  and  relation  to 
body  equilibrium  and  hearing  were  fairly 
well  understood  for  the  first  time.  His  work, 
put  to  practical  application,  was  the  basic  ele- 
ment in  our  medical  aviation  examining  units 
during  the  World  War.  Now,  Dandy  has 
come  to  supplement  this  work  in  a most  im- 
portant and  practical  way,  by  section  of  the 
vestibular  portion  of  the  eighth  nerve  as  a 
cure  for  Meniere’s  disease,  and  showing  suc- 
cessful results  therefrom.  Furstenberg  at 
Michigan  has  had  a research  force  that  has 
been  working  on  alleviating  this  symptom 
complex  by  a control  of  the  acid  and  alkali 
ash  products  taken  into  the  system. 

Allergy:  Allergy  has  both  given  to  and 
taken  from  otolaryngology.  It  has  furnished 
an  apparently  dependable  explanation  of  the 
rationale  of  a group  of  symptoms  and  a suc- 
cession of  pathologic  changes  not  hitherto 
yielding  to  our  understanding.  It  has  taken 
from  members  of  our  group  a large  amount 
of  work  which,  because  of  its  wide  inclusive- 
ness, is  better  cared  for  by  the  new  specialist, 
the  allergist.  Dr.  Warren  Vaughn,  in  discuss- 
ing the  subject,  said,  “When  the  rhinologist 
claimed  the  field  for  his  own,  the  allergist 
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wanted  it  for  his,  with  the  result  that  not  in- 
frequently each  wished  that  it  belonged  en- 
tirely to  the  other.”  Hay  fever  has  long 
been  the  subject  of  laboratory  and  clinical 
study  by  the  otolaryngologist.  The  details 
of  the  annual  onset  of  the  disease  and  its  ac- 
tive cycle  ending  with  the  first  frost,  were 
admirably  analyzed  and  the  relationship  with 
certain  plants,  flowers  and  dust-like  powders 
set  up.  The  trouble  was  that  the  nature  of 
plant  pollen  and  the  amount  of  it  dissem- 
inated in  the  atmosphere  were  not  as  well 
understood.  In  the  1870’s  investigators  were 
close  on  the  trail,  and  Blackley  produced  skin 
reactions  by  pollen  extracts. 

Nearly  two  decades  later,  Dunbar  identi- 
fied the  pollens,  and  established  immunity 
by  subcutaneous  injection  of  the  appropriate 
pollen  extracts.  Pollantin  was  the  name  ap- 
plied to  the  first  of  these.  In  the  flood  of 
these  marketed  later,  there  were  many  fail- 
ures, due  in  part  to  inefficient,  mixed,  or  alto- 
gether wrongly  labeled  extracts.  The  com- 
mercial importance  of  the  market  for  these, 
along  with  experience,  has  resulted  in  an 
abundance  of  dependable  products.  In  1922 
Goodale  (American  Laryngolical  Associa- 
tion) discussed  this  subject  and  sinus  disease, 
giving  what  at  that  time  was  advanced 
thought  on  the  subject  of  bacterial  proteins 
and  their  relation  to  sensitization  of  the  res- 
piratory mucosa — this  including  the  mem- 
branes of  the  sinuses  as  well.  Animal  hair, 
mixed  house  and  street  dusts,  food  proteins 
have  been  added  to  those  which  actuate  the 
trigger  mechanism  by  which  the  hypersensi- 
tive mucosa  explodes  into  the  clinical  allergic 
picture.  With  these  proven  relationships 
there  still  remained  the  question — is  allergy 
grafted  on  some  case  of  active  nasal  pathol- 
ogy, or,  asking  the  question  differently — 
to  what  extent  does  allergy  develop  pathol- 
ogy in  the  nose  and  sinuses?  The  evidence 
was  gaining  that  it  did  more  than  just  cause 
vasomotor  paresis  with  edematous,  pale  and 
sensitive  mucosa.  This  was  true  where  the 
allergic  factor  was  apparent.  Then  cases 
under  observation  with  extensive  pathology 


were  shown  to  have  an  allergic  phase.  This 
was  shown  by  the  presence  of  eosinophiles  in 
either  the  blood,  the  nasal  secretions  or  the 
tissues  involved.  The  presence  of  nasal  polyps 
is  now  suggestive  of  allergy  because  ordin- 
arily eosinophiles  are  found  in  connection 
with  them,  and  some,  like  Hirsch  of  Vienna, 
contend  that  all  nasal  mucous  polyps  are  the 
product  of  allergy.  Kern  and  Schenck  on 
this  thesis  investigated  carefully  polyp  cases  ■ 
where  there  was  no  history  of  allergy.  In 
twenty-five  such  cases,  asthma  was  found 
present  in  13;  migraine  in  one,  and  urticaria, 
one.  Hay  fever,  vasomotor  coryza  and  asthma 
are  all  to  be  considered  the  products  of  al- 
lergy. The  field  of  study  opened  by  these 
contributions  to  our  knowledge  extend  in 
more  than  one  direction.  If  the  otolaryngol- 
ogist is  to  carry  on  his  own  allergic  work,  as 
will  more  frequently  be  the  case  than  not,  he 
must  understand  something  of  the  hereditary 
influence  in  these  cases ; he  must  know  what 
anaphylaxis  is  in  animals  and  men,  and  know 
the  potency  for  good  or  ill  of  the  agents  with 
which  he  must  do  this  work.  In  fact  he 
undertakes  to  practice  one  of  the  border  line 
fields  of  otolaryngology  that  implies  knowl- 
edge of  another  specialty. 

That  surgical  technique  has  improved  along 
with  other  phases  of  our  specialty  knowledge 
must  be  apparent.  Much  of  this  has  come  for 
appropriating  it  from  general  surgery  or 
other  surgical  specialties.  I have  selected  but 
a few  illustrations  to  indicate  the  progress 
that  has  been  going  on. 

T onsils:  A volume  could  be  written  setting 
forth  the  views,  from  decade  to  decade,  of 
otolaryngologic  authors  on  the  surgery  of  the 
tonsils.  It  has  always  been  axiomatic  that  the 
greater  the  number  of  remedies,  or  the  types 
of  operative  procedures  for  a given  trouble, 
that  the  explanation  lay  in  failure  to  achieve 
results  from  any  one  of  these,  or  all  are  suc- 
cessful and  satisfactory.  Without  going  into 
too  much  of  a historical  resume,  it  can  be 
said  that  a steady  and  rapid  evolution  has 
taken  place  in  tonsil  surgery.  I’he  aim  of 
this  first  surgery  was  to  remove  that  portion 
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of  the  tonsil  which  projected  beyond  the 
plane  of  the  pillars.  The  operator  was  cau- 
tioned to  always  keep  his  instrument  in  line 
with  the  antero-posterior  plane  of  the  head 
and  not  to  press  laterally  so  as  to  cut  too 
deep  into  the  tissues,  as  in  this  case  serious 
results  and  hemorrhage  would  follow.  When 
cocaine  came  into  use,  this  permitted  freer 
handling  of  the  throat  under  manipulation. 
More  cases  were  operated  upon  and  it  was 
found  that,  despite  the  good  results  obtained 
in  some,  little  or  no  benefit  followed  in 
others.  It  was  noted  that  following  amputa- 
tion of  the  so-called  pedunculated  tonsil, 
there  was  little  tonsil  left  in  the  faucial 
pocket,  there  was  absence  of  crypts  in  the 
tissue  and  the  result  was  highly  satisfactory 
to  the  patient.  But  in  another  type,  while  the 
projecting  surface  of  the  tonsil  had  been  sliced 
off,  there  yet  remained  a mass,  bv  far  the 
greater  part  of  the  original  tonsil,  and  it  con- 
tinued to  be  the  seat  of  inflammation  or 
source  of  infection  quite  as  much  as  before. 
Then  came  the  tonsil  punch  forceps,  by  which 
the  operator,  bringing  a new  type  of  skill  to 
his  work,  extended  the  removal  of  tissue  with- 
in the  limits  of  the  pillars  and  endeavored  to 
obliterate  all  tonsillar  crypts  by  biting  out  the 
tissue  down  to  the  tonsil  base  or  capsule.  This 
again  at  times  left  trouble-breeding  tissue  be- 
hind. When  it  was  found  that  the  operation 
could  be  extended  this  far  it  was  only  a slight 
and  logical  step  to  remove  the  gland  in  its 
entirety.  Much  was  written  at  this  stage  be- 
cause the  tonsil  operation  had  passed  from  a 
minor  superficial  procedure  to  a major  one, 
involving  all  the  questions  of  skill  and  sur- 
gical risk  that  any  major  attack  involves.  The 
profession  and  the  laity,  so  long  accustomed 
to  regard  the  operation  as  a simple  one,  have 
not  been  inclined  to  attach  to  it  the  import- 
ance that  now  necessarily  surrounds  it.  Dif- 
ferent operators  may  use  different  instru- 
mentation and  different  methods  of  anesthe- 
sia, but  there  are  steps  of  preliminary  exam- 
inations, involving  knowledge  of  the  patient 
as  a patient,  and  not  merely  knowledge  of  his 
throat,  that  come  into  the  picture.  Anesthesia 


that  is  satisfactory  for  one  may  not  be  for 
another  operator,  but  always  the  safest  anes- 
thetic for  the  particular  patient  must  be  used. 
W hile  the  tonsils  are  to  be  removed  in  their 
entirety,  the  structures  around  them  should 
be  undamaged,  capable  of  their  usual  normal 
functions.  Electrocoagulation,  advised  in 
cases  where  surgery  was  contraindicated  by  a 
bleeding  history  or  some  other  bona  fide  fac- 
tor was  soon  used  to  overcome  the  phobia 
of  operation.  It  ought  to  be  self-evident  that 
no  apparatus  can  of  itself  qualify  a man  for 
the  important  diagnoses  and  choice  of  treat- 
ment in  throat  pathology,  not  to  say  give  him 
the  skill  to  dispose  cleanly  of  diseased  tonsil 
tissue  under  conditions  which  tax  the  re- 
sources of  the  experienced  otolaryngologist. 
In  the  discussion  of  this  subject,  Dr.  Coates 
gives  it  as  his  opinion  that  the  laryngologist 
should  “include  electrocoagulation  in  his  op- 
erative technique  in  order  to  keep  the  method 
out  of  the  hands  of  charlatans  and  those  phy- 
sicians who  consider  only  monetary  gain”  but 
at  the  same  time  urges  that  it  is  not  the  opera- 
tion of  choice. 

I speak  as  an  onlooker  in  this  form  of  treat- 
ment. I have  patients  for  whom  I have  ad- 
vised it.  I might  say  that  these  were  not 
always  ones  in  which  surgery  was  contra- 
indicated so  much  as  ones  with  a phobia  for 
surgery  generated  by  propaganda  literature 
which  had  fallen  into  their  hands.  Many  re- 
gretted their  choice  because  of  the  number  of 
sittings  the  treatment  required  with  the  con- 
sequent sum  total  of  discomfort.  In  my  mind 
electrocoagulation  makes  possible  a valuable 
procedure  in  the  hands  of  the  otolaryngologic 
surgeon.  It  has  no  place  in  tonsil  surgery 
save  in  the  hands  of  such  a trained  operator. 
Just  now  the  method  is  not  in  its  true  place 
because  of  unethical  publicity  that  wrongly 
influences  both  the  operator  and  the  patient 
in  their  choice  of  the  procedure.  Undoubted- 
ly this  state  of  affairs  will,  as  time  goes  on, 
adjust  itself,  and  electrocoagulation  will  stand 
on  its  merits  and  be  used  when,  where  and  by 
whom  intelligent  surgery  of  the  throat  indi- 
cates. 
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Mastoid:  A marvelous  history  of  revela- 
tion, evolution  and  progress  is  written  in  mas- 
toid surgery.  A few  years  ago  a busy  physi- 
cian whose  practice  for  more  than  twenty-five 
years  had  taken  him  over  a large  radius 
among  farming  people,  said  that  the  mastoid 
case  he  brought  in  was  the  first  he  had  seen 
in  his  practice.  Such  an  experience  does  not 
tally  with  wide  medical  observation.  Celsus 
who  wrote  B.  C.  30,  comments  on  the  mor- 
bidity of  ear  disease,  and  if  the  Hippocratic 
medical  writings  of  300  years  earlier  had  not 
been  lost  we  would  undoubtedly  find  in  them 
reference  to  aural  maladies.  Ballance  in  writ- 
ing on  the  history  of  the  mastoid,  and  from 
his  article  I am  liberally  taking  historical 
data,  says  he  does  not  doubt  that  these  two 
great  surgeons,  confronted  with  the  external 
evidences  of  mastoid  inflammation,  made  an 
incision  down  to  the  bone,  perhaps  removed 
some  bone.  Museum  collections  show  speci- 
mens dating  back  to  4000  B.  C.,  in  which  a 
large  retroauricular  opening  existed  in  the 
mastoid?  But  in  medical  writings  apparently 
the  first  suggestion  of  a surgeon  for  opening 
the  mastoid  was  about  the  middle  of  the  1 5th 
century.  This  suggestion  presumably  lay  in 
a vague  reference  to  the  hinder  part  of  the 
head.  In  the  16th,  17th  and  18th  centuries, 
knowledge  of  the  anatomy  of  the  head  greatly 
increased — particularly  of  the  ear. 

It  was  in  1 736  that  Jean  Louis  Petit,  a 
French  surgeon,  performed  what  was  presum- 
ably the  first  successful  mastoid  operation  for 
suppurative  disease.  To  this  day  his  state- 
ment of  reasons  for  operation  stands  good.  He 
contended  that  there  might  be  reason  for  op- 
eration without  external  signs  of  inflamma- 
tion. In  the  year  of  American  Independence, 
1776,  a Prussian  surgeon  incised  a swelling 
over  the  mastoid  and  noted  that  afterwards 
on  syringing,  fluid  escaped  from  the  nose.  In 
1853,  Wilde,  whose  name  some  of  you  know 
is  connected  with  a soft  tissue  incision  over 
the  mastoid,  said  “mastoid  bone  opening  is 
never  resorted  to  in  this  day;  the  hazard  is 
too  great.”  Only  seven  years  later  Toynbee 
wrote  that  he  had  never  performed  the  op- 


eration but  that  he  would  not  scruple  to  do 
so  in  a case  where  the  life  of  the  patient  was 
threatened.  From  skepticism  and  objection  in 
1853;  from  a willingness  to  undertake  it, 
though  never  having  done  so — expressed  in 
1860 — it  is  only  a logical  passage  to  the  re- 
port in  1861 — of  the  feasibility  and  advis- 
ability of  the  operation.  This  came  from  von 
Troltsch  of  Wurzburg  who  was  operating  for 
mastoid  disease  three  years  before  his  report 
was  published.  One  can  understand  how  slow 
the  profession  as  a whole  was  to  accept  this 
procedure,  but  it  would  be  difficult  to  explain 
the  reluctance  of  surgeons  to  accept  it,  unless 
we  try  to  visualize  the  surgical  conditions  of 
that  day — not  pre-war  or  pre-Volstead,  but 
most  of  it  pre-anesthetic,  and  all  of  it  pre- 
aseptic and  pre-x-ray — a trio  of  pre’s  that 
held  back  the  conquest  of  the  mastoid.  The 
man  who  next  appeared  on  the  calendar  in 
mastoid  history  was  Schwarze.  The  operation 
by  which  we  now  open  and  drain  the  ordinary 
acute  mastoid  is  known  by  his  name.  Later 
in  his  work  he  elucidated  principles  or  rules 
for  guidance  designed  best  to  prevent  chronic 
middle  ear  suppuration  following  mastoid 
disease.  While  this  conquest  of  the  mastoid 
owes  much  to  the  research  and  clinical  work 
of  German  surgeons,  as  late  as  1870,  Gruber, 
one  of  the  leaders  in  otolaryngology,  argued 
against  opening  any  save  where  bulging  over 
the  process  had  occurred.  In  this  early  work 
there  was  little  differentiation  between  acute 
and  chronic  conditions.  As  a result  of  this, 
many  were  arguing  failure  for  mastoid  sur- 
gery, since  discharge  was  not  cured  and  other 
unfavorable  conditions  persisted  after  opera- 
tion. But  investigation  had  been  continuing 
and  surgeons  were  prepared  for  the  paper  of 
Ktister  in  1889  on  “The  Treatment  of  Sup- 
puration in  Rigid  Walled  Cavities.”  It  was 
found  that  cure  could  not  be  had  in  chronic 
mastoid  and  middle  ear  suppuration  if  the 
rigid  walls  of  the  cavity  remained.  Ktister 
and  von  Bergmann  were  the  first  to  remove 
a portion  of  the  osseous  meatal  wall  to  give 
access  to  the  diseased  area  and  thus  antici- 
pated what  later  in  the  hands  of  Stacke  and 
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Zaufal  was  to  grow  into  the  classical  “radical” 
procedure  for  chronic  disease.  A simple 
Schwarze  operation  may  often  prove  to  he  a 
radical  operation,  but  the  radical  has  never 
yet  proved  to  be  a simple  one. 

From  1 889  on  much  has  been  accomplished 
in  making  mastoid  surgery  safe  for  the  life 
of  the  patient  and  successful  for  the  cure  of 
aural  suppuration.  Much  of  this  lies  in  what 
has  been  done  in  gaining  knowledge  of  the 
paths  by  which  intracranial  complications 
come  about,  and  developing  our  defense 
against  them.  Certain  symptoms,  when  pres- 
ent, call  for  the  uncovering  of  the  lateral 
sinus,  or  a large  exposure  of  the  dura  in  both 
the  middle  and  posterior  fossa?.  Sinus  throm- 
bosis is  the  most  frequent  of  the  serious  intra- 
cranial complications  of  acute  mastoid  dis- 
ease. It  should  always  be  suspected  and 
looked  for  under  certain  conditions  with 
which  the  otologic  surgeon  must  be  perfectly 
familiar.  In  any  case  he  may  unexpectedly 
find  the  disease  leading  down  to  the  sinus  it- 
self, with  it  included  in  the  pathology.  The 
surgery  of  its  thrombosis — namely,  jugular 
ligation  and  cleaning  out  of  the  sinus  — is 
the  one  procedure  of  intracranial  type  which 
he  must  be  qualified  to  perform.  In  brain  ab- 
scess and  meningitis  he  has  foreknowledge  of 
his  complications  and  can  have  his  brain  or 
general  surgeon  at  hand.  At  times  he  can 
have  him  for  his  jugular  ligations  but  the  un- 
expected is  always  happening  at  the  wrong 
time,  so  I have  said  that  every  otologic  sur- 
geon should  take  the  time  and  opportunity 
to  qualify  himself  for  the  sinus  and  jugular 
procedure.  Blood  cultures  and  lumbar  punct- 
ure have  added  to  our  diagnostic  and  prog- 
nostic aids  in  this  field.  Under  x-rays  we 
have  spoken  of  what  that  has  done  to  clarify 
the  mysteries  under  the  surface  of  this  re- 
gion. This  aided  in  pushing  the  operative 
excursion  into  the  petrous  bone.  X-ray  and 
the  autopsy  showed  that  there  was  at  times 
pneumatization  of  this  part  of  the  temporal, 
as  well  as  of  the  mastoid  process;  that  infec- 
tion extended  to  this  part  of  the  bone.  We 
owe  to  such  men  as  Eagleton  and  Kopetzky, 


though  others  can  now  be  mentioned,  our 
present  knowledge  of  the  clinical  picture 
when  this  has  happened,  and  they  have  de- 
scribed the  method  by  which  this  area  can  be 
opened  and  drained,  with  the  saving  of  lives 
that  would  be  otherwise  lost. 

Sinus:  Sinus  surgery  underwent  rapid  evo- 
lution following,  first,  availability  of  local 
anesthesia  and  vasomotor  agents;  and,  second, 
the  information  furnished  by  roentgenology. 
W ithout  the  latter,  much  intranasal  work  was 
done,  very  complete  and  satisfactory  in  many 
cases,  but  in  others  without  attaining  the  de- 
sired result.  W'here  x-rays  were  later  avail- 
able, it  was  found  that  in  these  the  pathology 
was  too  extensive  to  be  eradicated  by  the 
intranasal  procedure  used.  W7ith  the  accumu- 
lation of  experience  a choice  of  procedure  for 
various  types  of  sinus  disease  has  been  pretty 
definitely  outlined,  a choice  which  should  be 
exemplified  in  the  surgical  work  of  the  otolo- 
gist. In  acute  empyemas  with  insufficient 
drainage  the  primary  consideration  is  to  se- 
cure this  drainage.  In  these,  intranasal  vaso- 
motor constrictor  applications  will  usually 
bring  about  the  desired  result,  the  applica- 
tions being  made  frequently  to  the  region  of 
the  sinus  outlet.  Owing  to  its  longer  ana- 
tomical course,  and  the  fact  that  ethmoidal 
inflammation  may  also  be  present,  the  frontal 
duct  may  not  sufficiently  respond  to  this  treat- 
ment and  there  is  necessity  for  external  drain- 
age. 

The  otolaryngologist  is  now  of  great  serv- 
ice to  the  general  practitioner  and  his  patient, 
in  the  severer  types  of  so-called  colds,  espe- 
cially in  those  who  have  some  nasal  pathol- 
ogy,  by  seeing  that  these  sinus  outlets  are 
kept  patent  and  thus  preventing  sinus  com- 
plications. There  is  apparently  good  author- 
ity which  advises  a radical  external  operation 
in  cases  of  severe  acute  frontal  infection.  But 
unless  unusual  features  obtain  it  would  seem 
much  more  to  the  welfare  of  the  patient  if 
the  emergency  surgery  were  limited  to  mere 
drainage,  awaiting  more  favorable  conditions 
later  in  which  curative  surgery  could  be 
carried  out.  In  the  pathology  of  chronic  dis- 
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ease  the  problem  is  a more  complex  one.  L. 
W.  Dean  in  his  research  work  contributed  to 
a much  more  accurate  knowledge  of  sinus  dis- 
ease in  children.  But  there  is  no  place  in  the 
theme  of  today  for  further  reference  to  partic- 
ular indications  in  sinus  surgery.  Our  aim  is 
to  show  that  many  definite  conclusions  have 
now  been  reached.  Present  day  sinus  surgery, 
thanks  to  x-ray  and  laboratory  information, 
and  to  the  extension  of  the  field  of  local, 
regional  and  block  anesthesia,  and  improved 
instrumentation,  is  eminently  successful  com- 
pared with  a few  decades  ago  when  it  was  in 
its  infancy.  At  the  same  time  it  is  much  less 
radical.  Too  many  things  are  called  “sinus 
disease”  in  these  days.  It  seems  to  have  be- 
come a fashion  to  call  any  catarrhal  or  neu- 
ralgic condition  in  this  region  sinus  disease, 
and  some  men  have  operated  because  of  this 
name  applied,  when  no  pathology  was  ap- 
parent. 

Summary:  I trust  enough  has  been  said  to 
emphasize  the  expansion  of  the  field  which 
otolaryngology  must  now  cover.  Its  surgery 
cannot  properly  be  considered  minor  surgery 
even  when  limited  to  removal  of  the  tonsils. 
The  tonsil  operation  became  a major  pro- 
cedure, even  if  bloodless  and  painless,  when 
it  became  an  enucleation.  Borderline  work  is 
creating  specialists  within  the  specialty,  as 
illustrated  in  bronchoscopy  and  esophago- 
scopy,  allergy,  laryngeal  surgery,  and  mas- 
toid disease  with  labyrinthine  and  intracranial 
complications. 

In  this  day  of  social  reconstruction  organ- 
ized medicine  wishes  to  have  its  best  defense 
in  the  service  it  is  rendering.  Any  licensed 
practitioner  can  announce  the  limitation  of  his 
practice  to  a specialty  and  his  only  responsi- 
bility under  the  law  in  case  he  is  hailed  into 
court,  is  to  show  that  in  such  case  he  ex- 
hibited the  skill  commonly  demanded  in  that 
specialty.  Before  the  World  War  our  spe- 
cialty had  to  set  standards  and  in  many  com- 
munities there  were  specialists  without  post- 
graduate training  other  than  what  their  own 
experience  had  given  them — sprayers  and 
tonsillors  of  the  old  era.  In  1916  at  the  meet- 


ing of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology  in  Memphis,  at 
which  I had  the  privilege  to  serve  as  presi- 
dent, a committee  of  two  was  appointed  for 
ophthalmic  examinations  and  a similar  com- 
mittee for  otolaryngologic  examinations.  In 
1920  this  committee  was  galvanized  into  fur- 
ther activity  by  resolutions  introduced  by  Dr. 
J.  C.  Beck  of  Chicago,  through  which  the  co- 
operation of  the  other  national  societies  cover- 
ing otolaryngology  was  sought.  By  1923  it 
was  possible  to  institute  the  national  body — 
the  American  Board  of  Otolaryngology. 
This  has  since  functioned  with  these  results, 
as  stated  by  the  board’s  secretary,  Dr. 
Wherry: 

“(a)  Better  undergraduate  didactic  and 
clinical  instruction  for  the  student  of  medi- 
cine j 

(b)  Arrangement  in  postgraduate  hospital 
work  whereby  the  young  physician  desiring 
to  take  up  this  specialty,  can  secure  advanced 
laboratory,  anatomical  and  clinical  work  lead- 
ing toward  the  same; 

(c)  Examinations  in  connection  with  the 
meetings  of  national  societies  through  which 
the  candidate  may  secure  the  certificate  of  the 
board — an  evidence  of  his  qualification,  not 
in  the  eyes  of  the  law,  but  in  the  mind  of  our 
profession — to  limit  his  practice  to  otolaryn- 
gology.” 

There  are  many  names  that  should  be  men- 
tioned in  this  movement  that  brought  our 
specialty  from  an  unorganized  group  in  pre- 
war days  without  set  standards  for  under- 
graduate work  or  for  systematic  postgraduate 
didactic  and  clinical  study. 

Naturally  those  who  made  up  the  com- 
mittees leading  to  the  national  board  are  en- 
titled to  the  greatest  credit  for  their  activities. 
Dr.  Beck  has  already  been  mentioned  and  on 
the  Academy  Committee  has  the  cooperation 
of  Drs.  T.  E.  Carmody,  Denver,  and  Dr. 
Ross  Ski  Hern,  Philadelphia,  the  latter  now 
deceased.  To  these  names  later  were  added 
from  other  societies  those  of  Dr.  George  E. 
Shambaugh,  Chicago;  Dr.  Harris  P.  Mosher, 
Boston;  Dr.  T.  H.  Halstead,  Syracuse;  Dr. 
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H.  W.  Loeb,  St.  Louis ; Dr.  B.  E.  Shurly, 
Detroit;  Dr.  Frank  R.  Spencer,  Boulder, 
Colo.;  Dr.  W.  P.  Wherry,  Omaha,  and  Dr. 
R.  C.  Lynch,  New  Orleans.  Besides  these 
first  members  of  the  National  Board  of  Ex- 
aminers, otolaryngology  is  indebted  to  the 
clinical  research  work  of  other  men  whose 
names  are  prominent  in  our  literature. 

Why  is  this  matter  brought  to  your  atten- 
tion today?  I hope  I have  shown  that,  like 
other  specialties  in  medicine,  only  men  prop- 
erly qualified  should  limit  their  practice 
thereto.  Undoubtedly  most  of  those  practic- 
ing in  this  state  have  secured  the  certificates 
of  the  Board.  I urge  those  who  have  not 
done  so,  to  seek  it.  I urge  the  members  of 
this  body  which  represents  our  great  profes- 
sion in  your  state,  to  give  its  moral  support 
to  this  movement  for  creating  a standard  of 
proficiency  in  specialism,  by  insisting  that  the 
men  to  whom  they  daily  refer  their  cases 
needing  consultation,  shall  show  the  qualifi- 
cations required  by  this  board.  That  they, 
among  other  things,  shall  not  for  months 
treat  chronic  hoarseness  without  having  diag- 
nosed or  eliminated  malignancy,  tuberculosis 
or  syphilis;  that,  if  they  operate  for  mastoid 
disease,  they  are  prepared  in  knowledge  and 
skill  to  ligate  the  jugular  if  more  experienced 
aid  is  not  immediately  at  hand;  that  they 
know  what  an  emergency  tracheotomy  is,  and 
stand  ready  to  perform  it;  and  that  many 
other  responsibilities  equally  great  can  be 
equally  well  met. 

'D'i  scussion 

Dr.  Ivan  Fawcett , IV heeling:  Dr.  Brown  has 
given  us  a most  interesting  and  comprehensive  his- 
torical review  of  the  development  of  otolaryngology 
as  he  has  witnessed  it  during  the  forty-five  years 
that  he  has  been  practicing,  from  a struggling  infant 
to  one  of  the  leading  specialties.  He  has  given  a 
very  complete  summary  of  those  factors  which  have 
proven  to  be  of  permanent  value  and  which  have 
contributed  and  are  contributing  to  the  develop- 
ment of  this  field  and  to  which  he,  incidentally, 
has  made  a number  of  very  valuable  contributions. 

So  many  factors  have  been  presented  that  it  is 
only  possible  to  give  a brief  resume  and  touch  on 


a few.  Dr.  Brown  very  kindly  sent  me  his  paper 
and  I had  the  privilege  of  reading  it  in  detail. 

As  the  doctor  has  pointed  out,  there  were  no 
set  standards  in  this  specialty  prior  to  the  World 
W ar,  nor  was  there  adequate  provision  made  for 
graduate  instruction  in  these  subjects  and  it  was 
necessary  to  go  abroad  to  be  properly  and  ade- 
quately prepared.  Since  that  time  there  have  been 
revolutionary  changes,  and  in  the  marked  develop- 
ment of  medicine  and  surgery  in  this  country  there 
is  no  more  outstanding  change  than  that  which  has 
taken  place  in  the  instructional  and  educational  field 
of  otolaryngology.  A number  of  hospital  interne- 
ships  are  now  available,  there  are  a large  number 
of  teaching  institutions  which  now  provide  courses 
of  from  one  to  three  years  for  adequate  basic  train- 
ing, there  are  at  least  twenty  courses  ranging  from 
one  week  to  one  month  given  in  connection  with 
these  institutions  throughout  the  United  States,  and 
it  is  now  possible  for  any  man  who  is  willing  to 
make  the  necessary  expenditures  of  time  and  money 
to  properly  prepare  himself  to  specialize  in  this  field. 

The  advances  have  been  so  rapid  and  the  claims 
and  counter-claims  for  this  and  that  so  confusing  as 
to  make  it  necessary  for  one  to  do  some  graduate 
work  each  year  to  keep  himself  proficient.  Confu- 
sion results  not  only  from  the  claims  of  sincere  en- 
thusiasts but  also  from  the  widespread  propaganda 
of  commercial  interests  expounding  the  virtues  of 
their  various  fields,  such  as  the  chlorine  room  as  a 
certain  cure  for  all  colds  and  of  ephedrine  as  a 
panacea  for  all  nasal  trouble,  and  diathermy  of  the 
tonsils  as  a bloodless  and  non-painful  substitute  for 
tonsillectomy. 

This  necessity  for  annual  graduate  work,  due  to 
rapid  expansions  which  have  taken  place  and  the 
amount  of  research  work  being  done,  is  recognized 
by  the  Academy  of  Ophthalmology  and  Otolaryn- 
gology, who  devote  half  the  time  at  their  annual 
convention  each  year  to  the  giving  of  instructional 
courses. 

It  has  not  only  been  Dr.  Brown’s  privilege  to 
witness  the  development  of  this  specialty,  but  he 
has  had  no  small  part  in  helping  to  formulate  and 
establish  the  standards  which  exist  today,  since  in 
his  modesty  he  did  not  emphasize  that  it  was  during 
his  term  as  president  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology  that  the  idea 
of  these  national  examining  boards  was  conceived, 
to  elevate  the  standards  required  in  this  specialty, 
and  as  he  has  pointed  out,  while  no  one  objects  to 
the  general  practitioner  as  such  doing  any  work  in 
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which  he  may  be  interested  in  this  or  any  other 
held,  when  he  limits  his  practice  and  announces 
himself  as  a specialist  in  otolaryngology  that  is  a 
different  story.  Just  as  the  American  Medical  Asso- 
ciation has  established  required  studies  for  a certifi- 
cate to  practice  medicine,  so  the  Board  of  Oto- 
laryngology has  established  the  minimum  standards 


required  for  specialization  in  this  field  so  both  the 
profession  and  the  public  should  be  assured  of  his 
training  and  qualifications  which  can  only  be  estab- 
lished by  certificate  of  this  Board.  I hope  to  see 
the  time  when  every  man  who  limits  his  practice  ex- 
clusively to  otolaryngology  will  be  required  to  seek 
the  certification  of  this  Board. 


ANESTHETIC  HAZARDS  IN  PATIENTS  WITH 
HEART  DISEASE* 


By  D.  C.  Ashton,  M.  D 
Beckley}  West  Virginia 


'The  problem  of  a given  patient  being  able 
to  withstand  a general  anesthetic  and  op- 
eration is  often  presented,  and  the  physician 
is  faced  with  determining  whether  or  not  the 
patient’s  “heart”  is  sufficiently  competent  to 
undergo  the  stress  and  strain  incident  thereto. 

First  of  all  we  shall  consider  to  what  extent 
a general  anesthetic  taxes  the  normal  cardio- 
vascular system.  With  the  possible  exception 
of  chloroform,  there  is  little  evidence  to  prove 
that  a deleterious  effect  on  the  normal  heart 
is  produced  by  a properly  and  carefully  given 
anesthetic,  whether  the  anesthetic  be  local  or 
general.  In  fact  it  is  possible  that  the  allay- 
ing of  discomfort  and  anxiety  which  accom- 
panies somnolence  and  loss  of  sensation  may, 
in  a measure,  be  helpful  to  the  circulatory 
system,  provided  proper  care  in  administra- 
tion is  taken  and  the  amount  given  is  not  too 
large. 

In  the  second  place,  when  sudden  death 
occurs  during  the  course  of  an  anesthetic,  we 
have  probably  all  too  often  placed  the  blame 
on  the  cardiac  mechanism,  when,  in  reality, 
the  cause  of  exitus  may  well  have  been  en- 
tirely outside  the  cardiovascular  system.  We 
wrongly  interpret  shock  and  other  pheno- 
mena as  manifestations  of  intrinsic  cardiac 
weakness.  This  misinterpretation  is  probably 
because  we  recognize  abnormalities  in  the  cir- 
culatory system  such  as  tachycardia,  cyanosis 

before  tb«*  Sixty-Eighth  Annual  Mooting  of  the  We  t Vir- 
ginia State  Medical  Association  at  Wheeling,  May  8,  1985. 


and  rapid  respiration  quite  readily,  and  often 
just  as  readily  blame  the  heart  for  such  ab- 
normalities as  may  arise.  In  readily,  disorders 
of  the  vasomotor,  nervous  and  pulmonary  sys- 
tems may  be  easily  confused  with  those  of  the 
heart. 

Whenever  we  consider  a patient  as  a defi- 
nite risk  as  far  as  his  ability  to  take  an  anes- 
thetic is  concerned,  we  must  also  consider  that 
such  a patient  has  a potentially  dangerous  dis- 
ease even  without  anesthesia.  The  cardiac 
disorders  that  are  considered  unsuitable  for 
anesthetics  are  those  in  which  the  prognosis  is 
bad,  and  patients  with  such  abnormalities  may 
die  suddenly  without  anesthetics  or  opera- 
tions. Hence,  it  is  difficult  to  place  the  blame 
on  either  the  surgeon  or  the  anesthetist,  if  a 
fatal  outcome  is  the  result. 

As  a general  proposition  it  may  be  well  to 
consider  the  statement  of  Fairlie'  who  re- 
marked that,  “there  has  not  yet  been  devised 
a drug  whose  introduction  into  the  system  is 
completely  free  from  danger  either  imme- 
diate or  delayed.”  Neither  is  there  a surgical 
procedure,  no  matter  how  simple,  that  does 
not  present  the  same  problem.  Even  a vena- 
puncture  or  a paracentesis  is  attended  by  some 
element  of  risk,  and  anything  that  is  done  to 
a patient  may  prove  fatal. 

The  one  factor  which  makes  the  discussion 
of  anesthetic  hazards  difficult  is  that  it  is  ex- 
tremely rare,  if  not  impossible,  to  find  one 
physician  so  skilled  in  anesthesia,  surgery  and 
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internal  medicine  as  to  be  able  to  correlate 
all  the  factual  data  necessary  in  determining 
the  proper  anesthetic  for  a patient  with  a given 
disease.  The  choice  of  anesthetics  is  so  varied, 
the  human  mechanism  so  complex  that  the 
ability  to  state  that  a certain  anesthetic  is  best 
for  a patient  with  this  or  that  condition  re- 
quires remarkable,  if  not  superhuman,  judg- 
ment. It  is  easy  to  see  how  much  is  to  be 
considered  before  even  a doubtful  opinion 
can  be  expressed. 

Furthermore,  the  number  of  anesthetics  is 
increasing  rapidly  and  in  the  final  analysis  we 
know  little  that  may  be  termed  specific  with 
regard  to  their  action  on  the  human  organ- 
ism. We  seem  to  know  particularly  little  con- 
cerning their  action  on  the  vascular  systems 
of  patients  with  definite  cardiovascular  dis- 
ease. Studies  that  have  been  made  on  patients 
with  normal  hearts  seem  to  indicate  that 
patients  may  withstand  a general  anesthetic 
for  hours  without  significant  changes  in  the 
cardiac  mechanism.' 

We  find,  however,  reference  to  evidence 
that  suggests  that  ether  is  irritating  to  the 
bronchial  mucusosa;  that  novocaine  used  in- 
traspinally  causes  a too  sudden  drop  in  blood 
pressure  in  hypertensive  subjects,  and  that 
ethylene  may  increase  anoxemia  by  inter- 
fering seriously  with  the  exchange  of  gases 
in  the  pulmonary  alveoli.  Yet  these  anesthe- 
tics are  frequently  used  without  discrimina- 
tion. 

When  we  review  the  literature  on  the  an- 
esthetic and  operative  risks  in  cardiopaths,  we 
find  a wide  variability  in  the  figures  quoted. 
Butler,  Feeney  and  Levine,3  for  instance,  cite 
statistics  showing  a mortality  as  low  as  6.3 
percent,  while  Sprague’s'  figures  show  24.7 
percent.  It  is  obvious  that  there  is  no  certain 
way  of  evaluating  such  figures.  There  is  no 
satisfactory  way,  for  instance,  of  measuring 
the  degree  of  risk  that  a certain  operation  en- 
tails. Neither  are  we  able  to  gauge  accurate- 
ly the  skill  of  anesthetists  or  surgeons.  Final- 
ly, we  cannot  measure  quantitatively  the  se- 
verity of  cardiac  phenomena  except  by  very 
crude  methods.  For  these  reasons  it  is  diffi- 


cult to  be  dogmatic  and  draw  absolutely  defi- 
nite conclusions. 

Past  experience  of  most  observers  seems  to 
indicate  that,  in  general,  patients  with  certain 
types  of  cardiac  disease  behave  poorly  under 
anesthesia,  while  other  types  seem  to  tolerate 
anesthesia  and  prolonged  surgical  operations 
surprisingly  well.  Most  investigators  are 
fairly  well  agreed  on  those  cases  which  seem 
to  be  most  hazardous.  In  this  group  are  in- 
cluded patients  with  (1)  definite  disease  of 
the  coronary  arteries;  (2)  cardiovascular 
syphilis,  and  (3)  congestive  heart  failure.  In 
the  former  condition  we  are  warned  to  be 
especially  wary  of  the  patient  who  has  had  a 
definite  cardiac  infarction.  In  addition  to  the 
likelihood  of  a fatal  occlusion  occurring,  there 
is  always  the  expectation  of  the  development 
of  one  of  the  more  serious  arrhythmias,  such 
as,  for  instance,  paroxysmal  ventricular 
tachycardis,  pulsus  alternans,  or  even  ventric- 
ular fibrillation.  Just  what  effect  an  anesthe- 
tic plays  in  the  production  of  any  of  these 
cannot  be  stated  with  certainty,  but  with  such 
forebodings  an  anesthetic  should  only  be  ad- 
ministered as  a dire  necessity. 

In  the  patient  with  syphilitic  cardiovascular 
disease,  we  find  another  type  of  case  that 
seems  to  react  unfavorably  to  anesthetics  and 
surgical  operations.  The  pathologic  lesions  in 
this  disease  are  confined  in  the  majority  of 
cases  to  the  first  portion  of  the  aorta,  and  fre- 
quently the  mesaortitis  interferes  seriously 
with  the  mouths  of  the  coronaries,  producing 
in  the  heart  muscle  varying  degrees  of  anox- 
emia. It  may  be  that  this  creates  an  analogous 
situation  to  that  created  by  coronary  arterio- 
sclerosis, and  any  influence  which  alters  the 
cardiac  circulation  to  even  the  slightest  ex- 
tent may  precipitate  a disastrous  vascular  acci- 
dent. We  do  not  know  definitely  whether  a 
general  anesthetic  produces  such  an  effect  or 
not.  At  any  rate  our  limited  knowledge 
should  make  us  extremely  cautious. 

Congestive  heart  failure  is  in  itself  a serious 
disorder.  Here  the  whole  regulating  mech- 
anism of  the  vascular  apparatus  is  out  of  bal- 
ance, and  the  body  functions  are  all  at  a low 
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level.  In  these  cases  the  question  of  general 
anesthesia  rarely  arises,  because  it  is  generally 
appreciated  that  such  a patient’s  tolerance  for 
the  least  shock  or  strain  is  very  poor. 

The  task  of  having  to  state  that  a certain 
patient  is  a suitable  candidate  for  a general 
anesthetic  is  at  times  perplexing  and  may  be 
quite  embarrassing,  for  the  heart  that  is  the 
worst  risk  frequently  presents  no  detectible 
abnormality.  Especially  is  this  true  in  cor- 
onary disease.  The  heart  may  show  no  change 
in  size,  rate  or  rhythm.  There  are  no  evi- 
dences of  valvular  incompetence.  By  ordin- 
ary methods  of  physical  examination  the 
patient’s  heart  and  circulatory  apparatus  seems 
adequate.  The  electrocardiograph  may  be  of 
some  assistance,  but  even  this  is  not  infallible 
for  it  is  possible  that  a fairly  large  thrombosis 
may  exist  without  giving  demonstrable  evi- 
dence in  the  conduction  system.  It  is  true  that 
sudden  death  during  the  course  of  anesthesia 
may  be  a coincidence,  but  still  there  is  the 
feeling  on  the  part  of  the  physician  that  per- 
haps the  fatal  outcome  might  have  been  post- 
poned had  the  patient  not  been  subjected  to 
an  anesthetic. 

The  patients  with  rheumatic  heart  disease, 
provided  compensation  is  adequate,  seem  to 
stand  anesthetics  remarkably  well.  This 
group  is  composed  for  the  most  part  of  young 
individuals  who  may  be  subject  to  any  num- 
ber of  conditions  requiring  a general  anesthe- 
tic and  surgical  operation.  Tonsillectomies 
and  other  minor  and  major  operations  are 
performed  under  ether  and  as  a rule  there 
seems  to  be  no  particular  hazard  as  far  as  the 
cardiac  mechanism  is  concerned.  Most  ob- 
servers advise  against  the  use  of  ether  if 
there  are  any  evidences  of  basal  lung  conges- 
tion such  as  may  occur  in  mitral  stenosis  even 
when  no  other  signs  of  frank  congestive  fail- 
ure exists.  In  rapidly  progressive  rheumatic 
heart  disease  the  danger  is  much  greater,  for 
under  any  conditions  the  life  expectancy  is 
short. 

Essential  hypertension  per  se  is,  as  a rule, 
not  a contraindication  to  anesthesia.  In  the 
so-called  malignant  hypertensive  states,  how- 


ever, any  procedure  requiring  general  anes- 
thesia should  be  avoided  if  possible.  The 
prognosis  in  the  latter  type  is  universally  bad 
and  nothing  should  be  done  which  will  in 
any  way  diminish  the  patient’s  chances. 

The  patient  with  thyrotoxicosis  tolerates 
anesthesia  of  any  sort  very  well  even  though 
the  heart  may  be  fibrillating,  provided  suffi- 
ciently careful  preoperative  treatment  has 
been  carried  out.  In  this  type  of  case  the  anes- 
thetist may  employ  one  of  several  different 


are  reported  from  most  of  those  tried,  and 
the  danger  is  usually  considered  relatively 
slight.  The  operation,  if  done  rapidly  and 
expertly,  under  almost  any  recognized  anes- 
thetic is  relatively  safe. 

The  work  of  Blumgart  ° and  his  associates 
seems  to  indicate  how  well  the  damaged  car- 
diac mechanism  works  under  anesthetic  and 
operative  strain  and  may  serve  to  revise  some 
of  our  notions  about  these  matters.  These  in- 
vestigators have  performed  thyroidectomies 
on  seventy-five  patients  with  chronic  heart 
disease,  in  attempting  to  show  that  removing 
the  normal  thyroid  in  such  a patient  improves 
the  efficiency  of  the  heart  by  lowering  the 
basal  metabolic  rate.  Local  anesthesia  was 
used,  but,  granting  this  as  less  risky,  the  mor- 
tality rate  was  only  eight  per  cent  in  patients 
who  may  be  stated  to  present  the  largest  ex- 
pected mortality.  Such  figures  simply  serve 
to  show  that  our  knowledge  on  the  whole 
subject  is  still  meager  and  incomprehensive. 

In  conclusion,  it  may  be  stated  that  al- 
though we  speak  of  anesthetic  risks,  it  is  diffi- 
cult to  determine  whether  the  operation  or 
the  anesthetic  is  the  dangerous  element,  and 
inasmuch  as  anesthesia  is  rarely  given  unless 
for  an  operation,  they  should  be  included  in 
the  same  discussion.  In  a patient  with  a nor- 
mal cardiovascular  system  they  probably  do 
little  harm,  and  even  when  a definite  cardio- 
pathy exists  the  deleterious  efFects  may  be 
much  overrated. 
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DIAGNOSIS  AND  TREATMENT  OF  CARCINOMA 
OF  THE  RECTUM* 


'By  Albert  E.  Weinstein,  M.  I). 
Stnibenville}  Ohio 


Jt  would  appear  that  the  early  diagnosis  of 

carcinoma  of  the  colon  or  rectum  should  be 
more  frequently  made  than  is  the  case  today. 
I feel  that  the  diagnoses  are  frequently  missed 
because  the  physician  who  first  sees  the  patient 
is  perhaps  too  hurried,  or  shall  we  say,  too 
lazy,  to  make  a rectal  examination  before  pre- 
scribing. Many  times  the  patients  will  pre- 
sent themselves  to  their  family  physician  com- 
plaining of  hemorrhoids,  and  the  physician  is 
satisfied  with  the  patient’s  own  diagnosis, 
without  taking  the  trouble  to  search  higher 
up  for  the  possible  cause  of  those  external  or 
internal  hemorrhoids.  It  is  not  unlikely  that 
in  a good  many  of  these  cases,  even  though 
there  may  be  present  external  or  internal 
hemorrhoids,  there  may  be  some  evidence  of 
neoplasm  in  the  rectosigmoidal  junction. 

The  object  of  this  paper,  therefore,  is  to 
make  some  definite  plea  for  careful  examina- 
tion of  any  disturbances  which  a patient  may 
have  noted  in  his  defecation,  in  order  that  an 
early  diagnosis  of  carcinoma  of  the  colon  may 
be  made,  and  automatically  insure  an  absolute 
cure  under  competent  surgical  regime. 

Unfortunately,  text  books  on  surgery  and 
medicine  do  not  give  you  an  early  picture  of 
carcinoma  of  the  colon  or  rectum.  They  usual- 
ly give  you  the  late  picture.  That  diagnosis 

’Read  before  the  Marshall  County  Medical  Society  at  Mounds- 
ville  on  March  12,  1935. 


can  be  made  at  a glance.  If  we  are  to  save 
these  patients  from  any  evidence  of  meta- 
stasis, we  certainly  must  recognize  the  early 
carcinoma,  and  resort  then  to  radical  extirpa- 
tion while  the  neoplasm  is  still  localized.  In 
the  treatment  of  carcinoma  generally,  except 
for  possibly  the  basal  squamous  cell  carcin- 
oma of  the  skin,  the  areas  of  lymphatic  drain- 
age of  any  organ  must  be  dealt  with  in  addi- 
tion to  the  organ  which  is  the  seat  of  the  pri- 
mary growth.  We  know  for  example  that  it 
is  essential  to  deal  with  the  glands  of  the 
neck  in  carcinoma  of  the  tongue  and  carcin- 
oma of  the  lip,  or  to  deal  with  the  glands  in 
the  exilla  in  carcinoma  of  the  breast.  It  is, 
therefore,  important  in  order  to  effect  a cure 
to  extirpate  radically  the  affected  glands  in 
any  area  of  the  body. 

After  pathological  investigation,  it  has 
been  definitely  proven  that  radium  is  decid- 
edly ineffective  in  all  types  of  carcinoma  of 
the  rectum.  The  lymphatic  spread  has  been 
such  that  frequently  the  radium  implantation 
has  increased  the  lymphatic  involvement. 
The  only  effect  that  radium  has  definitely 
shown  is  that  there  is  regression  of  the  size 
of  the  growth,  but  that  the  lymphatics  are 
constantly  on  the  increase.  It  is  the  conclu- 
sion of  most  authors,  therefore,  that  radium 
has  not  served  to  prolong  the  patient’s  life, 
but  has  frequently  shortened  it. 
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It  would  appear  from  these  reports  that  it 
is  quite  essential  to  undertake  more  thorough 
and  radical  surgical  removal,  not  only  on  the 
organ  affected,  but  also  to  reach  the  gland- 
ular area  involved. 

Let  us,  therefore,  consider  the  early  symp- 
tomatology of  carcinoma  of  the  rectum. 
Symptoms  may  merely  be  persistent  consti- 
pation with  an  appearance  of  a little  bright 
red  blood  or  mucus  in  the  stool.  It  does  not 
necessarily  mean  that  one  needs  to  have  pro- 
fuse hemorrhage  in  order  for  an  early  neo- 
plasm to  be  present. 

If  we  can  be  persuaded,  therefore,  to  do 
rectal  digital  examinations,  and  sigmoido- 
scopic  and  proctoscopic  examinations  on  all 
cases  who  present  themselves  with  chronic 
constipation,  with  blood  in  the  stool,  I do  not 
feel  that  my  paper  will  be  in  vain.  It  should 
be  remembered  that  progressive  constipation 
with  blood  in  the  stool,  not  necessarily  macro- 
scopic, but  occult  blood  in  the  stool  is  indica- 
tive of  some  pathology  in  the  rectum.  There- 
fore, a digital  examination  should  imme- 
diately be  made,  preferably  with  the  patient 
lying  on  the  right  side,  in  order  to  prolapse 
the  rectum.  The  patient  with  a history  of 
progressive  constipation,  who  has  been  tak- 
ing high  enemas  for  relief  for  a number  of 
years,  who  gives  some  history  of  having  seen 
blood  in  the  stool  for  sometime,  should  have 
the  advantage  of  at  least  these  two  examina- 
tions. 

It  must  be  remembered  that  x-rays  are  in- 
valuable in  making  a diagnosis.  Frequently, 
the  barium  enema  does  not  evidence  the  car- 
cinoma of  the  rectum,  but  the  lesion  can  be 
seen  with  the  sigmoidoscope.  However,  the 
x-ray  should  always  be  resorted  to  and  the 
barium  enema  should  always  be  given  in  a 
suspected  case  of  carcinoma  of  the  rectum,  but 
should  never  be  solely  relied  upon  as  a single 
diagnostic  procedure. 

Another  point  to  remember  is  the  pain  as- 
sociated with  the  giving  of  the  enema,  that 
is  to  say,  a distension  of  the  rectum  or  the 
colon  from  the  enema,  or  with  the  barium 
enema,  one  should  be  suspicious  of  some  ob- 


struction or  neoplasm  of  the  bowel.  In  a 
sudden  acute  onset  of  an  acute  obstruction 
following  a long  standing  constipation,  one 
should  always  suspect  a possible  neoplasm  of 
the  colon  or  the  sigmoid. 

A good  many  of  these  patients  present 
themselves  with  a picture  of  anemia.  In  all 
these  cases,  one  should  rule  out  any  neoplastic 
condition  of  the  bowel,  pernicious  anemia, 
hemorrhoids,  carcinoma  of  the  stomach;  car- 
cinoma of  the  rectum  or  bleeding  ulcers.  If 
the  neoplasm  is  more  organized,  there  may 
be  pain  in  the  left  iliac  fossa.  Frequently, 
some  of  these  patients  complain  of  merely 
low  backache.  They  often  give  a history  of 
diarrhea,  alternating  diarrhea  and  constipa- 
tion, or,  some  definite  disturbance  in  defeca- 
tion. 

Sometimes  the  patient  complains  of  a fixed 
colic,  the  colic  coming  on  periodically.  In 
such  cases,  the  x-ray  is  invaluable.  In  most 
cases,  however,  after  the  projection  of  the 
growth  into  the  rectum,  there  is  increasing 
constipation  with  visible  blood  and  mucus  in 
the  stool,  and  aching  in  the  iliac  fossa. 

One  might  classify  the  types  of  carcinoma 
of  the  rectum  as  to  the  extent  of  the  growth. 
First,  a non-perforating  type,  of  which  there 
are  about  fifteen  to  twenty  per  cent;  a second 
group,  in  which  the  musculature  of  the  bowel 
has  already  been  involved  with  some  lymph- 
atic involvement,  and  a third  group,  the  ex- 
tensive type  from  which  there  is  metastasis. 
The  growths  usually  start  as  an  outgrowth  of 
tissue  into  the  bowel,  rather  than  an  ulcer. 
The  absence  of  pain  in  carcinoma  of  the 
rectum  is  due  to  the  nerve  supply,  of  which 
it  is  devoid.  The  most  common  carcinoma  of 
the  entire  colon  is  the  adenocarcinoma,  and 
secondly,  the  scirrhus  type,  sometimes  called 
the  annular  carcinoma. 

It  affects  usually  the  left  side  of  the  colon, 
that  is,  particularly  the  rectosigmoidal  junc- 
tion, and  produces  in  the  course  of  months, 
or  even  many  years,  a progressive  stenosis  of 
the  bowel,  with  a dilatation  or  a megacolon 
above  the  constriction.  This  type  would  rep- 
resent approximately  sixty  to  seventy  per 
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cent  of  all  cancers  of  the  colon.  The  other 
type  is  the  fungating  or  hypertrophic  type 
which  is  more  frequently  found,  however, 
on  the  right  side  of  the  colon.  This  type  does 
not  cause  as  much  obstruction  as  the  scirrhus 
type  which  we  have  just  described. 

The  fixation  of  the  neoplasm  does  not  nec- 
essarily determine  its  operability.  Fixation  of 
this  neoplasm  may  be  purely  inflammatory 
and  its  surgical  extirpation  may  still  be  in- 
dicated. You  cannot  determine  the  lymph- 
atic spread  or  operability  of  carcinoma  of  the 
rectum  by  palpation  through  the  rectum.  It 
is  necessary  to  make  a paramedian  incision 
and  explore  the  pelvis  in  order  to  determine 
the  operability.  It  is  also  to  be  remembered 
that  the  operability  of  cancer  of  the  rectum 
does  not  depend  upon  the  glandular  involve- 
ment, but  purely  on  metastasis  to  other  parts 
of  the  abdominal  cavity,  or  more  particularly 
in  the  liver. 

The  lymphatic  spread  is  in  three  direc- 
tions— laterally,  upward  and  downward.  The 
downward  spread  affects  the  ischiorectal 
fossa  and  eventually  reaches  the  internal  iliac 
glands.  The  lateral  spread  is  to  the  levator- 
ani  muscles,  and  from  there  to  the  internal 
iliac  glands.  The  upward  spread  extends 
along  the  inferior  mesenteric  to  the  bifurca- 
tion of  the  left  common  iliac  artery,  and 
eventually  then  to  the  midlumbar  glands. 
The  metastasis  therefore  may  take  place  first 
to  the  region  of  the  midaortic  glands,  before 
the  paracolic  glands  are  involved. 

Frequently,  the  carcinoma  involves  the 
superior  hemorrhoidal  veins  and  is  therefore 
responsible  for  an  important  clinical  phenom- 
enon and  that  is  symptomatic  hemorrhoids. 
It  is  on  the  bases  of  the  lymphatic  spread  to 
the  midlumbar  glands  that  the  abdomino- 
perineal operation  is  based.  The  perineal  ex- 
cision would  not  be  sufficient  to  gain  access  to 
to  this  lymphatic  area. 

In  preparation  for  the  abdominoperineal 
operation  the  renal  function  should  be  taken. 
The  blood  examination  as  in  any  maior  op- 
eration is  an  important  detail,  and  the  per- 
centage of  hemoglobin,  red  blood  cells,  blood 


urea,  blood  sugar,  blood  grouping,  and  Was- 
sermann  reaction  should  all  be  recorded. 
Any  major  operation  undertaken  on  a patient 
who  has  less  than  fifty  to  sixty  per  cent  hemo- 
globin, and  whose  blood  cells  are  below  four 
million,  certainly  has  his  chances  diminished. 

Most  of  these  cases  have  considerable  in- 
testinal stasis  and  therefore,  measures  must 
be  taken  to  render  the  large  intestine  as  clean 
as  possible  by  means  of  purgation  and  wash- 
outs, which  must  be  discontinued  one  to  two 
days  before  the  operation,  in  order  that  the 
patient  may  not  arrive  at  the  operation  de- 
hydrated. 

David  \\  ilke  prefers  preoperatively  to 
give  two  inoculations  of  fifty  million  colon 
and  ten  million  antistreptococcic  vaccine.  He 
also  gives  pentnucleotide  the  night  before,  in 
order  that  the  patient  may  come  to  the  table 
with  a leucocytosis.  Occasionally,  it  is  neces- 
sary to  give  a thousand  cc’s.  of  ten  per  cent 
glucose  intravenously  twenty- four  hours  be- 
fore operation.  Often  times,  blood  is  given 
preoperatively.  Glucose  in  all  preoperative 
fluids  is  a good  plan. 

The  preferable  anesthesia  is  combined  gas 
oxygen  with  spinal  anesthesia.  Anesthesia, 
one  into  fifteen  hundred  percaine,  fourteen 
to  fifteen  cc’s.  intraspinally.  This  is  combined 
with  a little  gas  oxygen,  because  ordinarily 
the  patient  is  in  high  Trendelenberg  position 
and  there  have  been  no  ill  effects  from  pure 
gas  and  oxygen  anesthesia. 

The  Operation:  The  one  stage  of  abdom- 
inal perineal  operation  is  undoubtedly  a 
major  procedure.  Some  authorities  do  not 
agree  that  this  is  the  type  of  operation  better 
employed  for  carcinoma  of  the  rectum.  Some 
men  feel  that  the  operation  is  too  extensive 
for  the  grade  of  carcinoma  which  is  dealt  with 
in  this  part  of  the  colon.  It  is  definitely 
agreed  that  carcinomata  here  are  slow  grow- 
ing and  no  extensive  operation  is  necessary, 
but  the  contention  of  Mr.  Miles  is  that  the 
lymphatic  spread  to  the  midaortic  glands  de- 
mands such  an  operation  in  preference  to  any 
perineal  excision  or  preliminary  colostomy 
followed  by  any  further  abdominal  proced- 
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ure.  I,  personally  see  no  reason  why  a pre- 
liminary colostomy  would  not  be  a good  plan, 
for  that  certainly  permits  the  inflammatory 
process  to  subside  before  any  further  opera- 
tive procedure  is  done.  Some  men  in  this 
country  like  to  avoid  colostomy  if  it  can  be 
done.  They  feel  that  most  patients  have  the 
feeling  that  they  are  outcasts  if  they  must 
persist  with  a permanent  colostomy.  A defi- 
nite argument  in  favor  of  this  particular  op- 
eration would  be  that  the  radical  procedure 
in  the  presence  of  carcinoma  is  always  pre- 
ferable. 

Operative  Technique:  The  patient  is 

placed  in  a high  Trendelenberg  position  and 
a right  paramedian  laparotomy  incision  is 
made  extending  from  one  inch  above  the  um- 
bilicus downward  as  far  as  the  pubis,  and  the 
abdomen  opened  in  the  ordinary  way.  The 
pelvis  is  first  explored,  in  order  to  ascertain 
if  any  peritoneal  involvement  has  occurred, 
and  if  the  growth  has  not  extended  too  far 
and  become  adherent  to  sacrum  or  bladder, 
which  would  render  the  condition  inoperable. 
The  glandular  areas  are  next  examined  in 
order  to  make  sure  that  these  are  not  too  ex- 
tensively involved  to  be  included  in  the  rad- 
ical operation.  It  is  most  important  to  pal- 
pate the  liver  to  establish  the  absence  of  meta- 
stasis there. 

Immediately  after  the  operation  is  com- 
pleted each  patient  is  given  transfusion  of 
approximately  seven  hundred  to  eight  hun- 
dred cc’s.  of  blood.  Twenty-four  hours  after 
operation,  another  such  transfusion  is  re- 
peated. For  forty-eight  hours  after  the  opera- 
tion continuous  intravenous  five  per  cent  glu- 
cose is  given  approximately  three  thousand 
cc’s.  in  twenty-four  to  thirty-six  hours.  The 
patient  is  allowed  to  get  up  according  to  his 
strength  any  time  after  the  eighth  day. 

You  may  perhaps  see  a patient  who  has  a 
rectal  carcinoma  with  metastatic  obstruction 
and  you  want  to  know  how  to  make  him  more 
comfortable.  As  was  previously  designated, 
radium  is  not  satisfactory,  and  its  application 
gives  bad  results.  You  can,  therefore,  only 
turn  to  colostomy  as  the  palliative  measure. 


If  pain  and  discharge  are  present,  or  obstruc- 
tion, colostomy  is  certainly  indicated.  Life 
is  approximately  eighteen  months  to  two 
years  with  a colostomy,  and  six  months  with- 
out one.  There  is  no  question  but  that  the 
colostomy  does  relieve  the  pain  and  discharge, 
for  the  patient  can  have  a continual  wash  out 
through  the  lower  loop,  and  be  considerably 
more  comfortable. 

The  secret  of  the  colostomy  is  to  make  a 
good  spur  to  avoid  any  bowel  leakage  to  the 
lower  loop.  Assure  your  patient  that  there 
should  be  no  horror  of  such  an  operation. 
Watch  herniation  j in  bringing  out  a loop 
avoid  the  prolapse  of  the  lower  loop,  that  is 
to  say,  one  pulls  the  lower  loop  a little  more 
taut,  open  the  colostomy  freely,  thereby 
avoiding  the  escape  of  feces  into  the  lower 
loop. 

Aftercare  of  the  Colostomy : The  use  of 
the  belt  is  not  very  satisfactory,  nor  is  the 
vulcanized  cup.  The  rubber  bag  produces 
suction  and  is  a great  deal  of  trouble  to  the 
patient.  It  is  better  not  to  use  mechanical 
apparatus.  Cotton  wool  seems  to  be  very  sat- 
isfactory. The  patient  should  cooperate  in 
every  way  and  regulate  the  food  intake,  a low 
residue  diet  restricted  to  fluids  at  first.  Later, 
after  the  colostomy  begins  to  function,  give 
cooked  and  raw  vegetables,  etc.  Washing  out 
the  lower  loop  with  a weak  solution  of  saline 
will  rid  the  growth  of  a good  deal  of  infec- 
tion, and  will  check  the  pain,  bleeding  and 
discharge.  Local  applications  of  belladonna 
and  morphine  help  as  well. 

I have  statistics  compiled  by  Mr.  Miles  re- 
garding the  operations  performed  in  this 
manner.  He  classifies  the  varieties  of  cancer 
of  the  rectum  into  four  groups:  Papilliferous, 
adenoid,  colloid,  and  melanotic.  The  melan- 
otic growths  are  notoriously  malignant.  1 hey 
constitute  about  two  per  cent  of  the  cases,  all 
dying  of  recurrence.  Colloid  changes  were 
found  only  in  the  very  advanced  stage  of 
either  of  the  papilliferous  or  adenoid  type, 
and  in  approximately  eight  cases,  only  one 
survived  five  years,  tending  to  show  that  it  is 
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very  doubtful  if  melanotic  or  colloid  growths 
are  worthy  of  operation. 

The  two  remaining  types,  papilliferous  and 
the  adenoid  carcinoma,  constitute  ninety  per 
cent  of  all  the  cases,  and  show  a recurrence 
rate  of  only  12  per  cent,  giving  an  88  per 
cent  five  year  cure  for  these  two  common 
types  of  cancer  of  the  rectum.  In  all- varieties 
of  cancer  of  the  rectum,  his  recurrence  rate 
was  20.7  per  cent,  and  the  gross  five-year 
cures  were  79.3  per  cent. 

These  statistics  were  taken  on  a series  of 
76  patients.  It  would  therefore,  be  reason- 


able to  believe  that  the  abdominal  perineal 
operation  is  preferable  to  the  perineal  exci- 
sion, which  carries  a mortality  of  about  1 1 
per  cent.  It  affects  a cure  in  about  88  per 
cent  of  all  ordinary  types  of  growth  as  com- 
pared with  a cure  of  less  than  50  per  cent 
from  the  purely  perineal  operation. 

I am  indebted  to  both  Mr.  Ernest  Miles 
and  Mr.  Lawrence  Abel  for  the  privilege  of 
studying  these  cases,  being  associated  with 
them  for  a period  of  time  at  the  Cancer  Hos- 
pital and  the  Gordon  Hospital  for  Rectal 
Diseases  in  London. 


PRESACRAL  NEURECTOMY  FOR  CERTAIN 
VESICAL  CONDITIONS 


By  O.  Hugh  Fulcher,  M.  I).,  F.  A.  C.  S. 
Welch,  West  Virginia 


jpRESACRAL  neurectomy  or  resection  of  the 
hypogastric  plexus  for  vesical  conditions 
is  a procedure  with  a physiological  basis 
rather  than  a pathological  one.  A complete 
interruption  of  the  nerve  is  necessary  to  elim- 
inate its  influence.  Therefore,  the  anatomical 
and  physiological  aspects  of  the  presacral 
nerve  will  be  reviewed  together  with  a brief 
description  of  the  total  innervation  of  the 
bladder  that  the  values  and  limitations  of  pre- 
sacral neurectomy  may  be  the  more  correctly 
estimated. 

Anatomy:  The  presacral  nerve  which  be- 
longs to  the  sympathetic  autonomic  nervous 
system  is  a single  trunk  in  only  25  per  cent 
of  patients.  It  is  in  the  form  of  some  type  of 
plexus  in  76  per  cent  (Elaut).  It  is  located 
in  the  interiliac  trigone  which  is  described  by 
Elaut  as  a triangle,  the  sides  of  which  are 
formed  by  the  iliac  arteries  and  the  base  is 
formed  by  a straight  line  connecting  the  art- 
eries at  the  level  of  the  promontory  of  the 
sacrum.  The  apex  is  represented  by  the  bi- 
furcation of  the  aorta.  Hence,  the  nerve  is 
always  prelumbar  according  to  this  author 
which  corroborates  my  observations.  It  has 


a central  and  two  lateral  roots.  The  central 
root  has  its  origin  in  the  intermesenteric 
plexus  between  the  superior  and  inferior  mes- 
enteric arteries  and  courses  downward  along 
the  anterior  wall  of  the  aorta  as  two  or  more 
cords  which  tend  to  unite  and  which  have 
communicating  branches.  This  root  connects 
with  the  celiac,  semilunar,  and  aorticorenal 
ganglia  and  the  fibers  which  are  pregang- 
lionic and  non-medullated  constitute  about 
40  per  cent  of  the  presacral  nerve  (Lear- 
month).  Each  lateral  root  is  formed  by  a 
branch  from  the  first  and  second  lumbar 
ganglia  respectively.  The  lateral  roots  which 
are  made  up  of  postganglionic  medullated 
fibers  account  for  about  60  per  cent  of  the 
presacral  nerve  ( Learmonth).  The  presacral 
nerve  receives  additional  communications 
from  the  third  and  fourth  lumbar  ganglia  on 
each  side.  It  divides  into  the  two  hypo- 
gastric nerves  at  a level  of  or  slightly  above 
the  promontory  of  the  sacrum.  The  hypo- 
gastric nerves  which  end  in  the  inferior  hypo- 
gastric ganglia  are  mesial  to  the  iliac  vessels 
and  have  the  same  general  course.  The  pre- 
sacral nerve  is  retroperitoneal  and  in  contrast 
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to  the  ureters,  it  is  never  attached  to  the  peri- 
toneum. It  lies  in  a plane  slightly  anterior  to 
the  middle  sacral  artery.  Occasionally  the 
mesocolon  is  so  implanted  that  the  inferior 
mesenteric  vessels  are  in  direct  relationship 
with  the  nerve. 

The  parasympathetic  nerves  are  detached 
from  the  anterior  primary  divisions  of  the 
second,  third,  and  fourth  sacral  nerves  and 
gain  the  lateral  aspect  of  the  inferior  hypo- 
gastric ganglia.  The  hypogastric  ganglia  are 
located  on  each  side  of  the  rectum.  Accord- 
ing to  Learmonth  the  vesical  nerves  leave  the 
anterior  border  of  the  ganglia  and  spread  out 
over  the  viscus.  Fibers  also  extend  to  the 
lower  third  of  the  ureters,  the  .seminal 
vesicles,  the  vas  deferens,  the  prostate  gland, 
and  probably  to  the  posterior  urethra  (Lear- 
month, Foulds). 

The  somatic  nerves  are  derived  from  the 
anterior  primary  divisions  of  the  third  and 
fourth  sacral  nerves  and  supply  efferent 
fibers  to  the  external  sphincter  and  afferent 
fibers  to  the  posterior  urethra. 

Physiology : Learmonth  operated  on 

patients  under  low  spinal  anesthesia  and  in 
cooperation  with  a cystoscopist  made  the  fol- 
lowing observations  when  the  distal  end  of 
the  divided  nerve  was  stimulated  with  a 
faradic  current. 

(a)  Closure  of  the  ureterovesical  orifices ; 

(b)  Contraction  of  the  trigone ; 

(c)  Closure  of  the  internal  sphincter; 

(d)  Contraction  of  the  musculature  of 
prostate  glands,  seminal  vesicles,  and  ejacula- 
tory ducts; 

(e)  Dilatation  of  the  vesical  vessels. 

When  the  central  end  of  the  divided  nerve 

was  stimulated,  the  patient  experienced  a 
‘‘crushing  pain”  referred  to  the  bladder  re- 
gion, thus  demonstrating  the  presence  of 
afferent  fibers.  He  demonstrated  the  inhibi- 
tory effects  of  the  sympathetic  nerves  of  the 
human  subject  by  manometric  recording  of 
increased  bladder  capacity  when  adrenalin 
was  administered  intravenously.  Head  and 
Riddoch  and  again  Foulds  pointed  out  that 
the  suprapubic  pain  present  when  the  bladder 


normally  is  over  distended  does  not  occur 
after  presacral  neurectomy.  Learmonth  and 
Foulds  gave  evidence  that  afferent  fibers  of 
the  autonomic  system  reach  the  area  about  the 
neck  of  the  bladder  and  the  posterior  urethra. 

After  complete  resection  of  the  presacral 
nerve,  no  sensory  changes  of  the  mucous 
membrane  of  the  bladder  occur  and  the  mic- 
turition reflex  is  left  undisturbed.  Nerve 
fibers  pertaining  to  these  conditions  must  be 
supplied  by  the  parasympathetic  system  which 
also  furnishes  the  motor  nerves  to  the  de- 
trusor muscle. 

Technique  of  Presacral  Neurectomy:  A 
subumbilical  paramedian  incision  is  made. 
The  patient  is  placed  in  the  Trendelenburg 
position;  the  small  intestines  are  packed  up- 
ward and  to  the  right  and  the  sigmoid  is  re- 
tracted to  the  left.  The  interiliac  trigone  of 
Elaut  is  identified  and  a longitudinal  incision 
about  three  cms.  long  is  made  in  the  posterior 
parietal  peritoneum  just  over  the  promontory 
of  the  sacrum.  With  the  first  nick  in  the  peri- 
toneum, air  will  usually  rush  in  and  loosen 
the  peritoneum  from  the  underlying  struct- 
ures. Search  for  the  nerve  fibers  is  begun 
with  the  right  iliac  artery  and  continued 
transversely  across  to  the  left  iliac  vein.  As 
the  fibers  are  identified  they  are  collected  on 
a hook.  The  right  ureter  is  attached  to  the 
peritoneum  and  the  middle  sacral  vessels  are 
located  in  a deeper  plane.  These  should  cause 
no  confusion.  As  much  of  the  fibers  as  de- 
sired may  be  resected  after  they  have  been 
collected  on  the  hook.  No  ligatures  are  nec- 
essary. The  posterior  peritoneum  is  closed 
with  continuous  catgut  suture  and  the  anterior 
abdominal  incision  is  closed  in  the  usual 
manner  without  drains. 

The  boundary  of  the  interiliac  trigone  from 
a surgical  view  should  be  altered  to  conform 
to  the  following  description:  The  right  side 
of  the  triangle  is  formed  by  the  right  iliac 
artery,  the  left  side  by  the  left  iliac  vein  and 
the  base  by  a line  connecting  the  right  iliac 
artery  to  the  left  iliac  vein  at  the  level  of  the 
promontory  of  the  sacrum.  The  apex  is  repre- 
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sented  by  the  point  where  the  left  iliac  vein 
crosses  under  the  right  iliac  artery. 

The  author  has  exposed  the  presacral  nerve 
by  tilting  the  patient  to  the  right  and  by  mak- 
ing a left  lower  pararectus  incision  through 
the  anterior  abdominal  wall  down  to  the  peri- 
toneum and  peeling  the  peritoneum  upward 
and  to  the  right  as  is  done  for  removal  of  a 
calculus  in  the  lower  third  of  the  left  ureter. 
He  recommends  this  method  of  exposure  as 
a procedure  of  choice  on  patients  who  are  not 
obese  if  the  peritoneal  cavity  need  not  be  ex- 
plored. 

Rationale  of  Presacral  Neurectomy  for 
Vesical  Conditions  From  a Physiological 
Aspect:  Presacral  neurectomy  has  been  done 
for  the  following  vesical  and  ureterovesical 
conditions: 

(a)  Hydro-ureter  by  Ward  with  report  of 
improvement.  When  this  condition  is  caused 
by  a spastic  state  of  the  ureterovesical  orifices 
there  is  a physiological  basis  for  the  operation. 
However,  dilatations  should  be  tried  first. 
Some  idea  of  the  effects  of  presacral  neurec- 
tomy for  this  condition  may  be  obtained  be- 
fore operation  in  the  following  manner:  The 
patient  is  given  neoiopax  intravenously  and 
the  ureters  are  studied  by  fluoroscopy.  After 
a conception  of  the  emptying  of  the  ureters 
is  obtained,  .15  gms.  of  acetylcholine  is  given 
intramuscularly.  If  increased  peristalysis  of 
the  ureters  occur  and  the  ureterovesical  ori- 
fices become  more  patent,  one  can  be  fairly 
sure  that  interrupting  the  sympathetic  fibers 
will  produce  beneficial  results. 

(b)  Interstitial  cystitis  by  Learmonth, 
Douglas,  McConnell,  Quinby  and  others. 
Most  of  the  patients  experienced  improve- 
ment after  the  operation,  but  few  were  com- 
pletely relieved.  Since  the  afferent  fibers  to 
the  mucous  membrane  of  the  bladder  are  sup- 
plied by  the  parasympathetic  system,  presacral 
neurectomy  can  only  affect  the  condition  by 
eliminating  the  pain  of  muscular  origin,  that 
due  to  the  spasticity  of  the  internal  sphincter, 
the  suprapubic  pain  normally  produced  by 
bladder  overdistension,  and  whatever  pain 
which  may  result  from  ischemia  of  the  vesical 


wall.  Indirectly  the  condition  of  the  inter- 
stitial cystitis  may  improve  due  to  the  in- 
creased blood  flow  through  the  viscus.  How- 
ever, when  other  therapeutic  measures  have 
failed,  the  improvement  of  the  patient’s  com- 
fort will  justify  the  surgical  procedure  in 
many  instances. 

(c)  Irritable  bladder  without  demonstrable 
cause  by  Braasch  and  Craig.  Since  interstitial 
cystitis  frequently  presents  no  gross  lesion, 
this  condition  should  probably  be  classified  as 
interstitial  cystitis  and  about  the  same  results 
following  presacral  neurectomy  should  be  ex- 
pected. 

(d)  Painful  condition  of  bladder  caused 
by  malignancy  by  Learmonth,  McConnoll, 
and  others  with  reports  of  some  relief  of  pain. 
A complete  relief  of  pain  can  rarely  be  ex- 
pected because  of  the  intact  afferent  fibers  of 
the  parasympathetic  system.  Presacral  neu- 
rectomy should  be  advocated  sparingly  among 
this  group  of  patients  because  death  is  im- 
minent in  the  near  future  and  few  patients 
after  this  procedure  will  dispense  with  nar- 
cotics anyway.  Moreover,  morphine  addic- 
tion in  this  group  does  not  constitute  a major 
objection. 

(e)  Cord  bladder  produced  by  tabes  by 
Calley,  Verbru.gghen  and  others  with  varied 
reports  of  success.  It  is  evident  that  if  the 
parasympathetic  centers  are  destroyed,  pre- 
sacral neurectomy  has  no  effect  on  the  dis- 
tended bladder.  Even  if  the  parasympathetic 
impulses  are  only  diminished,  the  elimination 
of  the  overbalancing  effects  of  the  sympath- 
etic impulses  will  give  only  temporary  re- 
sults unless  the  disease  is  arrested,  which  in- 
frequently occurs.  For  this  reason  presacral 
neurectomy  should  be  condemned  for  most 
patients  belonging  to  this  group. 

(f)  Cord  bladder  of  non-leutic  origin  by 
Learmonth,  Bailey,  Foulds,  Calley,  and 
others  with  a report  of  good  results  almost 
invariably.  The  causes  of  the  vesical  condi- 
tion among  this  group  may  be  trauma,  con- 
genital defect  of  the  parasympathetic  system, 
pressure  upon  the  cauda  by  tumors,  fibrous, 
fibrocartilagenous,  or  bony  structures,  or  un- 
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known.  At  any  rate  a true  unbalance  exists 
between  the  two  opposing  sets  of  impulses. 
A removal  of  the  braking  effects  of  the  sym- 
pathetic nerves  leaves  the  “emptying  nerves” 
of  the  bladder  unopposed  and  grateful  results 
can  usually  be  expected.  The  author  wishes 
to  present  two  cases  that  belong  to  this  group. 

CASE  REPORTS 

Case  No.  2652:  G.  Y.  A married  colored  man 
of  4 1 years,  who  was  a coal  loader,  came  to  Grace 
Hospital  on  November,  14,  1933,  because  of  dy- 
suria.  The  trouble  had  begun  gradually  about  eight 
years  previously  and  he  had  noticed  at  about  the 
same  time  the  presence  of  a suprapubic  mass  which 
had  steadily  grown  larger.  At  the  time  of  admis- 
sion he  could  void  only  by  getting  in  the  sitting  posi- 
tion and  manually  exerting  pressure  over  the  supra 
pubic  mass.  Otherwise  he  had  enjoyed  good  health. 
He  denied  ever  having  a venereal  disease. 

General  physical  examination  was  negative  ex- 
pect for  a mass  in  the  lower  abdomen  which  ex- 
tended two  cms.  above  the  umbilicus.  Neurological 
examination  was  negative  except  for  a rather  weak 
bulbocavernosus  reflex.  The  Kahn  test  for  syphilis 
was  negative.  A catheter  was  inserted  into  the 
bladder  and  1500  cc.  of  clear  urine  were  obtained 
after  which  the  abdominal  mass  disappeared.  An 
in-dwelling  catheter  was  placed  in  the  urethra  and 
the  patient  was  put  to  bed.  Later  a cystoscopic  ex- 
amination was  performed  which  revealed  no  ob- 
struction to  the  outflow.  The  expulsive  force  of  the 
bladder  was  practically  nil.  As  one  forced  the  fluid 
out  of  the  bladder  by  manual  pressure  over  the 
suprapubic  region,  the  vesical  wall  would  fold  like 
wet  tissue  paper.  To  eliminate  the  possibility  of  any 
obstruction,  the  urethra  was  repeatedly  dilated  to  a 
No.  35  F.  In  every  instance  immediately  upon  re- 
moving the  catheter,  the  residual  urine  would  be- 
come about  1500  cc.  when  the  patient  could  again 
void  as  described  above.  On  December,  28,  1933, 
after  six  weeks  of  observation,  a presacral  neurec- 
tomy was  performed  under  spinal  anesthesia.  The 
convalescence  was  uneventful  and  he  was  discharged 
from  the  hospital  on  January  16,  1934.  The  in- 
dwelling catheter  was  kept  in  situ  for  14  days  after 
which  time  the  patient  was  instructed  to  attempt  to 
void  every  hour  during  the  day  and  he  was  awak- 
ened every  two  hours  during  the  night  that  lie  could 
attempt  to  void.  Within  four  weeks  after  the  opera- 
tion the  residual  urine  was  only  15  cc.  and  within 
three  months,  it  had  been  reduced  to  six  cc.  which 
has  remained  constant  due  perhaps  to  the  relaxation 


of  the  trigone.  The  stream  was  forcible  and  there 
was  no  dribbling.  There  has  been  no  frequency  and 
the  patient  voids  about  300  cc.  at  a time.  He  has 
had  no  nocturia  since  leaving  the  hospital.  On 
February  18,  1935,  he  returned  to  the  hospital  be- 
cause of  a dislocation  of  the  head  of  the  right  femur. 
Under  general  anesthesia  the  dislocation  was  re- 
duced. He  remained  in  bed  four  days  during  which 
time  he  had  no  difficulty  in  voiding  in  the  reclining 
position.  Unfortunately  the  residual  urine  was  no 
determined  at  this  time. 

Case  No.  6922:  E.  S.  A white  boy,  nine  years 
of  age  was  brought  to  Grace  Hospital  by  his  parents 
on  April  6,  1935  because  of  incontinence  of  urine 
and  feces.  The  family  history  was  negative.  The 
patient  had  experienced  incontinence  of  urine  and 
feces  all  his  life.  At  birth  the  left  foot  was  mal- 
formed and  the  left  lower  extremity  had  failed  to 
develop  as  rapidlv  as  the  right,  resulting  in  an  in- 
creasing limp.  He  had  never  grown  normally, 
had  always  had  a poor  appetite,  had  suffered  fre- 
quently with  frontal  headaches,  and  had  exper- 
ienced attacks  of  pain  in  the  right  low'er  quadrant 
from  time  to  time  during  the  previous  two  years. 
The  patient  had  never  been  able  to  attend  school 
and  had  been  avoided  by  children  of  his  age  be- 
cause of  the  urinary  and  fecal  incontinence. 

Physical  Examination:  The  patient  was  a pale, 
undernourished  boy,  nine  years  of  age,  who  weighed 
only  fifty  pounds.  He  was  mentally  retarded.  He 
walked  with  a decided  limp  on  the  left.  The  pulse 
rate  was  1 1 0 beats  to  the  minute,  and  the  tempera- 
ture 100.4  F.  The  tonsils  appeared  large  and  sep- 
tic. The  anterior  cervical  glands  were  palpable  and 
the  thyroid  was  enlarged  two  on  the  basis  of  four. 
The  lungs  and  heart  appeared  normal.  \ here  was 
a mass  in  the  lower  portion  of  the  abdomen  which 
extended  slightly  above  the  umbilicus  and  urine  was 
continually  dribbling  from  the  urethral  meatus. 
The  anal  sphincter  was  relaxed  and  the  anal  region 
was  soiled  by  feces.  There  was  a dimple  over  the 
lower  portion  of  the  sacrum.  The  left  lower  ex- 
tremity was  smaller  and  shorter  than  the  right  and 
the  muscular  strength  was  only  about  50  per  cent 
normal.  The  left  foot  was  markedly  everted  and 
the  toes  were  malformed. 

Neurological  examination  revealed  anesthesia 
about  the  anus,  increased  left  patellar  reflex,  and 
positive  Babinski  on  the  left.  X-ray  studies  revealed 
a spina  bifida  occulta  of  the  fourth  and  fifth  lumbar 
vertebra  and  of  the  sacrum. 

The  bladder  was  emptied  by  catheterization  and 
5 50  cc.  of  urine  was  obtained  after  which  the  ab- 
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dominal  mass  disappeared.  The  urine  was  normal. 
The  hemoglobin  was  70  per  cent  and  the  white  cell 
count  was  11,000.  On  April  9,  1935,  a presacral 
neurectomy  was  performed  at  which  time  the  ap- 
pendix was  also  removed.  Convalescence  was  un- 
eventful. The  in-dwelling  catheter  was  left  in 
place  until  the  ninth  postoperative  day  when  it  was 
removed,  after  which  the  attending  nurses  reminded 
the  patient  to  void  every  hour  , during  the  day  and 
every  two  hours  during  the  night.  The  incontin- 
ence of  feces  ceased  abruptly  after  the  operation. 
The  patient  voided  routinely  without  any  sensation 
of  fullness  of  the  bladder  until  about  April  26, 
1935,  at  which  time  the  micturition  reflex  began 
to  appear.  The  residual  urine  gradually  decreased 
until  it  was  150  cc.  on  May  1,  1935.  The  mic- 
turition reflex  gradually  asserted  itself  more  each 
day  but  it  was  not  strong  enough  on  May  2,  1935 
to  arouse  the  patient  from  sleep.  Therefore,  unless 
the  patient  was  awakened  during  the  night  there 
occurred  nocturnal  enuresis.  Because  of  the  saddle- 
shaped  anesthesia  the  author  decided  to  explore  the 
cauda  equina.  On  May  3,  1935,  under  general 
anesthesia  the  cauda  equina  was  explored  from  the 
first  lumbar  vertebra  to  the  sacral  hiatus.  Much  to 
his  surprise  exploration  revealed  a large  cholesteat- 
omatous  cyst  which  extended  from  the  second  lum- 
bar vertebra  to  the  second  sacral  segment.  The 
evst  filled  the  subdural  spaces  and  was  compressing 
the  terminal  nerves.  It  appeared  to  originate  from 
the  filum  terminale.  It  was  emptied  of  its  contents 
which  consisted  mostly  of  cholestrin  crystals  and 
the  lining  of  the  evst  was  removed  as  best  possible. 
The  incision  was  closed  in  the  usual  manner.  An 
in-dwelling  catheter  was  placed  in  the  urethra  for 
twenty-four  hours  after  which  it  was  removed. 
The  micturition  reflex  became  more  dominant  and 
the  patient  had  a residual  urine  of  100  cc.  on  May 
5,  1935. 

Comments:  The  cause  of  the  cord  bladder 
in  the  first  case  could  not  be  determined. 
Whereas,  the  cause  in  the  second  case  was 
congenital.  However,  in  addition  to  the  con- 
genital malformation  mentioned  above  there 
was  a congenital  type  of  cyst  of  the  filum 
terminale  which  was  probably  aggravating 
the  condition  by  pressure  upon  the  terminal 
nerves.  It  appears  that  all  patients  belong- 
ing to  this  group  should  have  the  benefit  of 
an  exploration  of  the  cauda  equina  regardless 
of  how  evident  the  symptoms  may  appear  to 


be  of  congenital  origin.  The  patients  suffer- 
ing with  cord  bladder  of  non-leutic  origin 
have  been  able  to  void  after  presacral  neurec- 
tomy, but  catheterization  has  always  revealed 
a rather  large  amount  of  residual  urine  at 
first  which  has  gradually  decreased  until  it 
becomes  constant  at  four  to  six  cc.  This  resi- 
dual at  first  is  probably  due  to  the  poor  mus- 
cular tonus  of  the  bladder  due  to  the  pro- 
longed overdistension.  As  the  musculature 
improves,  the  residual  urine  becomes  less. 
Also  the  parasympathetic  impulses  have  been 
kept  subdued  for  so  long  that  they  are  prob- 
ably weak  at  first  but  gradually  become  ade- 
quate when  unopposed  by  the  antagonistic 
sympathetic  impulses.  A more  complete 
emptying  of  the  bladder  during  the  conval- 
escence is  effected  by  the  administration  of 
1 00  mgm.  of  acetylcholine  intramuscularly 
twice  daily. 

As  a rule  the  micturition  reflex  has  been 
ignored  by  these  patients  for  so  long  that  it 
is  necessary  to  get  their  complete  coopera- 
tion in  attempting  to  void  every  one  to  two 
hours  even  though  they  have  no  sensation  of 
a full  bladder.  Subsequently  the  desire  to 
void  becomes  normal. 

There  appears  to  be  no  ill  effects  from  pre- 
sacral neurectomy  in  women.  The  complica- 
tions mentioned  by  Van  Duzen  have  not  been 
observed  by  other  authors  and  the  doubts  as 
to  the  physiological  rationale  of  the  operation 
as  advanced  by  McCrea  and  McDonald  ap- 
pear unwarranted.  Man  is  rendered  sterile 
by  the  operation  but  not  impotent.  The 
psychic  organism  is  unaltered  and  undelayed 
but  there  is  no  ejaculation  since  the  muscula- 
ture of  the  prostate  gland  and  ejaculatory 
ducts  is  paralyzed.  The  sexual  vigor  referring 
to  the  ability  to  have  intercourse  and  to  have 
psychic  orgasm  is  invariably  increased  about 
50  per  cent.  These  last  observations  were 
made  by  the  author  on  the  patients  of  Dr. 
Learmonth  while  his  assistant.  However,  he 
does  not  recommend  this  operation  for  sexual 
impotency  in  the  male  because  none  of  the 
patients  observed  were  impotent  before  pre- 
sacral neurectomy. 
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Conclusions:  Presacral  neurectomy  is  an 
operation  with  a physiological  rather  than  a 
pathological  basis.  It  is  a sound  procedure 
for  the  treatment  of  non-luetic  cord  bladder. 
However,  in  every  instance  in  which  the  con- 
dition appears  to  be  of  congenital  origin  and 
if  there  is  present  anesthesia  about  the  rectum, 
the  cauda  equina  should  be  explored,  prefer- 
ably before  presacral  neurectomy  because  of 
the  occasional  presence  of  the  existence  of 
tumors  or  fibrous  bands  exerting  pressure. 
When  it  is  considered  that  these  patients  are 
social  outcasts  and  that  they  are  usually  re- 
stored to  normal  habits  of  life,  the  results  are 
among  the  most  brilliant  in  surgery.  The  op- 
eration has  a limited  place  for  hydroureter, 
vesical  pain  caused  by  neoplasm  and  inter- 
stitial cystitis.  It  should  be  condemned  for 
most  patients  suffering  from  luetic  cord 
bladder. 


‘ Discussion 

Dr.  John  E.  Cannaday,  Charleston:  Unfortun- 
ately I have  had  no  experience  doing  presacral  neu- 
rectomy for  bladder  conditions.  However,  I note 
from  a recent  extended  search  of  the  literature  that 
the  operation  is  meeting  with  rather  wide  favor  for 
the  relief  of  certain  bladder  conditions,  particularly 
with  reference  to  some  types  of  painful  spastic 
bladder  and  to  most  cases  of  interstitial  involvement 
of  the  bladder  wall  associated  with  pain. 

I recently  attended  the  section  meeting  of  the 
College  of  Surgeons  in  Washington,  D.  C.,  and 
heard  Dr.  Fred  Rankin  make  the  statement  that 
after  all  his  abdominoperineal  resections  of  the 
rectum  he  routinely  resects  the  presacral  nerve  as  a 
prophylactic  measure  because  after  abdominoperi- 
neal resection  the  bladder  is  not  infrequently  dam- 
aged by  adhesive  inflammation  and  by  lack  of  the 
normal  pressure  of  the  rectum  to  support  it  from 
behind.  He  felt  that  in  such  cases  the  bladder  would 
empty  itself  more  normally  and  completely  after 
presacral  neurectomy  had  been  done. 

I have  in  mind  what  Dr.  Fulcher  pointed  out  so 
well,  that  the  bladder  like  many  of  the  other  pelvic 
organs,  has  a dual  nerve  supply  and  that  it  lias  a 
dual  sensibility  to  pain,  and  that  if  one  pathway  of 
pain  is  divided  the  pain  may  be  lessened  if  not  en- 
tirely eliminated. 


I have  observed  in  my  own  practice  that  if  the 
pathways  of  pain  to  the  ovaries  and  the  uterus  be 
divided,  the  patient  is  often  very  greatly  relieved 
from  previous  discomfort,  and  I believe  that  some- 
thing of  the  same  effect  should  obtain  in  regard  to 
the  bladder  in  certain  conditions. 

I wish  to  compliment  Dr.  Fulcher  on  his  ex- 
tremely scientific  presentation  of  the  physiology  and 
pathology  involved  -and  on  his  splendid  results. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Tuberculin  test  surveys  of  school  children 
conducted  in  numerous  communities  have 
directed  attention  to  the  problem  of  discover- 
ing tuberculosis  among  teachers  who  may  be 
spreading  infection  to  the  children.  An  in- 
creasing number  of  school  boards  are  demand- 
ing proof  from  the  teacher  that  she  is  tuber- 
culosis free.  Since  this  practice  promises  to 
become  more  widespread  the  physician 
should  know  about  the  procedures  that  are 
being  tried  and  be  prepared  to  participate 
with  school  boards  in  formulating  the  best 
plan.  The  method  employed  in  Minneapolis 
is  described  in  a recent  article  by  Harrington, 
Myers  and  Levine  in  the  Journal  of  the 
American  Medical  Association,  brief  abstracts 
of  which  are  here  submitted. 

Tuberculosis  Among  School  E rnployees : Some 
states  have  laws  providing  for  the  physical  exam- 
ination of  teachers  and  the  exclusion  of  those  appli- 
cants who  have  tuberculosis.  The  Attorney  Gen- 
eral of  Minnesota  has  ruled  that  “the  skin  test  for 
teachers  is  reasonable  exercise  of  the  police  powers 
of  the  school  boards  if  required  for  the  purpose  of 
safeguarding  the  pupils  of  public  schools.” 

Previously  the  author  demonstrated  that  chil- 
dren taught  by  teachers  with  open  tuberculosis 
showed  a much  higher  incidence  of  positive  tuber- 
culin reactions  than  those  taught  by  other  teachers. 
Ickert  found  that  93.5  per  cent  of  the  children 
taught  by  tuberculous  teachers  reacted  to  tuberculin 
as  compared  with  about  25  per  cent  reactors  in  a 
control  group.  Frost  reported  71  per  cent  reactions 
among  pupils  of  a tuberculous  teacher  whereas  only 
11.4  per  cent  of  children  in  adjacent  districts 
taught  by  non-tuberculous  teachers  were  positive 
to  the  test. 

Preparing  the  Way:  The  first  step  taken  in  Min- 
neapolis to  bring  about  a survey  of  school  teachers 
and  employees  was  to  arouse  the  school  board  to 
the  need  of  requiring  a health  certificate  of  all 
teachers.  At  that  time,  October,  1921,  the  value 
of  the  tuberculin  test  and  the  x-ray  was  not  thor- 
oughly appreciated  and  therefore  certificates  in 
some  instances  seemed  almost  worthless.  More  pub- 
licity and  education  was  patiently  carried  on  to  pre- 
vail upon  the  board  to  demand  from  the  teacher 


more  specific  evidence  of  freedom  from  tuberculo- 
sis. 

The  problem  was  dicussed  with  the  medical 
society  which  after  careful  deliberation,  supported 
the  Director  of  Hygiene  of  the  Minneapolis  school 
board  in  his  recommendation  to  the  board  that  all 
teachers  and  employees  who  come  in  contact  with 
school  children  submit  to  a Mantoux  skin  test,  the 
expense  of  the  test  to  be  borne  by  the  board. 

Since  there  was  some  objection  to  the  tuberculin 
test  based  on  misunderstanding,  the  order  adopted 
by  the  board  was  modified  a few  months  later  to 
permit  the  teacher  to  submit  an  x-ray  f>rm  of  the 
chest  in  lieu  of  the  skin  test.  Protests  < < obstruc- 
tionists continued  and  therefore  it  was  ,onsidered 
wise  to  postpone  the  execution  of  the  order  to  De- 
cember 31,  1933.  New  objections  arose  but  the 
authorities  proceeded  with  the  administration  of 
tuberculin  tests  and  the  preparation  of  x-ray  films 
of  the  positive  reactors.  False  and  absurd  rumors 
which  tended  to  disparage  the  procedure  circulated 
freely,  but  tactful  execution  of  the  yocedure  over- 
came most  of  the  objection  and  ir  i short  time  a 
high  percentage  of  teachers  submitted  to  the  test. 

Procedure:  A physician  and  a nurse  visited  each 
school  building  and  applied  the  test  to  all  employees 
who  wished  it.  Arrangements  had  been  made  with 
the  local  radiologic  society  for  the  taking  of  x-ray 
films  of  the  chests  of  all  teachers  and  others  con- 
cerned who  were  authorized  b the  school  board 
to  have  such  films  made.  Teacners  who  declined 
the  skin  test,  as  well  as  those  whose  tuberculin  tests 
proved  positive,  were  issued  authorization  slips  for 
the  making  of  the  x-ray  films  The  films  when 
made  were  forwarded  to  the  h giene  department 
for  corroboration. 

An  option  on  this  procedure  was  offered,  per- 
mitting teachers  to  have 'the  tube  culin  test  applied 
by  their  private  physicians,  a report  of  the  result, 
certified  over  the  physician’s  sign  ture,  to  be  sent 
to  the  director  of  hygiene.  Further,  the  school  per- 
sonnel was  permitted  to  submit  x ray  films  of  the 
chest  taken  by  physicians  of  their  own  choice. 
These  options  were  exercised  at  the  expense  of  the 
teacher.  All  other  costs  were  borne  by  the  school 
board. 

Results:  Altogether  2,190  persons  were  tested 
with  tuberculin  and  1,384  elected  an  option.  A 
single  dose  of  0.1  mg.  of  tuberculin  was  used.  Re- 
testing of  negative  reactors  could  not  be  done  be- 
cause it  was  necessary  to  simplify  the  procedure. 

Of  those  tested  49  per  cent  reacted.  The  inci- 
dence of  reactors  varied  curiously  in  different 
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schools.  In  two  schools  in  which  there  were  less 
than  five  teachers,  all  were  negative.  The  lowest 
number  of  reactors  in  the  larger  schools  was  10 
per  cent  and  the  highest  was  82  per  cent.  As  a 
group,  school  nurses  showed  the  highest  incidence, 
91  per  cent.  Of  the  2,466  who  were  x-rayed  59 


per  cent  showed  no  evidence  of  disease. 

All  films  were  interpreted  by  one  of  the  authors 
who  classified  them  as  follows: 

No  evidence  of  disease 1,453 

Scoliosis  2 

Possible  substernal  thyroid 2 

Change  in  cardiac  outline 44 

Evidence  of  increased  bronchovascular 

markings  175 

Evidence  of  fibrinous  pleurisy 66 

Evidence  of  first  infection  type  and 

pleurisy  29 

Questionable  evidence  of  first  infec- 
tion type  of  tuberculosis 85 

Evidence  of  first  infection  type  of  tu- 
berculosis   532 

Evidence  of  parenchymal  lesions 78 


The  method  employed  is  regarded  by  the  au- 
thors merely  as  a means  of  screening  out  cases  who 
should  have  a thorough  examination  for  tubercu- 
losis. The  78  persons  with  parenchymal  lesions  as 
well  as  those  with  changes  in  cardiac  outline  or 
other  significant  findings  were  all  advised  to  con- 
sult the  physician  for  further  examination  and  final 
diagnosis.  To  keep  a check  on  those  with  paren- 
chymal lesions  periodic  roentgenographic  examina- 
tions were  requested  at  stated  intervals,  the  films 
to  be  submitted  to  the  Director  of  Hygiene  of  the 
school  board.  There  was  no  interference  with  prac- 
titioners of  medicine.  The  school  board  should  not 
treat  disease  but  it  is  definitely  obligated  to  make 
sure  that  their  employees  do  not  disseminate  tu- 
bercle bacilli  in  line  of  duty.  Cjreat  care  must  be 
exercised  by  the  board  not  to  be  too  drastic  in 
dealing  with  those  who  have  parenchymal  shadows. 
Every  finding  should  be  kept  strictly  confidential; 
even  the  tuberculin  test  should  be  applied  on  a part 
of  the  body  where  it  is  not  visible  to  other  teachers 
or  pupils  and  the  report  on  the  test  should  be  made 
only  to  the  individual  tested. 

'The  costs  of  the  survey  are  important  to  con- 
sider. All  but  102  of  the  tuberculin  tests  were  paid 
for  by  the  school  board.  Of  the  2,476  x-ray  films 
238  were  not  paid  for  by  the  school  board.  The 
total  expense  to  the  school  board  was  $5,525.50. 

A dvantages  of  Survey:  In  the  summary  of  the 


article  the  chief  advantages  of  the  survey  are  stated 
as  follows: 

“First,  disease  may  be  detected  before  it  has  pro- 
duced significant  symptoms  and  when  it  can  be 
treated  successfully  in  a short  time,  thus  saving  the 
teacher  a long  period  of  inactivity  from  work.  Such 
cases,  by  adequate  treatment,  may  be  prevented 
from  breaking  down  so  as  to  be  a menace  to  the 
children  and  other  teachers.  Thus,  the  environ- 
ment so  far  as  tuberculosis  is  concerned  becomes 
much  safer  from  the  standpoint  both  of  the  teacher 
and  of  the  child.  Second,  compulsory  examinations 
often  lead  to  investigation  on  the  part  of  the  teacher 
so  that  she  becomes  informed  concerning  the  con- 
tagious nature  of  tuberculosis.  Many  such  teachers 
become  enthusiastic  workers  in  the  tuberculosis  con- 
trol program.  This  should  lead  ultimately  to  the 
enlistment  and  the  support  of  great  educational 
associations,  which  will  be  a valuable  acquisition  to 
the  forces  against  tuberculosis. 

Tuberculosis  Among  Employees  of  the  Min- 
neapolis Schools , F.  E.  Harrington , M.  D .,  /.  A. 
Myers , M.  D.}  and  Ida  Levine , M.  D.}  Journal  of 
the  Amer.  Med.  Ass’n May  25 } 1935. 


THE  CAUSE  OF  ANEMIA 

The  idea  that  pallor  means  anemia  is  fallacy 
number  one  in  the  public  mind,  according  to  Dr. 
Raphael  Isaacs  and  Agnes  W.  Isaacs  who  discuss 
“Some  Popular  Fallacies  About  Anemia”  in  the 
August  Hygeia.  A person  may  be  pale  and  still 
have  perfectly'  normal  blood. 

True  anemia  means  either  that  there  arc  too  few 
red  blood  corpuscles  or  that  the  amount  of  hemo- 
globin, the  red  coloring  material  in  the  blood,  is 
diminished.  This  is  discovered  by  a blood  count. 
The  color  of  the  skin,  however,  is  the  result  of  the 
amount  of  blood  in  the  skin  capillaries,  and  this  is 
modified  by  the  texture,  thickness  and  native  color 
of  the  skin  itself. 

Among  other  popular  fallacies  is  the  belief  that 
circles  under  the  eyes  mean  the  presence  of  anemia. 

Neither  cancer  nor  tuberculosis  is  necessarily  asso- 
ciated with  anemia. 

Liver  or  dried  stomach  will  relieve  human  an- 
emia only  if  the  defective  blood  is  caused  by  a failure 
of  the  red  corpuscles  to  ripen. 

Blood  does  not  make  blood,  and  blood  taken  by 
mouth  has  practically  no  value  for  a person  with 
anemia.  It  is  merely  an  increased  strain  on  the 
digestive  organs,  and  finally  the  material  is  ex- 
pelled from  the  body. 
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PRESIDENT’S  PAGE 


It  has  occurred  to  me  more  than  once  during  my  adminis- 
tration as  President  of  the  State  Association,  that  I have  prob- 
ably placed  too  much  emphasis  upon  the  economic  side  of  med- 
ical practice  and  have,  thereby,  neglected  the  real  background 
and  bulwark  of  the  profession ; namely,  scientific  medicine. 
After  all  is  said  and  done,  the  science  of  medical  practice  is  the 
sole  reason  for  our  existence  and  it  should  be  kept  forever  fore- 
most in  our  aims  and  objectives,  regardless  of  whatever  eco- 
nomic problems  may  confront  us. 

I believe  this  personal  tendency  upon  my  own  part  has 
been  reflected  to  no  small  extent  in  the  programs  of  more  than 
one  of  our  component  county  medical  societies.  If  the  scien- 
tific side  of  medicine  has  been  neglected,  now  is  the  time  to 
make  up  for  that  neglect.  Let  me  quote  a brief  portion  of 
our  state  constitution  relative  to  the  purpose  of  our  Associa- 
tion: 

“The  purpose  of  this  Association  shall 
be  to  . . . extend  medical  knowledge  and 
advance  medical  science  ...  so  that  the  pro- 
fession shall  become  more  capable  and 
honorable  within  itself,  and  more  useful 
to  the  public  in  the  prevention  and  cure 
of  disease  and  in  prolonging  and  adding 
comfort  to  life.” 

I feel  that  we  have  made  much  progress  during  the  pres- 
ent year  in  our  economic  welfare.  Much  work  still  remains 
to  be  accomplished.  But  let  us  not  lean  so  far  toward  the  goal 
of  economic  betterment  that  we  will  sacrifice  medical  science. 


President 
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INSURANCE  PLANS 

Information  coming  to  the  Journal  indi- 
cates that  the  action  of  the  A.  M.  A.  House 
of  Delegates  at  the  Atlantic  City  session,  in 
consideration  of  sickness  insurance,  has  in 
some  instances  not  been  fully  understood. 
The  misconception  has  to  a degree  been  ad- 
vanced by  reports  in  some  journals  and  head- 
lines in  public  newspapers  to  the  effect  that 
sickness  insurance  has  been  given  broad  ap- 
proval by  the  American  Medical  Association. 
Some  groups  are  said  to  have  planned  to  act 
on  this  supposition. 

The  report  of  the  Reference  Committee  of 
the  House  of  Delegates  has  been  published 
in  the  Journal  and  the  special  report  of  the 
Bureau  of  Medical  Economics  has  been  made 
available  to  members  of  the  Association.  It  is 
urgently  recommended  that  both  the  special 
report  of  the  Bureau  of  Medical  Economics, 
containing  an  analysis  of  the  various  plans  at 
present  in  operation,  and  the  report  of  the 
Reference  Committee,  which  were  adopted 
by  the  House  of  Delegates,  be  carefully 
studied  before  any  plans  are  considered.  No 
county  society  should  consider  the  creation  of 
any  new  social  machinery  for  the  extension 
of  medical  service  or  collection  of  compensa- 
tion for  such  service  before  the  existence  of  a 
real  need  for  such  change  has  been  demon- 
strated and  the  requirements  and  available 
existing  facilities  have  been  carefully  ap- 
praised. 

The  report  of  the  Committee  states  that 
“analyses  show  that  the  class  for  which  spe- 
cial provision  is  necessary  is  far  smaller  than 


most  lay-writers  and  the  results  of  so-called 
‘surveys’  would  indicate.”  The  economic 
problems  of  the  individual  cannot  be  ade- 
quately dealt  with  on  the  basis  alone  of  his 
classification  in  the  group  of  those  who  re- 
ceive low  incomes.  Social  workers  have  ac- 
cordingly long  recognized  the  necessity  of 
the  investigation  of  the  problem  of  each  in- 
dividual. Upon  this  basis  is  the  method  of 
individual  study  or  “case  work”  of  social 
service  founded.  The  problem  of  needed 
medical  service  to  each  person  of  the  group 
is  also  an  individual  one,  and  one  which  can- 
not be  met  by  group  classification. 

Based  upon  an  investigation  of  the  re- 
sources of  the  individual,  an  adjustment  of 
fees  for  needed  medical  services,  according  to 
ability  to  pay  in  graduated  installments,  in 
most  instances  meets  the  problem  of  the  in- 
dividual patient  who  is  not  wholly  indigent. 
It  is  to  this  type  of  organization  that  the 
Legislative  Committee  referred  in  a previous 
communication  as  meeting  public  and  indiv- 
idual requirements.  If  the  individual  is  in- 
digent, he  obviously  cannot  be  expected  to 
pay  for  medical  service  on  an  adjusted  fee 
basis,  nor  is  he  provided  for  in  proposed  sick- 
ness insurance  or  any  plan  other  than  charit- 
able or  direct  government  indigent  relief.  In 
that  instance  medical  costs  are  only  one  phase 
of  the  individual’s  economic  distress,  and  his 
problem  requires  more  comprehensive  meas- 
ures than  simple  provision  of  medical  serv- 
ices. 

A group  purchasing  an  undetermined 
amount  of  medical  service  upon  a prepaid 
fixed  premium  basis  offered  to  all,  within 
broad  income  limits,  who  apply,  sooner  or 
later  will  include  a large  percentage  of  in- 
dividuals who  can  and  have  previously  sup- 
ported medical  practice  upon  normal  private 
basis.  Experience  has  shown  that  pre- 
payment medical  service  has  not  been  salable 
on  the  basis  of  adequate  fees  for  the  physi- 
cian, as  evident  in  experience  here  and  abroad. 

Some  of  the  effects  of  such  plans  are  as 
follows:  ( 1 ) A large  amount  of  medical  work 
will  be  done  on  a financial  basis  which  is  in- 
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adequate  to  provide  for  maintenance  of 
proper  standards.  (2)  Those  not  included  in 
the  plan  will  be  educated  to  demand  medical 
services  at  correspondingly  low  fees.  (3)  The 
operation  of  such  plans  over  a period  of  aver- 
age conditions  will  not  add  to  the  sum  total 
of  fees  derived  from  the  income  group  in- 
sured, and  aside  from  possible  temporary 
changes  in  distribution  will  simply  reduce 
more  professional  services  to  an  inadequate 
financial  basis.  (4)  The  establishment  of  such 
plans  will  create  a pattern  which,  although 
undesirable,  it  may  be  impossible  to  change 
or  discard,  and  may  therefore  lead  to  still 
broader  adoption  of  objectionable  practices. 
(5)  There  is  reason  to  believe  that  some  local 
plans,  even  though  now  apparently  satisfac- 
tory, inherently  possess  the  same  weaknesses 
and  destructive  tendencies  as  have  been  evi- 
dent in  similar  patterns  of  operation  in  for- 
eign countries.  (6)  The  questions  of  contract 
practice,  legal  responsibilities,  and  state  in- 
surance regulations  encountered,  as  well  as 
the  drift  to  solicitation  of  patients  and  viola- 
tion of  medical  ethics  cannot  be  presented 
here.  (7)  Extensive  systems  of  voluntary 
sickness  insurance  invite  competitive  offerings 
by  irresponsible  people,  and  in  Europe  have 
created  conditions  so  chaotic  as  to  advance  the 
establishment  of  compulsory  insurance  by 
legislative  act. 

Less  populous  communities  in  which  the 
medical  and  financial  needs  of  the  individual 
patients  are  known  to  physicians  and  public 
relief  officers  have  no  need  of  any  cumber- 
some machinery. 

It  is  to  be  noted  that  the  action  of  the 
American  Medical  Association  did  not  con- 
template the  operation  of  any  plans,  except 
by  local  constituent  societies  of  the  American 
Medical  Association,  and  that  in  so  doing 
medical  societies  must  be  guided  by  the  Ten 
Fundamental  Principles  adopted  in  June, 
1934. 

All  proposed  plans  of  county  societies 
should  be  submitted  to  officers  and  appro- 
priate committees  of  state  medical  societies. 


Before  considering  any  program,  it  would 
also  seem  advisable  to  confer  with  the  Bureau 
of  Medical  Economics  of  the  American  Med- 
ical Association  which  has  the  greatest  op- 
portunity to  study  the  needs  for  and  varying 
successes  of  the  existing  experiments. 


NEW  MEMBERSHIP  CARDS 

Several  weeks  ago  the  Association  head- 
quarters at  Charleston  sent  out  new  member- 
ship record  cards  to  every  member  of  the 
Association.  Members  were  asked  to  fill  out 
the  cards  and  to  return  them  at  once.  A 
stamped,  self-addressed  envelope  was  en- 
closed for  the  purpose.  The  new  cards,  auth- 
orized by  the  Council  at  the  Wheeling  meet- 
ing last  May,  are  much  more  complete  than 
the  old  record  cards  and  provide  space  for 
much  more  biographical  data  on  each  member. 

To  date  approximately  800  of  the  new 
cards  have  been  filled  out  and  returned. 
While  this  is  an  unusually  good  return,  there 
are  still  more  than  300  cards  that  have  not 
yet  been  sent  in.  We  trust  that  these  tardy 
members  will  fill  out  their  cards  and  get  them 
back  without  further  delay. 


REHABILITATION  APPROVED 

For  the  past  six  months  the  Medical  Ad- 
visory Committee  of  the  West  Virginia  State 
Medical  Association  has  worked  with  Mr. 
Charles  Ritter,  Director  of  Compensation 
and  Rehabilitation  of  the  State  Relief  Ad- 
ministration, on  a rehabilitation  project  to 
restore  between  4,000  to  5,000  persons,  now 
on  direct  relief,  to  useful  occupations.  It  is 
estimated  that  at  least  4,000  physically  handi- 
capped relief  clients  can  be  placed  in  gainful 
employment  through  surgical  procedures. 

The  Journal  is  pleased  to  announce  that 
this  rehabilitation  project  has  been  approved 
and  that  the  first  allocation  of  funds  for  this 
purpose  was  made  about  the  middle  of  Sept- 
ember. The  project  is  to  continue  for  one 
year  and  will  involve  an  expenditure  of  from 
$250,000  to  $400,000  with  the  doctors  and 
hospitals  of  West  Virginia.  The  project 
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should  be  officially  under  way  by  November 

first. 

Detailed  information  about  the  rehabilita- 
tion project  is  published  elsewhere  in  this 
issue  of  the  Journal,  together  with  the  sched- 
ule of  fees  worked  out  between  the  Advisory 
Committee  and  the  Relief  Administration. 
We  congratulate  the  Advisory  Committee  on 
this  splendid  piece  of  constructive  work  and 
note  with  particular  satisfaction  that  there  is 
a complete  separation  of  doctor  and  hospital 
fees. 


NEW  A.  M.  A.  DIRECTORY 

The  work  of  revising  and  compiling  the 
new  fourteenth  edition  of  the  American  Med- 
ical Directory  has  been  started. 

After  every  directory  is  published,  the 
West  Virginia  State  Medical  Association  re- 
ceives a number  of  complaints  from  physi- 
cians who  have  not  been  listed  as  Members 
or  Fellows  of  the  American  Medical  Associa- 
tion. Some  of  these  men  have  possibly  lost 
appointments  with  industrial  firms,  insur- 
ance companies,  railroads,  etc.,  because  they 
were  not  indicated  as  members.  They  may 
have  been  members  and  let  their  member- 
ship lapse  or  new  men  in  the  community  who 
failed  to  join  their  local  society  in  time  to 
indicate  this  information  in  the  directory. 

To  eliminate  such  criticism,  we  are  asking 
secretaries  of  county  medical  societies  to  co- 
operate in  notifying  all  delinquents  and  eli- 
gible applicants  that  a new  A.  M.  A.  Direc- 
tory is  going  to  be  published  and  calling  to 
the  attention  of  their  members  the  import- 
ance of  sending  in  their  data  promptly  when 
requested. 

It  will  probably  be  two  years  before  an- 
other A.  M.  A.  Directory  will  be  issued. 


DOCTOR’S  CREDIT  RATING 

This  Journal  is  published  by  the  Wood- 
vard  Commercial  Printers  of  Charleston, 
W est  A irgima.  Mr.  H.  C.  Shellenberger  is 
manager  of  the  Woodyard  plant.  During  the 
course  of  his  tenure  with  this  plant  he  has 


handled  reprint  orders  from  several  hundred 
doctors,  most  of  them  members  of  the  Asso- 
ciation. In  the  past  four  years  the  total  re- 
print orders  have  amounted  to  more  than 
$3,000. 

Commenting  recently  upon  the  financial 
integrity  of  physicians  in  general,  Mr.  Shell- 
enberger dropped  the  remark  that  during 
four  years  of  handling  physicians’  reprint 
orders  his  company  had  only  lost  $2.60.  This 
unusual  record  is  such  a splendid  testimonial 
to  the  financial  integrity  of  the  medical  pro- 
fession that  we  considered  it  worthy  of  this 
brief  mention  in  the  Journal. 

(EDITOR’S  NOTE — Since  the  above  was  written,  further  investi- 
gation has  shown  t hat  the  $2.00  reprint  loss  involved  the  order  of 
a dentist;  not  a phjsician.) 

OBITUARY 


WILLIAM  L.  PECK,  M.  D. 

Dr.  William  Lewis  Peck,  Coalwood,  succumbed 
of  an  illness  at  his  home  on  Friday,  August  30, 
1935.  Dr.  Peck  was  a resident  of  Coalwood  for 
sixteen  years  and  was  widely  known  throughout 
that  section.  He  was  a member  of  the  McDowell 
County  Medical  Society  and  the  American  Medical 
Association.  Dr.  Peck  was  also  a member  of  a 
number  of  fraternal  orders  and  took  an  active  in- 
terest in  their  work.  Surviving  Dr.  Peck  is  his 
widow,  Josephine  Gore  Peck,  to  whom  he  was 
married  in  1914.  There  were  no  children.  Dr. 
Peck  was  medical  director  of  the  Consolidation  Coal 
Company  at  Coalwood. 

Funeral  services  were  conducted  on  Saturday 
evening  at  the  Peck  home  and  again  on  Sunday 
afternoon  by  the  Masons.  Interment  was  made  in 
the  family  burial  ground  at  Athens. 


healthy  teeth 

Diet  must  play  an  important  part  in  any  well 
rounded  program  aimed  at  the  prevention  of  tooth 
and  bone  shortcomings.  The  study  of  dietary  needs 
has  now  progressed  to  the  point  where  children 
themselves  can  safely  be  made  the  research  labora- 
tory for  the  discovery  of  new  knowledge.  David 
W.  McLean,  D.D.S.,  discusses  “Diet  and  Teeth” 
in  chapter  VII  of  the  series  “These  Teeth  of  Mine” 
appearing  in  the  August  Hygeia. 

Investigations  have  shown  that  the  average  civil- 
ized diet,  both  in  cities  and  in  the  country  is  at  best 
on  the  borderline  of  deficiency  in  calcium,  phos- 
phorus and  vitamins. 
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COUNTY  SOCIETY  NEWS 


HARRISON  COUNTY 
Dr.  J.  Lewis  Blanton  of  Fairmont  was  the  guest 
essayist  at  the  regular  monthly  meeting  of  the  Harri- 
son County  Medical  Society  which  was  held  at  the 
Stonewall  Jackson  Hotel,  Clarksburg,  on  the  eve- 
ning of  September  5,  1935.  His  subject  was  “The 
Use  of  Vaccines  and  Serums  in  the  Prevention  of 
Infectious  Diseases.”  His  paper  was  illustrated  with 
lantern  slides  and  brought  out  a good  discussion. 
There  was  an  excellent  attendance  at  this  meeting. 

Creed  C.  Greer,  Secretary. 

CABELL  COUNTY 

Dr.  Cecil  Striker  of  Cincinnati,  Ohio,  was  the 
guest  speaker  at  the  September  12  meeting  of  the 
Cabell  County  Medical  Society  which  was  held  at 
the  Pritchard  Hotel  with  a good  attendance.  Dr. 
Striker’s  subject  was  “The  Clinical  Management 
of  Diabetes  Mellitus  and  Some  of  Its  Complica- 
tions,” illustrated  with  lantern  slides.  His  paper 
was  liberally  discussed. 

Dr.  Edwin  Matthews,  until  recently  secretary 
of  the  Cabell  County  Society,  has  moved  to  Logan 
where  he  is  now  connected  with  the  Mercy  Hos- 
pital. Dr.  Chauncey  B.  Wright,  Huntington,  has 
been  elected  secretary  to  fill  out  the  unexpired  term 
of  Dr.  Matthews. 

Dr.  Chauncey  B.  Wright,  Secretary. 

BARBOUR-RANDOLPH-TUCKER 
A special  meeting  of  the  Barbour-Randolph- 
Tucker  County  Medical  Society  was  held  in  Philippi 
on  the  evening  of  September  3,  1935,  in  honor  of 
the  ninety-ninth  birthday  anniversary  of  Dr.  J.  W. 
Bosworth,  honorary  member.  The  proceedings 
conducted  in  his  honor  received  national  recogni- 
tion, as  Dr.  Bosworth  is  thought  to  be  the  oldest 
living  physician  in  the  United  States.  A very  in- 
teresting program  was  presented,  made  up  of  facts 
and  historical  data  connected  with  Dr.  Bosworth’s 
life. 

Russell  S.  Wolfe,  Secretary. 

KANAWHA  COUNTY 
The  first  fall  meeting  of  the  Kanawha  Medical 
Society  was  held  at  the  Daniel  Boone  Hotel,  Char- 
leston, on  the  evening  of  September  10  with  an  un- 
usually large  attendance.  Dr.  O.  H.  Bobbitt,  presi- 
dent, presided.  Following  a short  business  session, 
Dr.  Leo  Mynes,  Kanawha  county  school  physician, 


spoke  briefly  upon  the  need  of  a county  tubercu- 
losis sanitarium  for  this  county. 

The  essayist  of  the  evening  was  Dr.  C.  C.  Hig- 
gins of  the  Cleveland  Clinic.  His  subject  was 
“The  Production,  Prevention  and  Treatment  of 
Urinary  Calculi.”  Among  those  who  took  part  in 
the  discussion  of  Dr.  Higgins’  paper  were  Dr.  Hugh 
B.  Robins,  Dr.  E.  V.  Jordan,  Dr.  T.  G.  Reed, 
Dr.  Ray  Bobbitt,  Huntington;  Dr.  C.  O.  Rey- 
nolds, Bluefield;  Dr.  B.  B.  Nicholson,  Parkersburg, 
and  Dr.  G.  G.  Irwin. 

A number  of  visiting  doctors  from  neighboring 
societies  were  in  attendance  at  this  meeting.  Fol- 
lowing the  scientific  program,  a buffet  luncheon 
was  served  to  the  doctors  and  guests  in  attendance. 

P.  A.  Tuckwiller,  Secretary. 

LOGAN  COUNTY 

The  Logan  County  Medical  Society  had  its  reg- 
ular September  meeting  at  the  Logan  General  Hos- 
pital, September  18,  1935. 

The  essayist  for  the  evening  was  Dr.  M.  I.  Men- 
deloff,  Charleston,  who  gave  a very  interesting  talk 
on  the  importance  of  careful  history  taking  in  gastro- 
intestinal disorders. 

Our  society  was  honored  by  a visit  from  our  state 
president  Dr.  R.  H.  Walker,  who  gave  us  a very 
instructive  talk  on  “Medical  Economics.”  This  was 
followed  by  Mr.  Joe  Savage  who  presented  some 
announcements  and  items  for  discussion  to  the 
society. 

This  was  the  society’s  first  meeting  since  June, 
meetings  having  been  discontinued  because  of  mem- 
bers being  absent  on  vacations. 

E.  H.  Starch er,  Secretary. 


HEART  DISEASE 

What  can  we  do  to  increase  our  life  expectancy? 
Dr.  Laurence  E.  Hines  answers  this  question  in  his 
article  “Heart  Disease  After  Middle  Age”  in  the 
August  Hygeia. 

Knowing  that  the  principal  cause  of  death  in  the 
declining  years  is  heart  disease  caused  by  the  wear- 
ing disease  of  the  arteries,  every  one  is  faced  with 
the  important  problem  of  prevention.  Many  a 
patient  will  continue  to  brag  about  his  great  strength 
when  lie  is  trying  to  hide  the  fact  that  there  is  a 
slight  tightness  in  his  chest  while  climbing  stairs  and 
a feeling  of  breathlessness  on  going  out  into  cold  air. 
These  early  symptoms  of  heart  disease  should  be 
reported  to  a physician. 
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GENERAL  NEWS 


PHYSICAL  REHABILITATION  PROJECT 

On  or  before  November  first,  a state-wide  pro- 
gram of  physical  rehabilitation  of  persons  now  on 
direct  relief  will  be  inaugurated  by  the  West  Vir- 
ginia Relief  Administration  under  the  direction  of 
Mr.  Charles  Ritter,  Director  of  Relief  Compensa- 
tion and  Rehabilitation.  The  project  will  involve 
an  expenditure  of  from  $250,000  to  $400,000, 
which  will  be  spent  with  West  Virginia  doctors  and 
West  Virginia  hospitals  during  the  coming  year. 

The  Medical  Advisory  Committee  of  the  West 
Virginia  State  Medical  Association,  together  with 
officials  of  the  Hospital  Association  of  West  Vir- 
ginia, have  been  working  with  Mr.  Ritter  on  the 
rehabilitation  project  for  the  past  six  months  and  the 
first  funds  for  the  project  were  appropriated  about 
the  middle  of  September.  Only  state  funds  will  be 
used.  The  purpose  of  the  project  is  to  restore  to 
gainful  occupations  many  persons  who  are  now  on 
relief  as  a result  of  physical  handicaps. 

It  is  estimated  that  there  are  approximately 
6,000  men  and  women  now'  on  the  relief  rolls  who 
can  be  restored  to  useful  lives  through  physical  re- 
habilitation. This  estimate  is  based  upon  statistics 
gathered  from  the  phvsical  examinations  of  relief 
clients  made  by  physicians  throughout  the  state 
about  one  year  ago.  Of  the  total  number,  it  is  be- 
lieved that  from  20  to  25  per  cent  will  refuse  while 
still  others,  upon  reexamination,  will  be  ruled  out. 
This  process  of  elimination  will  probablv  reduce  the 
total  number  to  be  rehabilitated  to  4,000  or  less. 

The  schedule  of  fees  for  major  and  minor  op- 
erations and  for  office  calls  was  worked  out  fol- 
lowing a series  of  conferences  between  Mr.  Ritter, 
representing  the  Relief  Administration,  and  the 
Medical  Advisor}-  Committee,  representing  the 
West  Virginia  State  Medical  Association.  Hospital 
and  medical  and  surgical  fees  are  to  be  kept  sep- 
arate. 

Published  below  is  the  complete  fee  schedule  for 
both  physicians  and  hospitals,  together  with  com- 
ments and  instructions.  Copies  of  the  physician’s 
fee  schedule  have  already  been  mailed  out  to  all 
countv  society  secretaries: 

Fractures:  Flat  fee,  including  reduction  and  sub- 
sequent treatment.  In  cases  where  multiple  fract- 
ures occur  the  fee  shall  be  the  major  one  plus  addi- 
tional fifty  per  cent  of  the  fee  prescribed  for  each  of 
the  others  herein  classified. 


In  compound  or  complicated  fractures,  claims  for 
additional  services  must  be  taken  up  with  the  Di- 
rector of  Physical  Rehabilitation  by  special  corres- 
pondence. 

All  fees  will  include  assistant’s  fee,  and  all  other 


treatments: 

Femur $65.00 

Patella,  without  operation  15.00 

Patella,  with  operation  35.00 

Clavicle  25.00 

Humerus  45.00 

One  bone  of  forearm  15.00 

Both  bones  of  forearm  35.00 

Colies  30.00 

Carpal  bones,  single  or  multiple 12.00 

Metacarpal,  single  or  multiple 12.00 

Tibia  35.00 

Fibula  15.00 

Tibia  and  fibula 30.00 

Scapula  12.00 

Lower  jaw 35.00 

Upper  jaw,  non-operative 10.00 

Nasal  bones 10.00 

Ribs,  single  or  multiple 10.00 

Skull,  non-operative 50.00 

Skull,  operative  50.00 

Vertebrae,  non-operative  35.00 

Vertebrae,  operative 75.00' 

Pelvis 35.00 

Foot,  tarsal  bones  (single  or  multiple)  . 12.00 

Metatarsal  bones  12.00 

Phalanges 10.00 


Dislocations : Flat  rate  including  reduction  and 
subsequent  treatment.  In  case  of  more  than  one 
dislocation,  the  fee  shall  be  the  major  one  plus  addi- 
tional fifty  per  cent  of  the  fee  prescribed  for  each  of 
the  others  herein  classified. 


Shoulder  $20.00 

Elbow  15.00 

Hip  30.00 

Knee  15.00 

Patella 10.00 

Ankle  15.00 

Finder 5.00 

Toe 5.00 

Lower  jaw  5.00 

Clavicle  20.00 


Amputations : Flat  rate  including  amputation 

and  subsequent  treatment.  In  case  of  more  than 
one  amputation  the  fee  shall  be  the  major  one  plus 
fifty  per  cent  of  each  of  the  others  herein  classified: 
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Hip  $75.00 

Thigh  50.00 

Foot,  ankle  or  below  knee 30.00 

Arm,  at  shoulder  joint 50.00 

Hand,  wrist,  arm 35.00 

Toe  or  finger  10.00 

Special  Operations : Flat  fee  including  after  care 
and  treatment. 

Laparotomy $65.00 

Herniotomy,  single 50.00 

Herniotomy,  double 65.00 

Urethrotomy  30.00 

Enucleation  of  eye 30.00 

Cystoscopic  examination 20.00 

Ureteral  catheterization 20.00 

Miscellaneous 


First  visit  to  hospital,  office  or  home.  . $ 2.50 


Subsequent  visits  to  hospital,  office  or 

or  home 2.00 

Breaking  up  adhesions  of  joint  with  or 

without  anesthetic,  operation 5.00 

Transplanting  of  tendons  50.00 

Application  of  casts: 

Body,  thigh,  upper  arm  7.50 

Lower  extremities  4.00 

Injection  of  varicose  veins 20.00 

Operation  on  varicose  veins 20.00 

Arthroplasty,  hip,  shoulder,  knee,  elbow  50.00 

Arthroplasty,  all  other  joints 35.00 

Osteomyelitis,  removal  of  sequestrum.  35.00 

Osteomyelitis,  incision  and  curette- 

ment  10.00 

Skin  graft,  depending  on  extent . 

to  ’ * J25.00 

Open  reduction  of  fractures,  femur, 

tibia,  humerus,  ulna,  radius 50.00 

Open  reduction  of  fractures,  all  other 


Tenotomy  25.00 

Special  authorization  — ulcers,  tu- 
mors, nerve,  injuries. 

Note:  Payment  will  be  made  for  examinations 
if  such  examinations  are  made  and  no  operation  is 
performed.  If  operation  is  performed,  costs  of  ex- 
aminations must  be  absorbed  in  the  flat  rate  paid 
for  such  operation  or  treatment  subsequent  to  ex- 
amination. 

The  following  is  the  hospital  fee  schedule  as  ap- 
proved by  the  Hospital  Association  of  West  Vir- 
ginia : 


Hospital  ward  rates,  including  general 


nursing  care,  routine  medicines  and 
dressings,  and  board,  per  diem  . . .$  3.50 
(Special  medicines,  such  as  serums, 
must  be  provided  at  cost). 

Laboratory  Fees,  urinalysis 2.00 

Blood  typing  and  all  other,  first  test  . . 3.00 

For  each  additional  test 1.00 

Operating  room,  minor  operation  . . . 5.00 

Major  operation  7.50 

Anesthetic  fee,  minor  operation 5.00 

Major  operation 7.50 

Plaster  casts,  elbow,  forearm,  hand, 

ankle  or  foot 5.00 

All  others  7.50 

X-ray  rates  as  follows: 

Skull,  Ap  & 1 10.00 

Skull,  plain  5.00 

Sinuses  5.00 

Mastoids  5.00 

Jaw 5.00 

Both  jaws 10.00 

Teeth,  complete  set 8.00 

Teeth,  per  tooth 1.00 

Cervical  spine,  Ap  & 1 10.00 

Dorsal  spine,  Ap  & 1 10.00 

Lumbar  spine,  Ap  & 1 10.00 

Entire  spine  22.50 

Larynx  5.00 

Clavicle  7.50 

Shoulder  7.50 

Both  shoulders 12.00 

Humerus  5.00 

Elbow  5.00 

Forearm  5.00 

Wrist 5.00 

Hand 5.00 

Chest,  plain  for  fractures 5.00 

Chest,  stereoscopic 10.00 

Heart,  for  measurements 5.00 

Gastrointestinal  series  (stomach  and 

duodenum)  15.00 

Gastrointestinal  series  (complete,  in- 
cluding colon)  20.00 

Colon  only 8.00 

Gall  - bladder 8.00 

Gastrointestinal  and  gall-bladder  ....  20.00 

Pyelogram 7.50 

Kidneys,  three 15.00 

Kidneys,  over  three 20.00 

Abdomen,  soft  tissue  only 8.00 

Pelvis 7.50 

Hip  7.50 


October , 1935 


The  West  Virginia  Medical  Journal 


481 


Both  hips 12.00 

Femur 7.50 

Knee  5.00 

Lower  leg 7.50 

Ankle  5.00 

Foot  5.00 

Fluoroscopy  5.00 

Thymus  7.50 


ANNUAL  HOSPITAL  MEETING 

Dr.  E.  P'.  Heiskell,  Morgantown,  was  elected 
president  of  the  Hospital  Association  of  West  Vir- 
ginia at  its  tenth  annual  meeting  in  Parkersburg, 
September  5 and  6,  succeeding  Dr.  James  Mc- 
Clung,  Richwood.  Other  newly  elected  members 
of  the  Association’s  executive  group,  who  will  as- 
sume office  January'  1,  are: 

Dr.  R.  O.  Rogers,  Bluefield,  first  vice-president; 
Dr.  W.  T.  Gocke,  Clarksburg,  second  vice- 
president;  C.  C.  Warner,  Charleston,  treasurer; 
Dr.  B.  H.  Swint,  Charleston,  and  Dr.  T.  K.  Oates, 
Martinsburg,  members  of  the  Board  of  Trustees. 
In  addition  to  Doctors  Swint  and  Oates,  the  Board 
of  Trustees  for  the  calendar  year  of  1936  will  in- 
clude Dr.  Rogers,  Dr.  Warner,  Dr.  James  Mc- 
Clung,  Richwood,  retiring  president,  and  Dr. 
Heiskell,  chairman. 

The  Hospital  Association,  in  its  business  sessions, 
in  addition  to  electing  officers  and  adopting  several 
resolutions,  amended  its  constitution  and  by-laws, 
and  selected  White  Sulphur  Springs  as  the  site  of  its 
1936  meeting,  but  left  the  matter  of  the  selection 
of  a date  for  that  meeting  to  the  Board  of  Trustees. 

Mr.  Robert  Jolly,  Houston,  Texas,  president  of 
the  American  Hospital  Association,  was  guest  of 
honor  at  the  convention,  and  in  addition  to  con- 
ducting the  round  tables  on  “Out-Patient,”  “Hos- 
pital Record”,  and  “Indigent  Care  Problems,”  was 
the  principal  guest  speaker  at  the  convention  ban- 
quet session.  Mr.  Jolly  also  spoke  over  the  Park- 
ersburg radio  station  during  the  afternoons  of  Sept- 
ember 5 and  6. 

The  convention  attendance  was  the  largest  in 
the  history  of  the  Association,  more  than  70  persons 
having  registered  as  representatives  of  31  different 
hospitals  from  all  sections  of  the  state. 

A summary  of  the  proceedings  of  the  convention, 
together  with  papers  and  discussions  thereof,  pre- 
sented at  the  convention,  will  appear  in  the  special 
Hospital  Number  of  the  Journal,  issue  of  Novem- 
ber. 


PUBLIC  HEALTH  MEETING 

The  sixty-fourth  annual  meeting  of  the  Amer- 
ican Public  Health  Association  will  be  held  in  Mil- 
waukee from  October  7 to  October  10,  1935.  Ap- 
proximately 3,000  delegates  and  members  are  ex- 
pected to  be  in  attendance.  Among  the  principal 
speakers  will  be  Dr.  Morris  Fishbein,  editor  of  the 
Journal  of  the  American  Medical  A ssociation ; Dr. 
Haven  Emerson,  Professor  of  Public  Health  Prac- 
tice of  Columbia  University;  Dr.  John  A.  Ferrell, 
Associate  Director  of  the  Rockefeller  Foundation 
and  Dr.  Grant  Fleming,  Professor  of  Public  Health 
at  McGill  University. 


INTER-STATE  ASSEMBLY 

The  International  Assembly  of  the  Inter-State 
Post  Graduate  Medical  Association  of  North 
America  will  be  held  in  Detroit  on  October  14-18, 
inclusive,  1935.  A large  number  of  West  Virginia 
physicians  and  surgeons  are  expecting  to  attend. 

Among  the  outstanding  men  who  will  appear  on 
the  five  day  program  will  be  Dr.  Frank  Lahey, 
Boston;  Dr.  C.  C.  Sturgis,  Ann  Arbor;  Dr.  Donald 
C.  Balfour,  Rochester,  Minnesota;  Dr.  Henry  A. 
Christian,  Boston;  Dr.  Hugh  Young,  Baltimore; 
Dr.  Harold  B.  Cushing,  Montreal,  Canada;  Dr. 
Fred  W.  Rankin,  Lexington;  Dr.  Russell  L.  Cecil, 
New  York;  Dr.  Hugh  Cabot,  Rochester,  Min- 
nesota; Dr.  Urban  Maes,  New  Orleans;  Dr. 
William  D.  Haggard,  Nashville,  Tennessee;  Dr. 
Dean  Lewis,  Baltimore;  Dr.  Elliott  P.  Joslin, 
Boston;  Dr.  George  Crile,  Cleveland,  and  Dr. 
Irvin  Abell,  Louisville. 


INDUSTRIAL  PHYSICIANS 

The  annual  fall  meeting  of  the  Society  of  In- 
dustrial Physicians  and  Surgeons  of  West  Virginia 
will  be  held  at  the  Kanawha  Hotel,  Charleston,  on 
Friday,  October  4,  1935  beginning  at  9 o’clock 
A.  M.  Among  the  out-of-state  speakers  on  the  all- 
day program  will  be  Dr.  Walter  G.  Stern  of  Cleve- 
land, Ohio,  and  Dr.  G.  H.  Gehrmann,  medical 
director  of  the  I.  E.  DuPont  de  Nemours  Com- 
pany of  Wilmington,  Delaware. 

The  meeting  will  be  called  to  order  by  Dr. 
George  Fordham,  Powellton,  president,  and  the 
address  of  welcome  will  be  delivered  by  Mayor  D. 
Boone  Dawson  of  Charleston.  Dr.  R.  P.  Daniel 
of  Pemberton  will  respond.  The  scientific  program 
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will  open  with  a paper  on  “Demonstration  of  the 
Use  of  Evipal  Anesthesia  in  Traumatic  Surgery” 
by  Dr.  Phillip  McNellis,  Charleston.  He  will  be 
followed  by  Dr.  M.  F.  Petersen  with  a paper  on 
“The  Allergy  Problem  in  Industry.”  Dr.  Walter 
G.  Stern  will  conclude  the  morning  session  with  a 
“Symposium  on  Fractures”  which  he  will  lead. 

The  afternoon  meeting  will  open  at  2 o’clock 
with  a paper  by  Dr.  G.  H.  Barksdale,  Charleston, 
on  “The  Problem  of  Chest  Disease  in  Industry.” 
Dr.  Stern  will  then  present  a paper  on  “The  Esti- 
mation of  Disability  from  an  Orthopedic  Stand- 
point.” He  will  be  followed  by  Mr.  Arthur  G. 
Dayton,  Charleston  attorney,  who  will  discuss  Dr. 
Stern’s  paper  “From  the  Lawyer’s  Point  of  View.” 
Senator  A.  G.  Matthews,  state  compensation  com- 
missioner, will  discuss  Dr.  Stern’s  paper,  “From  an 
Administrator’s  Point  of  View.” 

The  evening  program,  starting  at  7 :30  o’clock, 
will  be  opened  by  Dr.  Gehrmann  on  the  subject, 
‘‘Five  Years  Experience  in  Complete  Physical  Ex- 
aminations of  Employees  of  the  DuPont  Company.” 
Dr.  Stern  will  bring  the  program  to  a close  with  a 
paper  on  “Bumper  Fractures.” 

A registration  fee  of  five  dollars  will  be  charged 
to  the  members  which  will  include  the  membership 
dues.  Dr.  E.  Bennette  Henson,  Charleston,  is  sec- 
retary of  the  organization. 

WOMAN’S  AUXILIARY 


A.  M.  A.  RADIO  PROGRAM 

“Your  Health,  Ladies  and  Gentlemen,”  is  the 
toast,  with  the  music,  that  will  introduce  the  new 
radio  program  of  the  American  Medical  Associa- 
tion each  Tuesday  afternoon  at  5 o’clock  P.  M.  It 
will  be  offered  over  the  Blue  network  of  the  Na- 
tional Broadcasting  Company,  beginning  October 
1,  1935.  With  the  cooperation  of  the  National 
Broadcasting  Company,  this  new  type  of  program 
is  being  developed  by  the  A.  M.  A.  in  vivid  dra- 
matic form  with  incidental  music. 

The  hero  of  every  medical  emergency,  the 
doctor  who  is  available  day  and  night  for  the  pro- 
tection and  promotion  of  health,  is  called  the  real 
sponsor  of  this  series  of  practical  and  entertaining 
health  broadcasts.  Auxiliary  members  can  aid 
greatly  in  the  development  of  these  radio  programs 
by  bringing  them  to  the  attention  of  woman’s  clubs, 
parent-teacher  and  other  groups  and  thereby  assist- 
ing in  building  up  a large  listening  audience  in  this 
state. 


The  Blue  network  of  the  National  Broadcasting 
Company  includes  the  following  stations:  WJZ, 
WSYR-KDKA,  WCKY,  WENR,  WIBA, 
KSTP,  WEBC,  KFYR,  KWCR,  WREN,  KSO, 
KWK,  WBAL,  WMAL,  WTAR,  WPTF, 
WWNC,  WSOC,  WIS,  WSM,  WMC,  WJDX, 
KVOO,  WKY,  WFAA,  KTBS,  WOAI. 


McDowell  county 

The  Auxiliary  to  the  McDowell  County  Med- 
ical Society  held  its  first  fall  meeting  on  September 
1 1 , at  the  Appalachian  Community  House,  Welch. 
Mrs.  C.  L.  Straub  presided  for  Mrs.  W.  L.  Peck. 
There  were  nine  members  and  two  guests  present. 

A number  of  reports  were  read  and  plans  made 
for  the  coming  year.  Mrs.  W.  L.  Peck,  president, 
tendered  her  resignation  which  was  accepted  with 
regret.  Mrs.  C.  L.  Straub  was  elected  to  the  office 
of  president  to  fill  out  Mrs.  Peck’s  unexpired  term. 
Mrs.  E.  Vermillion  was  elected  third  vice-president. 

The  next  meeting  of  the  Auxiliary  will  be  held 
the  second  Wednesday  in  December  at  the  Ap- 
palachian Community  House  in  Welch. 

Helen  W.  Coulon,  Secretary. 


SOUTHERN  MEDICAL 
The  Woman’s  Auxiliary  to  the  Southern  Med- 
ical Association  will  meet  in  St.  Louis,  Missouri, 
November  20  and  21.  All  women  attending  the 
Southern  Medical  Association  meeting  are  invited 
to  the  Auxiliary  meetings. 

Each  state  Auxiliary  is  entitled  to  send  its  presi- 
dent, two  delegates,  and  two  alternates  to  form, 
with  its  executive  board,  the  voting  body. 

Members  and  eligible  members  of  county  Auxil- 
iaries in  these  states,  are  very  cordially  invited  to 
attend  the  luncheon  meeting  Wednesday,  Novem- 
ber 20  at  12:30  P.  M.,  and  the  annual  meeting, 
November  21  at  9:30  A.  M.  The  business  sessions 
are  to  be  conducted  on  a schedule,  allowing  time  for 
social  arrangements. 


PRIMITIVE  MEDICINE 

Primitive  people  cling  to  their  old  ideas  and 
customs  with  a surprising  tenacity  and  with  results 
that  are  sometimes  amusing,  Dr.  Raymond  B. 
Cowles  points  out  in  “Primitive  Medicine”  in  the 
August  Hygeia.  Civilization  is  still  merely  a thin 
veneer  imposed  on  the  solid  structure  of  the  beliefs 
and  mores  of  the  native  populations. 
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BOOK  REVIEWS 


EMOTIONS BODILY  CHANGES 

“Emotions  and  Bodily  Changes”  is  a survey  of 
literature  on  psychosomatic  interrelationships  be- 
tween 1910  and  1933  by  H.  Flanders  Dunbar, 
M.  D.,  Ph.  D.,  Department  of  Medicine  and 
Psychiatry  of  Columbia  University,  and  published 
by  the  Columbia  University  Press.  The  volume 
contains  595  pages  and  sells  at  $5.00  per  copy. 

Dr.  Dunbar’s  work,  which  is  in  three  parts,  rep- 
resents an  attempt  to  bring  together  in  some  per- 
spective the  research  contributions  from  various 
quarters,  such  as  biology,  psychology  and  psycho- 
analysis, and  clinical  medicine,  which  have  com- 
bined to  develop  the  new  concepts  in  medicine.  In 
Part  I the  development  of  theory  is  emphasized; 
in  Part  II  clinical  research  and  application,  and  in 
Part  III  deduction  in  terms  of  therapy  and  re- 
search possibilities.  The  much  vexed  question  of 
measurement  of  emotion  is  considered. 

The  book  contains  a great  deal  of  source  ma- 
terial, a considerable  part  of  which  is  translation  of 
material  as  yet  unavailable  in  English. 


THE  AUTONOMIC  DISEASES 

“The  Autonomic  Diseases,  or  the  Rheumatic 
Syndrome”,  is  a scholarly  and  comprehensive  new 
volume  by  Dr.  T.  M.  Rivers,  author  of  “Focal  In- 
fections”, “Arthritis  in  Industry”,  “Blood  Press- 
ure”, and  other  papers  and  books  on  medical  sub- 
jects. The  book  was  published  by  Dorrance  and 
Company  of  Philadelphia,  comprises  290  pages  and 
sells  at  $3.00  per  copy. 

The  volume  is  divided  into  two  distinctly  related 
parts — the  first,  a discussion  of  the  autonomic 
nerves,  their  relation  to  certain  organs  and  ti  sues 
of  the  body  in  health  and  in  disease;  the  second,  a 
more  definite  discussion  of  the  resulting  disease 
taken  up  separately.  The  diseases  discussed  are  either 
rheumatic  or  related  to  rheumatic  conditions. 


METHODS  AND  DIAGNOSIS 

“Clinical  Laboratory  Methods  and  Diagnosis”, 
by  R.  B.  H.  Gradwohl,  M.  D.,  Director  of  the 
Gradwohl  Laboratories,  School  of  Laboratory 
Technique.  This  is  a large  textbook  on  laboratory 
procedures  with  their  interpretations.  Exceeding  the 
previous  volumes  of  Dr.  Gradwohl  on  this  subject 


in  completeness  this  edition  shows  a thorough  mas- 
tery of  the  subjects  treated.  The  various  methods 
of  conducting  a test  are  given  and  when  necessary 
the  principles  underlying  them  so  that  they  can  be 
used  intelligently  instead  of  merely  by  rule  of  thumb. 
The  preparation  of  standards,  solutions,  etc.,  the 
apparatus  required  and  the  technique  to  be  used  is 
explicitly  given,  also  the  meaning  of  the  results  ob- 
tained. The  plates  and  illustrations  are  good  and 
well  chosen,  the  colors  accurate.  There  are  no  ir- 
relevant historical  digressions,  the  progress  of  a 
subject  being  indicated  chronologically  by  import- 
ant findings.  The  bibliographic  references  at  the 
bottom  of  the  page  are  useful  and  convenient.  Much 
data  usually  not  found  in  laboratory  manuals  is 
given. 

One  chapter  is  devoted  to  toxicologic  technique, 
another  to  postmortem  examinations.  The  chapter 
on  blood  chemistry  in  accordance  with  the  import- 
ance of  the  subject  is  ably  and  extensively  treated. 
Other  chapters  treat  of  hematology,  urine  analysis, 
gastric  analysis,  examination  of  puncture  fluids,  ex- 
amination of  sputum,  special  tests,  feces,  parasitol- 
ogy and  exotic  pathology,  bacteriologic  applications 
to  clinical  diagnosis,  serology,  basal  metabolism, 
tissue  cutting  and  staining  and  preparation  of  mu- 
seum specimens. 

This  book  shows  the  great  advance  which  has 
been  made  during  the  past  generation  in  the  util- 
ization of  laboratory  procedures  for  diagnostic  pur- 
poses in  medical  practice.  Older  physicians  will  re- 
member what  little  time  and  attention  was  given  to 
this  work  in  their  education  and  the  barest  necessi- 
ties which  the  hospitals  of  those  days  provided  in 
the  way  of  laboratory  facilities.  Now  with  a better 
and  more  scientific  foundation  such  as  Gradwohl’s 
manual  provides,  much  of  the  guess  work  has  been 
discarded.  So  it  is  up  to  the  physician  to  employ  all 
modern  known  methods  which  may  help  him  in 
arriving  at  a correct  diagnosis. 

These  methods  have  grown  so  numerous  and 
intricate  that  he  cannot  hope  to  master  them  all 
but  realizes  that  they  should  be  done  by  someone 
fitted  by  training  and  experience  to  perform  them. 
For  such  technicians  and  for  physicians  who  do  or 
have  such  work  done,  no  better  reference  volume 
can  be  recommended  than  Gradwohl’s  Clinical  Lab- 
oratory Methods.  One  thousand,  twenty-eight 
pages  with  328  illustrations  in  the  text  and  24  color 
plates,  six  and  three-quarters  by  ten  inches,  cloth 
binding,  $8.50.  Published  by  C.  V.  Mosby  Co., 
St.  Louis. 


Charles  E.  Gabel,  M.  D. 
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PROCEEDINGS  OF  THE  ATLANTIC  CITY  SESSION 

Minutes  of  the  Eighty-Sixth  Annual  Session  of  the  American  Medical  Association, 
Held  at  Atlantic  City,  June  10-14,  1935 

( Continued  from  September  Issue) 


Your  committee  senses  the  fine  discretion  im- 
plied in  the  President-Elect’s  address  in  that  he  con- 
fines his  remarks  largely  to  commendatory  state- 
ments with  respect  to  the  recent  activities  of  the 
Association.  Your  committee  notes,  however,  with 
pleasure  that  he  points  to  a potential  danger  which 
lies  in  the  continued  growth  of  the  Association  in 
the  direction  of  a separate  entity,  tending  to  remove 
its  activities  and  purposes  from  that  close  relation 
with  constitutent  societies  necessary  to  healthy 
growth.  He  correctly  suggests  that  the  officers  and 
Trustees  are  doing  and  should  continue  to  do  every- 
thing possible  to  forestall  such  a development  and 
urges  the  individual  members  of  this  House  to  re- 
sist the  further  development  of  this  harmful  trend 
by  acquainting  the  membership  in  their  various  com- 
munities with  the  nearness  of  the  parent  organiza- 
tion, and  its  earnest  desire  to  help  them  in  the  solu- 
tion of  their  daily  problems. 

Your  committee  notes  that  as  a result  of  the  dis- 
cussions and  pronouncements  of  the  Judicial  Coun- 
cil there  has  been  a steady  improvement  in  the 
methods  by  which  medical  service  is  made  available 
to  the  public.  It  regrets,  however,  that  much  re- 
mains to  be  accomplished,  and  it  believes  that  the 
time  has  arrived  when  we  should  insist  on  the  strict 
enforcement  of  the  Principles  of  Medical  Ethics  by 
all  constituent  societies  for,  as  so  well  stated  by  the 
Council,  the  Principles  of  Medical  Ethics  is  ac- 
cepted as  a guide  in  professional  relations  and  in- 
telligently and  faithfully  followed  by  a large  ma- 
jority of  the  profession.  There  are,  however,  some 
isolated  instances  in  which  this  is  not  true.  The  de- 
linquents comprise  individuals,  certain  groups  and  a 
few  institutions.  Solicitation  of  patients,  particular- 
ly in  industrial  practice,  unfair  competition  by  clinics 
and  groups,  and  unethical  and  unlawful  practice  of 
medicine  by  hospitals,  dispensaries,  insurances  and 
universities  furnish  outstanding  examples. 

The  Council  further  states,  “Public  confidence 
in  our  avowed  declarations  for  medical  control  over 
things  medical  cannot  be  successfully  cultivated  or 
maintained  unless  we  exclude  or  remove  from  the 
ranks  of  our  organized  profession  those  who  ignore 
our  ethical  code,  especially  as  it  applies  to  the  true 


professional  spirit  in  our  relations  wTith  each  and 
every  patient.”  It  will  be  recalled,  the  Council  con- 
tinues, that  “last  year  the  House  of  Delegates 
amended  its  Principles  of  Medical  Ethics  so  clearly 
that  there  can  be  no  misunderstanding  of  the  con- 
ditions mentioned  but  the  present  method  of  pro- 
cedure of  prefering  charges  makes  the  pronounce- 
ment ineffective.”  Your  committee,  therefore, 
deems  it  advisable  to  extend  the  origination  of 
charges,  in  certain  situations  manifestly  too  great 
for  county  societies  to  handle,  to  the  state  associa- 
tion and  possibly  in  rare  instances  to  the  national  or- 
ganization. Your  committee  agrees  with  the  Judi- 
cial Council  that,  when  the  House  of  Delegates  sees 
fit  to  extend  such  jurisdiction  in  matters  of  disci- 
pline, the  Council  should  have  the  duties  and  powers 
then  enjoined  on  it  but  should  not  at  any  time  be 
expected  to  function  in  an  ex  parte  capacity. 

The  Judicial  Council  again  reminds  us  that  med- 
ical ethics  follow  every  member  of  the  American 
Medical  Association,  whether  in  hospitals,  in  uni- 
versities, in  clinics  or  in  private  practice.  While  the 
member  is  at  all  times  subject  to  the  ethics  of  the 
profession,  the  hospital,  university  or  clinic,  as  an 
entity,  is  not.  Through  the  Council  on  Medical 
Education  and  Hospitals,  in  cooperation  with  the 
Judicial  Council,  sufficient  oversight,  persuasion  and, 
if  needed,  pressure  can  be  brought  to  accomplish 
that  which  the  physicians  in  such  institutions,  as  in- 
dividuals, cannot.  With  such  concerted  action  be- 
tween the  two  Councils  and  with  such  enforcing 
legislation  as  has  been  suggested,  many  harmful  and 
obnoxious  practices  would  cease  and  others,  not  now 
presenting  any  large  problem,  would  be  prevented. 

Your  committee,  therefore,  recommends  that  the 
Council  on  Medical  Education  and  Hospitals,  to- 
gether with  the  Judicial  Council,  formulate  a plan 
whereby  all  those  associated  in  the  delivery  of  med- 
ical service  be  included  in  the  investigation  of  hos- 
pitals for  classification  and  that  approval  be  based 
in  the  future  on  the  ethical  practices  of  the  institu- 
tion as  well  as  on  its  scientific  work. 

Your  committee  further  recommends  that,  in 
order  to  remove  the  menace  which  the  Judicial 
Council  reveals  with  respect  to  overlapping  mem- 
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bership  in  state  associations,  the  Constitution  and 
By-Laws  be  so  amended  as  to  remove  any  further 
difficulty  in  assigning  a member  to  the  state  in 
which  he  practices. 

Finally,  your  committee  records  its  disapproval 
of  any  plan  or  organization  of  the  profession  in  the 
United  States  that  permits  a member  to  hold  affilia- 
tion with  the  Association  in  more  than  one  state. 

In  order  to  effectuate  the  suggestions  contained 
in  this  report,  your  committee  requests  the  Judicial 
Council  to  submit  amendments  to  the  Constitution 
and  By-Laws  of  the  Association  as  are  necessary  to 
secure  the  purposes  sought. 

Respectfully  submitted. 

Arthur  J.  Bedell,  Chairman. 

J.  Gurney  Taylor. 

Ben  R.  McClellan. 

John  W.  Burns. 

C.  W.  Roberts. 

On  request  of  the  Vice  Speaker,  the  House  by  a 
rising  vote  extended  sympathy  to  the  Speaker,  Dr. 
F.  C.  Warnshuis,  because  of  the  death  of  his  son. 

On  motions,  duly  seconded  and  carried,  the  re- 
port of  the  Reference  Committee  on  Reports  of 
Officers  wfas  adopted  section  by  section  and  as  a 
whole. 


— THE  — 

DANIEL  BOONE 
HOTEL 


CHARLESTON.  W.  VA. 
Rates  S2.50  up 

Each  Room  with  Bath,  Circulating 
Ice  Water  and  Radio 

Roger  S.  Creel,  Managing  Director 
DIRECTION.  AMERICAN  HOTELS  CORPORATION.  N.  Y. 


The  Speaker  referred  to  the  Reference  Com- 
mittee on  Amendments  to  the  Constitution  and  By- 
Laws  the  section  of  the  report  requesting  an  amend- 
ment to  the  Constitution  and  By-Laws,  and  re- 
ferred to  the  Judicial  Council  the  last  recommenda- 
tion in  the  report  of  the  Reference  Committee  on 
Reports  of  Officers. 

Dr.  J.  Richard  Kevin,  New  York,  presented  the 
following  resolution,  which  was  referred  to  the 
Reference  Committee  on  Legislation  and  Public 
Relations: 

Resolved,  That  a committee,  to  be  known  as  the 
Committee  on  Medico-legal  Blood  Grouping  Tests, 
be  organized  for  the  purpose  of  acquainting  the 
suitable  authorities  in  the  legal  profession  with  the 
existence  and  reliability  of  the  blood  grouping  tests, 
so  that  statutes  may  be  enacted  authorizing  courts 
to  order  individuals  to  submit  to  blood  grouping 
tests  when  they  are  required  in  those  jurisdictions  in 
which  blood  tests  are  not  obligatory  at  present. 


Dr.  Ralph  A.  Fenton,  Oregon,  presented  the 
following  resolution,  which  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business: 
W hereas,  The  Civilian  Conservation  Corps,  in 

We  Make 

WASSERMANN,  HECHT-GRADWOHL 
and 

KAHN  TESTS 

on  All  Blood  Specimens 

Clinical  Pathology 
Blood  Chemistry  - Vaccines  - Tissues 
Basal  Metabolism  - Pregnancy  Test 

CINCINNATI  BIOLOGICAL 
LABORATORIES 

DR.  A.  FALLER,  Director 

19  West  Seventh  Street  Cincinnati,  Ohio 

Approved  by  the  American  Medical  Association 
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its  various  camps  throughout  the  country,  is  sup- 
plied with  books  and  periodical  literature  by  the 
War  Department;  and 

Whereas,  Such  literature  should  promote  the 
dissemination  of  approved  health  information ; be  it 
Resolved , That  the  Director  of  the  Civilian  Con- 
servation Corps,  and  the  Surgeon  General  and 
other  competent  authority  in  the  War  Department 
be  requested  by  this  House  of  Delegates  to  contract 
for  the  supply  of  the  Magazine  Hygeia  to  each 
CCC  Camp,  excluding  any  other  so-called  health 
magazine  published  by  private  interests  for  profit. 

The  House  recessed  at  11:15  a.  m.  and  was 
called  to  order  by  the  Speaker  at  1 1 :40  a.  m. 

Dr.  George  Edward  Follansbee,  Chairman,  pre- 
sented the  following  report  of  the  Judicial  Council 
acting  as  a reference  committee: 

A resolution  was  reported  to  the  Judicial  Council 
as  a reference  committee  without  action  by  the 
House.  It  reads  as  follows: 

“Under  the  standing  rules  of  the  House  of  Dele- 
gates, page  53  of  the  Constitution  and  By-Laws,  a 
section  entitled  Solicitation  of  Votes,  adopted  by  the 
House  of  Delegates  at  Saratoga  Springs,  N.  Y., 


June  13,  1902,  reads  as  follows:  Resolved , That 
it  is  the  sense  of  the  House  of  Delegates  of  the 
American  Medical  Association  that  the  solicitation 
of  votes  for  office  is  not  in  keeping  with  the  dignity 
of  the  medical  profession  nor  in  harmony  with  the 
spirit  of  this  Association,  and  that  such  solicitation 
shall  be  considered  a disqualification  for  election  to 
any  office  in  the  gift  of  the  Association.” 

The  reference  of  this  resolution  to  the  Judicial 
Council  without  action  of  approval  by  the  House 
places  the  Council  either  in  the  position  of  acting 
only  as  a reference  committee  reporting  back  to  the 
House  approval  or  disapproval  of  the  resolution,  or 
in  the  position  of  assuming  that  the  action  of  the 
House  would  approve  the  request  for  opinion  asked 
in  the  resolution  and  submitting  it  forthwith. 

The  Judicial  Council  cannot  presume  to  antici- 
pate what  the  action  of  the  House  of  Delegates  may 
be  on  any  subject;  therefore,  acting  only  as  a refer- 
ence committee,  it  recommends  the  adoption  of  the 
resolution  as  written. 

However,  if  the  House  approves  the  recommen- 
dation of  the  Judicial  Council  as  a reference  com- 
mittee and  adopts  its  report,  the  subject  matter  of 
the  resolution  is  very  important  and  the  occasion 


McMILLAN  HOSPITAL  Charleston,  W.  Va. 


General  Surgery: 

W.  A.  McMillan,  M.  D.,  F.  A.  C.  S. 
J.  Ross  Hunter,  M.  I).,  F.  A.  C.  S. 
R II.  Dunn,  M.  D„  F.  A.  C.  S. 

I.  I*.  Champe,  Jr.,  M.  II. 
Obstetrics: 

U.  O.  McClure,  M.  D. 

Obstetrics  and  Gynecology: 

F.  A.  Clark,  M.  D. 


Eye,  Ear,  Nose  and  Throat: 

V,  E.  Holcombe,  M.  I). 
Roentgenology: 

V.  L.  Peterson.  M.  I). 

Internal  Medicine: 

II.  L.  Robertson,  M.  D..  F.  A.  C.  P. 
William  C.  Stewart,  M.  D. 
Medicine  and  Pediatrics: 

Hugh  G.  Thompson.  M.  D. 


Orthopedic  Surgery: 

Randolph  L.  Anderson,  M.  D. 
Urology: 

Thomas  G.  Reed,  M.  D. 
General  Medicine: 

W.  O.  McMillan,  M.  D. 
Pathology: 

M.  Gillies,  M.  D. 

Resident  Physician: 

II.  W.  Meredith,  M.  D. 


McMillan  Hospital  Training  School:  Sara  Hamilton.  R.  N.,  Supl  of  Nurses:  Alma  McKay.  R.  N..  Asst.  Supt. 
Elizabeth  Somerville,  R.  N.,  Night  Supervisor;  Winifred  McWhirter,  Floor  Superintendent. 
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Westbrook  Sanatorium 

RICHMOND,  VIRGINIA 

Telephone  5-3245 


Jas.  K.  Hall,  M.  D.  P.  V.  Anderson,  M.  D. 

A ssociates 

O.  B.  Darden,  M.  D. 

E.  H.  Alderman,  M.  D. 

E.  H.  Williams,  M.  D. 

The  sanatorium  is  a private  institution  with  150  beds,  located  in  the  Ginter 
Park  Suburb  on  the  Richmond-Washington  National  automobile  highway.  Midway 
between  the  North  and  the  distant  South,  the  climate  of  this  portion  of  Virginia 
is  almost  ideal.  Nearby  are  many  reminders  of  the  Civil  War,  and  many  places  of 
historic  interest  are  within  easy  walking  distance. 

The  plant  consists  of  fourteen  separate  buildings,  most  of  which  are  new,  located 
in  the  midst  of  a beautifully  shaded  lawn,  surrounded  by  a 125-acre  tract  of  land. 
Remoteness  from  any  neighbor  assures  absolute  quietness. 

The  large  number  of  detached  buildings  makes  easy,  satisfactory  and  congenial 
groupings  of  patients.  Separate  buildings  are  provided  for  men  and  women.  Rooms 
may  be  had  single  or  en  suite  with  or  without  private  bath.  A few  cottages  are 
designed  for  individual  patients. 

The  buildings  are  lighted  by  electricity,  heated  by  hot  water,  and  are  well  equipped 
with  baths. 

The  scope  of  the  work  of  the  sanatorium  is  limited  to  the  diagnosis  and  treatment 
of  nervous  and  mental  disorders,  alcoholic  and  drug  habituation.  Every  helpful  facility 
is  provided  for  these  purposes,  and  the  institution  is  well  equipped  to  care  for  such 
patients.  It  affords  an  ideal  place  for  rest  and  upbuilding  under  medical  supervision. 
Six  physicians  reside  at  the  sanatorium  and  devote  their  entire  attention  to  the  patients. 
A chartered  training  school  for  nurses  is  an  important  part  of  the  institution  in  provid- 
ing especially  equipped  nurses — both  men  and  women — for  the  care  of  the  patients. 

Systematized  out-of-door  employment  constitutes  an  important  feature  of  the 
treatment.  Wonderful  work  in  the  arts  and  crafts  is  carried  on  under  a trained 
teacher.  There  are  bowling,  tennis,  croquet,  billiards  and  pool. 

The  sanatorium  maintains  its  own  truck  farm,  dairy,  and  poultry  yards. 

Illustrated  Booklet  on  Request 
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for  offering  the  resolution  appears  to  be  urgent. 
Therefore,  the  Judicial  Council  is  prepared  to  offer 
its  opinion  as  requested  in  the  resolution  at  the 
pleasure  of  the  House. 

Respectfully  submitted. 

George  Edward  Follansbee,  Chairman. 

Dr.  Follansbee  moved  that  the  report  of  the 
Judicial  Council  as  a reference  committee  be 
adopted.  The  motion  was  seconded  by  Dr.  Arthur 
J.  Bedell,  New  York,  and  carried,  after  discussion 
by  Dr.  Isaac  A.  Abt,  Section  on  Pediatrics. 

Dr.  Follansbee  then  presented  the  report  of  the 
Judicial  Council  on  the  resolution  concerning  solici- 
tation of  votes: 

This  resolution  asks  the  decision  of  the  Judicial 
Council  on  a standing  rule  adopted  by  the  House  of 
Delegates  in  1 902,  in  respect  to  solicitation  of  votes, 
in  which  it  is  declared  “that  it  is  the  sense  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation that  the  solicitation  of  votes  for  office  is  not 
in  keeping  with  the  dignity  of  the  medical  profes- 
sion nor  in  harmony  with  the  spirit  of  this  Associa- 
tion, and  that  such  solicitation  shall  be  considered  a 
disqualification  for  election  to  any  office  in  the  gift 
of  the  Association.”  Two  questions  are  asked  (1) 
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“whether  said  section  of  the  Standing  Rules  is  still 
in  force”  and  (2)  “whether  any  person  w'ho  is 
elected  or  nominated  in  violation  of  said  rules  is 
legally  eligible  for  nomination  or  election  to  an 
office  in  the  American  Medical  Association.” 

To  the  first  question  the  answer  is  that  this 
Standing  Rule,  adopted  in  1902,  has  never  been  re- 
pealed and  is  in  the  same  force  and  effect  as  it  has 
been  since  its  adoption. 

In  answering  the  second  question,  a number  of 
factors  must  be  considered.  In  amending  the  Con- 
stitution by  addition  or  change,  a period  of  one  year 
must  elapse  between  proposal  and  adoption.  Amend- 
ments to  the  By-Laws  must  be  held  over  for  one 
day.  Both  require  a two-thirds  vote.  A Standing 
Rule  requires  no  delay  and  only  a majority  vote. 
The  obvious  difference  in  importance  in  the  three 
sections  of  laws  governing  our  organization  is  indi- 
cated by  the  size  of  majority  required  for  adoption 
and  the  variation  between  them  in  the  amount  of 
time  required  to  provide  thoughtful  consideration  of 
the  subject  matter. 

There  are  qualifications  for  general  officers  in- 
corporated in  the  By-Laws,  chapter  IV,  section  2, 
in  which  it  is  stated  “The  General  Officers  must 
have  been  members  of  the  Association  and  Fellows 
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of  the  Scientific  Assembly  for  at  least  two  years 
next  preceding  their  election.”  The  Standing  Rule 
under  consideration  imposes  another  qualification; 
viz.,  that  “Solicitation  shall  be  considered  a disqual- 
ification.” It  would  be  at  least  strange  legislation 
to  divide  the  qualifications  for  general  officers  be- 
tween two  such  widely  diverse  sections  of  our  law 
as  the  By-Laws  and  the  Standing  Rules  of  the 
House  of  Delegates.  It  is  apparent  to  the  Council 
that  the  Standing  Rule  in  question  was  adopted  at 
a time  and  under  the  spur  of  a provocative  occasion 
when  emotion  superseded  reason  and  when  hasty 
and  incomplete  legislation  was  more  soothing  to  the 
House  than  effective  in  carrying  out  its  purpose. 
That  the  rule  is  loosely  drawn  is  evident  in  the  ab- 
sence of  definition  of  the  offense,  solicitation  con- 
stituting disqualification.  It  simply  says  “solicitation 
shall  be  considered  a disqualification.”  Solicitation 
by  whom,  the  candidate  or  by  his  friends?  How,  by 
word  of  mouth,  by  letter  to  personal  friends,  by 
general  circularization,  by  a friend  of  the  candidate 
asking  the  support  of  his  friend,  or  by  trading  of 
votes  between  groups?  There  is  solicitation  and 


solicitation:  some  dignified,  fair  and  entirely  proper, 
some  reprehensible  and  beneath  the  dignity  of  this 
national  organization  of  highly  educated  cultured 
professional  men  whose  Principles  of  Medical  Ethics 
is  higher  than  that  of  any  other  profession  unless  it 
be  the  ministry.  It  is  a shame  on  our  organization 
that  there  is  ever  an  apparent  need  for  such  legis- 
lation. 

The  Council  is  further  of  the  opinion  that  in 
practice  the  rule  is  unenforceable.  It  has,  however, 
been  a strong  and,  at  times,  an  effective  moral  in- 
fluence. It  has  been  among  our  laws  for  thirty- 
three  years  and  has  never  been  called  on  to  func- 
tion, although  it  is  well  known,  at  least  to  the  older 
members  of  the  House,  that  violations  have  not 
been  rare.  Disqualification  under  this  rule  might 
be  punishment  for  an  offense  committed  not  by  the 
candidate  but  by  overenthusiastic  friends  and  even 
against  his  wishes  and  order.  It  is  common  law 
that  no  one  can  be  punished  for  an  act  of  which  he 
had  no  knowledge  or  to  which  he  was  not  a party. 
It  is  further  common  law  that  no  one  should  be 
punished  without  an  opportunity  to  defend  himself 
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Actual  aerial  view  of  Sawyer  Sanatorium.  White  Oaks  Farm,  Marion,  Ohio,  taken  from  the  north 


Thoroughlv  and  especially  equipped  to  treat 
all  forms  of  Nervous  and  Mental  Disorders  bv 
modern,  scientific  measures.  Located  on  a 
beautifully  landscaped  130  acre  farm.  Consists 
of  fifteen  buildings  erected  and  maintained  espe- 
cially for  Sanatorium  purposes.  Furnished  with 
modern  conveniences;  no  wards,  private  rooms 
only.  Has  the  refinements,  accommodations 
and  atmosphere  of  a private  home.  Presided  over 
by  a skilled  and  permanent  staff  of  doctors, 
nurses,  and  other  personnel,  who  devote  all  their 
time  to  this  work  and  who  give  personal  and 
individual  attention  to  each  patient.  Housebook 
giving  details,  pictures,  and  rates  will  be  sent 
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in  a fair  trial.  The  element  of  time  would  make 
this  procedure  impossible  in  practice. 

For  the  reasons  detailed,  the  Judicial  Council 
considers  the  Standing  Rule  on  “Solicitation  of 
Votes”  to  be  illegal  and  of  no  force  and  effect. 
This  being  so,  there  can  be  no  violation.  There  be- 
ing no  violation,  the  supposed  person  mentioned  in 
the  resolution  is  legally  eligible  for  nomination  or 
election.  The  Judicial  Council  believes  that,  if  the 
House  desires  to  have  our  laws  disqualify  for  nom- 
ination on  a basis  of  reprehensible  solicitation,  ade- 
quate legislation  and  phraseology  can  be  found. 

Respectfully  submitted. 

George  Edward  Follansbee,  Chairman. 

It  was  moved  by  Dr.  Isaac  A.  Abt,  Section  of 
Pediatrics,  that  the  report  of  the  Judicial  Council 
on  the  resolution  on  solicitation  of  votes  be  adopted. 
The  motion  was  seconded  by  Dr.  H.  B.  Everett, 
Tennessee,  and  carried,  after  discussion  by  Dr.  Wil- 
liam I).  Chapman,  Illinois. 

( Continued  in  A ove tuber  Issue) 


THE  NERVOUS  PATIENT 

“The  Nervous  Patient”,  published  by  the  J.  B. 
Lippincott  Company  of  Philadelphia,  is  a new 
volume  by  Dr.  Charles  Phillips  Emerson,  Research 
Professor  of  Medicine  at  the  University  of  Indiana. 
It  is  termed  “A  Frontier  of  Internal  Medicine” 
and  is  recommended  especially  for  the  general  prac- 
titioners, who  see  organic  and  mental  diseases  in 
their  earliest  stages. 

Dr.  Emerson’s  study  of  the  nervous  patient  rep- 
resents the  work  of  20  years  as  Professor  of  Internal 
Medicine  at  the  University  of  Indiana.  It  is  his 
suggestion  that  the  medical  practitioners  not  prepare 
themselves  for  a new  medical  field,  but  to  take  ad- 
vantage of  the  recent  advances  in  internal  medicine 
to  better  treat  exactly  the  same  groups  of  nervous 
patients  who,  from  the  time  of  Hippocrates,  have 
filled  general  practitioners’  offices  with  much  the 
same  complaints. 
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PRESIDENT’S  ADDRESS:  HOSPITALIZATION  IN  WEST 
VIRGINIA  TODAY— ITS  FUTURE* 


'By  Tames  McClung,  M.  D. 

President , The  Hospital  Association  of  West  Virginia 


TITleven  months  ago  today  when  I assumed 
the  office  of  president  of  the  Hospital 
Association  of  West  Virginia  it  was  my  pleas- 
ure to  address  the  annual  convention  briefly. 
At  that  time  I made  the  statement  that  the 
Hospital  Association  provided  a movement 
in  the  right  direction.  I emphasized  the  fact 
that  its  success  depended  upon  organization. 
After  almost  a year  of  incumbency,  as  an  ex- 
ecutive officer  of  the  association,  I am  con- 
vinced more  than  ever  of  the  fact  that  my 
appraisal  of  the  situation  at  that  time  was  ac- 
curate. Moreover,  I now  feel  that  not  only 
the  success  of  the  Hospital  Association,  but 
likewise  that  of  hospitalization  generally  in 
West  Virginia  in  the  future,  will  be  depend- 
ent upon  a strong,  harmonious  organization. 

While  this  address  is  titled  broadly,  “Hos- 
pitalization in  West  Virginia  Today — Its 
Future”,  I feel  that  this  subject  can  best  be 
approached  and  discussed  through  a summar- 
ization of  the  accomplishments  and  endeavors 
of  the  Association  during  the  course  of  this 
administration,  together  with  what  I consider 
to  be  the  aims  and  objectives  which  the  Hos- 

*Road at  the  Tenth  Annual  Convention  of  the  Hospital  Associa- 
tion of  W.  Ya.,  aPrkersburg,  September  5,  1935. 


pital  Association  should  strive  to  achieve  in 
the  immediate  future.  Accordingly,  and 
without  further  ado,  I shall  seek  to  tell  the 
story  of  what  has  been  done  by  organized 
hospitalization  in  West  Virginia  during  the 
past  year. 

During  this  afternoon’s  session  of  the  con- 
vention you  heard  the  Association’s  special 
committee  on  permanent  headquarters  report 
on  its  progress  since  the  Association  clothed 
it  with  power  to  act,  at  the  last  convention,  in 
the  establishment  of  such  headquarters  and  to 
select  a full-time  executive  secretary.  I count 
that  work  of  this  committee,  with  the  splendid 
cooperation  accorded  to  it  by  the  hospitals  of 
the  State,  the  outstanding  achievement  of  this 
Association  during  this  administration. 

It  must  be  admitted  that  it  took  courage  on 
the  part  of  those  hospitals  which  had  pre- 
viously paid  the  annual  sum  of  ten  dollars 
for  membership  in  the  Hospital  Association  to 
make  payments  in  some  instances  one  thou- 
sand per  cent  greater  for  the  privilege  of 
membership.  By  the  same  token,  however, 
their  willingness  to  subscribe  to  the  new  fee 
schedule  is  sufficient  proof  that  the  majority 
of  the  hospitals  of  West  Virginia  now  realize 
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that  they  must  mould  a strong  organization 
for  their  self-protection  if  they  are  to  survive 
the  rigors  of  a changing  economic  period. 
Those  hospitals  that  have  not  as  yet  seen  fit 
to  participate  in  the  new  program  of  the  Asso- 
ciation must,  and  will,  be  convinced  of  its 
value  to  them,  as  well  as  to  the  hospitals  now 
members  in  good  standing.  The  policies  of 
the  Association  must  be  broad  and  all-inclu- 
sive in  the  sense  that  they  will  provide  equal 
benefits  for  all — the  large  and  the  small ; the 
non-profit  sharing  as  well  as  the  so-called 
private  “profit”  institutions.  If  hospitaliza- 
tion in  West  Virginia  is  to  be  organized  at 
all,  it  must  be  organized  at  full  strength.  Of 
course  there  are  problems  peculiar  to  each  in- 
stitution which  must  be  solved  by  the  institu- 
tion itself,  but,  by  and  large,  there  are  those 
broader  problems  which  are  common  to  every 
hospital  and  which  can  best  be  solved  by 
group  effort.  One  hospital,  however,  must 
not  expect  its  neighbor  to  finance  the  program 
from  which  it  would  reap  equal  benefits.  Ac- 
cordingly, I sincerely  hope  that  in  the  years 
to  come  the  Hospital  Association  of  West  Vir- 
ginia will  achieve  its  annual  goal  of  one  hun- 
dred per  cent  enrollment  of  every  hospital  in 
the  state. 

Then  too,  this  afternoon  you  heard  the 
Association’s  committee  on  legislation  present 
its  annual  report.  To  my  recollection  never 
before  in  the  history  of  the  state  have  the 
hospitals  of  West  Virginia  gone  before  the 
legislature  in  regular  or  extraordinary  session 
with  a definite  program  for  the  benefit  of  all 
hospitals.  Here,  again,  I say  the  Association 
acted  wisely  and  progressively  in  establishing 
permanent  headquarters  and  employing  a 
full-time  executive  secretary.  While  it  has 
always  been  possible  for  the  Association  to 
have  an  active  legislative  committee,  the  fact 
that  it  never  did  is  proof  sufficient  that  it  is 
necessary  to  have  one  central  agency  to  head 
the  functions  of  the  Association  and  follow 
through  its  activities. 

As  the  legislative  committee  reported  to 
you,  it  had  no  definite  mandate  from  the 
Association  as  a basis  for  the  formulation  of  a 


program  which  it  was  to  foster.  Little  time 
was  afforded  and  the  employment  of  a full- 
time executive  secretary  and  the  date  of  the 
convening  of  the  legislature.  Notwithstand- 
ing these  conditions,  it  is  my  humble  opinion 
that  the  legislative  committee,  assisted  by  the 
executive  secretary,  achieved  excellent  results. 
Its  program — and  thus  the  Association’s  pro- 
gram— was  reasonable.  It  took  into  account 
the  pressing  major  problems  of  all  classes  of 
hospitals  in  the  state.  While,  as  the  legis- 
lative committee  in  its  report  revealed,  no 
tangible  results  from  the  dollar  and  cents 
standpoint  are  immediately  evident,  I con- 
fidently believe  that  the  hospitals  of  the  state 
will  eventually  have  reason  to  thank  the  com- 
mittee for  its  efforts,  and  the  1935  legisla- 
ture for  its  enactments.  The  well-stated  case 
of  the  hospitals  of  the  state  as  set  forth  in  the 
printed  pamphlet-program  widely  distributed 
by  the  legislative  committee  has  elicited  no 
small  amount  of  sympathetic  comment  from 
legislators  and  public  officials,  who  had  pre- 
viously given  no  particular  thought  to  the 
plight  of  the  hospitals,  let  alone  seek  to  miti- 
gate their  problems.  In  hospital  publicity 
value  alone,  the  work  of  the  legislative  com- 
mittee has  been  worth  much  to  the  hospitals. 

Your  committee  on  legislation  informed 
you  that  it  sought  solution  to  the  problem 
of  caring  for  the  indigent  victims  of  motor 
vehicle  accidents,  and  governmental  assist- 
ance in  the  caring  for  the  general  cases  of  in- 
digent sick  and  injured.  It  has  reported  to 
you  that  no  additional  specific  appropriations 
were  secured  by  legislative  enactment  as 
direct  aid  or  reimbursement  to  hospitals  in 
such  cases,  but  it  has  pointed  out  the  various 
forms  of  indirect  benefits  which  ultimately 
will  be  reflected  as  partial  solution  to  these 
problems  from  both  the  humanitarian  and 
economic  viewpoints. 

The  legislature  went  quite  a long  way  to- 
ward reducing  the  number  of  vehicular  acci- 
dents on  the  highways  which  involve  those 
financially  incapable  of  meeting  emergency 
costs  for  medical  and  hospital  care  when  it 
enacted  the  more  stringent  “drunk  driving 
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law”,  and  the  new  “financial  responsibility 
law”,  and  in  addition  strengthened  the  regu- 
lation of  traffic  involving  the  heavier  trans- 
portation vehicles.  It  added  strength  to  these 
laws  too  by  increasing  the  appropriation  for 
the  state  constabulary.  We  feel  that  our  Asso- 
ciation, through  the  work  of  the  legislative 
committee,  had  a part  in  bringing  about  these 
enactments.  It  now  remains  for  us  to  con- 
tinue our  efforts  by  proper  contact  with  state 
officials  and  future  legislatures  to  secure  fur- 
ther relief  for  hospitals  from  the  burdensome 
care  of  indigent  victims  of  vehicular  mishaps. 
If  the  problems  thus  involved  continue  to  be 
acute,  we  must  likewise  continue  to  seek 
remedial  legislation  such  as  your  legislative 
committee  proposed  to  the  last  legislature — 
the  creation  of  a reserve  fund  upon  which  the 
hospitals  might  draw  for  reimbursement, 
much  after  the  fashion  of  the  highly  success- 
ful Ohio  system  of  which  we  all  have  been 
appraised. 

Likewise,  you  have  heard  the  legislative 
committee  relate  the  story  of  its  efforts  to 
have  the  state  evolve  a more  just  and  satis- 
factory system  of  state  aid  for  hospitals  in 
the  care  of  the  indigent  sick  and  injured  gen- 
erally. You  have  been  told  how  the  Tax 
Limitation  Amendment  complicated  the  sit- 
uation of  the  hospitals  by  reducing  the  reve- 
nue available  in  most  of  our  counties  and 
municipalities  for  care  of  the  indigent  sick  and 
injured  to  the  vanishing  point.  You  did  not 
need  to  hear  this,  of  course,  because  most  of 
you  had  already  faced  that  fact  in  your  home 
community.  Then  too,  you  heard  that  the 
Relief  Administration,  acting  upon  and  dis- 
bursing relief  monies  under  the  dogmatic 
rules  and  regulations  emanating  from  Wash- 
ington, would  authorize  little,  if  any,  reim- 
bursement for  hospitals  in  the  care  of  the  so- 
called  “relief  clients.”  Of  course  it  must  be 
said  in  defense  of  the  position  of  the  federal 
officials  that  their  theory  that  the  care  of  the 
indigent  sick  is  a local  responsibility  is  ten- 
able— but  not  in  West  Virginia  where  the 
Tax  Limitation  Amendment  renders  local 
government  incompetent  to  meet  the  situa- 


tion. Thus,  through  your  legislative  commit- 
tee, the  Association  sought  to  convince  the 
state  officials  that  the  responsibility  for  the 
care  of  the  indigent  sick  and  injured  result- 
antly  rested  with  the  state.  It  was  my  ob- 
servation that  the  state  officials  generally  real- 
ized this  responsibility,  but  the  state’s  critical 
financial  condition  at  the  time  was  cited  as  an 
excuse,  if  not  a reason,  for  doing  nothing 
about  it  specifically,  save  renew  the  annual 
appropriation  of  $25,000  of  state  aid  that  had 
existed  during  the  previous  biennium.  We  all 
know  how  inadequate  and  useless  that  appro- 
priation is  in  meeting  the  situation,  especially 
under  the  terms  of  its  administration.  Even 
this  small  sum  might  have  been  deleted  from 
the  Appropriation  Act,  however,  had  the 
Association’s  legislative  committee  not  made 
the  case  of  the  hospitals  so  clear  to  the  legis- 
lature. 

Your  legislative  committee  performed  fur- 
ther service  in  helping  to  keep  the  state’s  ap- 
propriation for  human  relief  in  the  budget  at 
the  $3,000,000  annual  figure,  notwithstand- 
ing the  fact  that  at  one  time  during  the  ses- 
sion a concerted  effort  was  made  to  reduce  it 
by  one-half.  In  explanation  of  the  effort 
your  representatives  and  officers  made  to  see 
that  the  relief  appropriation  was  not  reduced 
below  the  $3,000,000  figure,  I wish  to  say 
that  w'e  knew  this  was  the  only  other  State 
appropriation  to  which  the  hospitals  might 
turn  for  reimbursement  in  the  care  of  the  in- 
digent sick  and  injured.  We  had  the  tenta- 
tive assurance  of  state  officials  that  these 
monies  might  be  used  for  the  purpose  of  re- 
imbursing hospitals,  if  and  when  the  State 
was  permitted  to  expend  its  funds  in  the  man- 
ner it  deemed  advisable  without  interference 
from  the  Federal  government.  As  has  been 
stated  by  the  Governor  of  the  State  in  fre- 
quent press  releases  from  his  office,  the  State 
has  not  been  free  to  disburse  its  relief  monies 
according  to  its  own  needs  and  the  best  judg- 
ment of  its  officials  because  of  the  fact  that  the 
Federal  government  held  over  their  heads  the 
threat  of  withdrawing  the  vast  sums  it  sup- 
plied monthly  from  the  Federal  treasury  to 
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further  augment  the  state  funds  in  general 
relief  of  the  needy  unemployed  and  indigent. 
While  the  officers  of  this  Association  have 
been  in  touch  with  the  state  officials  and  the 
Relief  Administration  in  negotiations  cal- 
culated to  permit  reimbursement  to  the  hos- 
pitals for  the  care  of  indigent,  and  while  occa- 
sionally a ray  of  hope  has  been  held  out  to 
us,  as  yet  nothing  tangible  has  developed 
along  this  line  of  endeavor.  The  constantly 
changing  systems  emanating  from  Washing- 
ton not  only  baffle  us,  but  oftentimes  leave 
those  in  charge  of  relief  in  West  Virginia 
dazed  and  uncertain. 

Notwithstanding  the  unsettled  conditions 
that  have  prevailed,  and,  in  many  respects, 
still  prevail,  the  atmosphere  appears  to  be 
clearing.  Within  the  last  month  the  Federal 
government  has  definitely  turned  back  to  the 
state  officials  the  responsibility  of  administer- 
ing to  the  needs  of  the  indigent  and  so-called 
unemployables.  Of  course,  even  yet  the  State 
must  depend  upon  the  Federal  government  to 
augment  its  monthly  sums  available  for  direct 
relief  purposes,  and  the  principal  danger,  and, 
consequently,  the  stumbling  block  to  hospital 
participation  in  the  relief  program,  is  that  be- 
fore long  the  Federal  government  will  with- 
draw its  support  of  direct  grants  for  direct 
relief  purposes.  Nevertheless,  with  the  ad- 
ministration of  both  the  State  relief  monies 
and  the  funds  granted  to  the  State  by  the 
Federal  government  now  a responsibility  of 
the  Governor  and  his  advisory  relief  com- 
mittee, we  feel  that  the  time  has  arrived 
when  the  problem  of  providing  necessary  hos- 
pitalization for  those  on  direct  relief,  to  a 
certain  extent  at  least,  might  be  mitigated 
from  the  standpoint  of  the  hospitals.  There 
is  also  an  indication  that  the  Federal  govern- 
ment may  relax  in  its  rigorous  national  policy, 
with  respect  to  those  soon  to  go  to  work  on 
Works  Progress  Administration  projects. 

The  hospitals  of  the  State  must  continue 
to  be  alert  and  work  toward  the  establish- 
ment of  a system  of  caring  for  the  indigent 
and  “unemployables”  on  a basis  whereby  they 
may  be  reimbursed,  in  part  at  least,  for  the 


tremendous  outlay  of  services,  supplies,  and 
resources  made  by  them  in  the  care  of  those 
unable  to  make  payment  therefor — the  wards 
of  society.  Here  again  I say  that  the  hospitals 
individually  can  help  in  the  attainment  of 
this  goal,  but  they  cannot  accomplish  it  in- 
dividually. They  must  rely  upon  an  effective 
organization  to  perform  this  and  other  kin- 
dred services.  What  organization  can  serve 
their  interests  better  than  this  Association? 

Thus  far,  I have  said  nothing  of  taxation 
of  the  private  so-called  “profit”  institutions. 
In  my  address  before  the  last  convention  I 
contended  that  levies  upon  hospitals  of  this 
classification  were  inequitable,  and  I proposed 
a leveling-off  of  these  taxes.  While,  for  the 
most  part,  this  is  a problem  for  the  voluntary 
hospitals  to  solve  for  themselves,  the  Asso- 
ciation can  be  of  material  help  in  this  connec- 
tion, and  I shall  make  recommendations  in 
this  respect  later. 

While  there  were  many  other  accomplish- 
ments of  the  Association  since  permanent 
headquarters  was  established  that  I shall  not 
mention,  I feel  that  I should  say  something 
of  the  most  helpful  system  of  publicizing  the 
activities  of  the  legislature  and  state  depart- 
ments, and  other  developments  of  interest  to 
hospitals,  which  our  permanent  headquarters 
developed  in  the  form  of  periodic  bulletins. 
These  bulletins,  while  entailing  considerable 
expense,  no  doubt  were  appreciated  by  the 
hospitals  and  hospital  people.  There  are 
always  various  bills  proposed  by  members  of 
the  legislature  and  various  rulings  by  govern- 
mental departments  which  affect  the  hos- 
pitals, but  which  are  of  such  a nature  that  the 
Association  cannot  take  action  upon  as  a rep- 
resentative agency  of  all  classes  of  hospitals. 
In  this  connection,  1 refer  particularly  to  the 
nurses’  training  school  bills  and  the  compen- 
sation Jaw  changes  which  were  before  the  last 
session  of  the  legislature.  Each  was  of  a con- 
troversial nature.  There  was  no  definite  cross- 
section  of  opinion  of  all  hospitals  to  guide  the 
Association  officials  in  making  representatives 
for  or  against  these  measures.  Accordingly, 
an  effort  was  made  to  keep  all  hospitals  fully 
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and  accurately  appraised  of  the  provisions  of 
such  legislation  and  its  progress,  so  that  the 
individual  institutions  could  make  whatever 
representations  they  saw  fit  and  deemed  to 
be  expedient.  This  service  alone,  to  many 
hospitals,  was  worth  their  cost  of  member- 
ship for  the  year,  I am  sure.  What  other 
agency  could  have  kept  them  so  reliably  in- 
formed on  such  matters  as  did  the  Hospital 
Association?  I might  say  in  this  connection 
that  the  Association  provided  this  service  to 
all  hospitals,  whether  they  were  members  of 
the  Association  or  not,  and  at  considerable  ex- 
pense to  the  Association’s  treasury.  This 
policy  will,  undoubtedly,  have  to  be  altered 
in  the  future  in  the  interest  of  simple  justice 
and  proper  Association  policy.  At  least,  that 
would  be  my  recommendation,  among  others 
which  I will  now  make. 

I have  cited  what  I consider  to  be  the  prin- 
cipal accomplishments  of  this  Association  dur- 
ing the  past  year.  Likewise,  I have  given 
what  I consider  to  be  a cross-section  of  the 
major  problems  of  hospitalization  in  West 
Virginia  today.  Let  us  now  turn  to  the  future. 

Much  of  that  which  I desire  to  recommend 
as  a proposed  program  for  this  Association 
will  be  discussed  during  future  deliberations 
at  this  convention  to  the  end  that  we  may 
solve  many  of  the  problems  which  compli- 
cate hospitalization  in  West  Virginia  today. 

Your  Committee  on  Constitution  and 
Rules  has  prepared  a comprehensive  report. 
The  committee  has  recommended  a number 
of  vitally  important  changes  in  the  general 
structure  of  this  Association.  I desire  to  speak 
briefly  of  these  recommendations.  In  some 
instances  the  amendments  proposed  by  the 
committee  have  as  their  main  purpose  the  co- 
ordination of  the  basic  structure  of  this  Asso- 
ciation with  that  of  the  American  Hospital 
Association.  Such  coordination,  in  my  opin- 
ion, is  highly  desirable.  You  have  heard  of 
the  difficulties  which  we  have  encountered 
here  in  West  Virginia  with  regard  to  securing 
authorization  from  Washington  for  partici- 
pation in  relief  expenditures.  In  these  days 
of  greater  federal  control  over  state  matters 


it  is  indeed  advisable  to  have  a “friend  at 
court.”  I he  American  Hospital  Association, 
representative  as  it  is  of  all  classes  of  hos- 
pitals, is  the  only  agency  that  can  provide  such 
representation.  As  I stated  previously,  the 
individual  hospital  should  not  expect  its 
neighbor  to  finance  the  work  done  in  its  be- 
half too.  By  the  same  token,  the  Hospital 
Association  of  West  Virginia  should  not  ex- 
pect kindred  organizations  in  neighboring 
states  to  finance  the  work  of  the  American 
Hospital  Association  when  that  group’s  activ- 
ities are  in  behalf  of  all  hospitals  of  the  coun- 
try. Accordingly,  I earnestly  believe  it  would 
be  the  part  of  wisdom  for  this  Association  to 
take  steps  to  bring  its  basic  structure  into  con- 
formity with  that  of  the  American  Hospital 
Association  to  the  end  that  it  might  be  pos- 
sible to  affiliate  this  organization  with  that 
of  the  national  group,  if  not  this  year,  pos- 
sibly later.  Lhe  membership  classifications  of 
this  Association,  whether  we  seek  immediate 
affiliation  with  the  American  Hospital  Asso- 
ciation or  not,  should  be  modified. 

Two  other  major  changes  in  this  Associa- 
tion’s structure  appear  to  be  essential  if  or- 
ganized hospitalization  in  West  Virginia  is  to 
function  and  prosper.  Provision  should  be 
made  for  other  standing  committees,  and  the 
scope  of  the  work  of  others  now  provided 
should  be  broadened. 

Our  legislative  committee  is  one  of  the 
most  important,  but  it  should  be  made  some- 
thing more  than  a group  which  functions 
periodically.  In  addition  to  operating  as  the 
Association’s  point  of  contact  with  the  legis- 
lature when  the  latter  body  is  in  session,  this 
committee  should  be  empowered  to  function 
as  the  Association’s  liaison  group  in  negotia- 
tions with  state  departments  and  other  re- 
lated bodies.  In  other  words,  we  should  here- 
after designate  this  committee  as  the  “Com- 
mittee on  State  Relations  and  Legislation”, 
and  define  its  duties  more  broadly.  The  Com- 
mittee on  Constitution  and  Rules  has  pro- 
posed a commendable  amendment  in  this  re- 
spect. 

Then  too,  we  should  add  to  our  list  of 
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standing  committees  two  others,  namely,  a 
“Hospital  Economics  Committee”,  and  a 
“Professional  Problems  Committee.”  The 
proposed  Hospital  Economics  Committee 
would  make  special  studies  of  the  major 
problems  of  finance,  including  taxation ; ac- 
countancy and  purchasing.  There  is  need  for 
an  active  group  to  study  and  make  recom- 
mendations with  regard  to  professional  prob- 
lems, such  as  differences  as  between  the  hos- 
pitals and  the  medical  profession,  and  differ- 
ences as  between  the  hospitals  and  the  nurs- 
ing profession.  The  problems  of  x-ray,  the 
laboratory,  anesthesia,  pharmacy,  physical 
therapy,  social  service,  and  medical  records 
would  likewise  come  under  the  scrutiny  of 
such  a committee. 

My  suggestion  that  the  Association  make 
provision  for  a standing  committee  to  con- 
sider the  problem  of  hospital  economics  is 
prompted  mainly  by  my  desire  to  see  that 
careful  study  is  made  of  three  of  the  major 
problems  of  the  hospitals  in  West  Virginia 
today. 

When  we  first  started  talking  of  the  em- 
ployment of  a full-time  executive  secretary 
we  had  in  view  the  initiation  of  a special  pur- 
chasing project.  It  was  thought  at  that  time 
that  the  executive  secretary  could  install  an 
agency  in  the  Association’s  permanent  head- 
quarters for  the  purchase  of  standard  sup- 
plies for  hospitals  throughout  the  State  at 
considerable  saving  to  the  individual  hos- 
pitals. You  heard  the  executive  secretary 
speak  on  this  type  of  project.  We  must  not 
make  such  a move,  however,  without  careful 
study  and  preparation.  It  is  not  a problem  or 
a project  which  the  executive  secretary  should 
be  expected  to  initiate  without  the  guidance 
and  assistance  of  well-trained  and  experienced 
hospital  buyers  and  administrators.  Accord- 
ingly, I believe  the  proposed  Hospital  Eco- 
nomics Committee  would  be  of  material 
benefit  in  this  respect.* 

As  the  legislative  committee  pointed  out 
in  its  annual  report,  the  problem  of  taxation 

•EDITOR’S  NOTE:  The  action  of  the  convention  on  this 

recommendation  in  reflected  in  a resolution  published  elsewhere 
in  this  issue. 


upon  private  hospitals  is  one  which  demands, 
among  other  considerations,  research  in  the 
field  of  hospital  finance.  The  Legislation  and 
State  Relations  Committee  cannot  be  expected 
to  make  such  a comprehensive  study  and 
keep  abreast  of  other  developments  in  its 
field  of  endeavor.  Thus,  here  again  the  pro- 
posed Hospital  Economics  Committee  can 
render  a valuable  service. 

It  will  be  recalled  that  the  West  Virginia 
State  Medical  Association  sponsored  at  the 
last  session  of  the  legislature  a bill,  styled 
House  Bill  No.  102.  The  broad  purpose  of 
this  measure  was  the  accomplishment  of  a 
more  secure  tenure  of  office  for  the  heads  of 
the  State’s  medical  institutions,  and  an  en- 
deavor to  increase  the  standards  of  medical 
efficiency  in  these  institutions  by  bringing 
them  under  the  supervision  of  the  Public 
Health  Council  with  reference  to  their  med- 
ical policies.  This  legislation  likewise  would 
have  transferred  the  appointive  power  of  the 
superintendents  and  their  medical  staffs  from 
the  Governor  to  the  Public  Health  Council. 
It  is  my  personal  opinion  that  the  failure  of 
this  bill  to  reach  the  passage  stage  was  a mis- 
take, but  the  point  I desire  to  stress  is  this: 

As  the  bill  was  originally  drafted  it  con- 
tained a section  which  would  have  provided 
for  the  licensing  of  private  hospitals  in  West 
Virginia  on  an  annual  basis.  It  would  have 
created  a Bureau  of  Hospitalization  in  the 
State  Department  of  Health,  and  would 
have  provided  for  the  licensing  of  hospitals 
through  a system  which  would  have  accorded 
to  the  Public  Health  Council  supervisory 
jurisdiction.  I admit  that  certain  provisions 
of  the  bill  in  this  regard  did  not  particularly 
appeal  to  me  as  being  ideal.  By  and  large, 
however,  there  is  considerable  merit  in  pro- 
viding for  State  supervision  over  hospitaliza- 
tion, even  in  the  private  field. 

In  a recent  resume  of  its  achievements,  the 
Ohio  Hospital  Association  listed  among 
others  the  part  it  played  in  drafting  an  ideal 
system  for  the  licensing  of  hospitals,  the  crea- 
tion of  a Bureau  of  Hospitalization  in  the 
Ohio  Department  of  Health,  and  the  prep- 
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aration  of  a uniform  accounting  system  which 
enables  the  Bureau  of  Hospitalization  to  de- 
termine the  per  diem  costs  of  every  hospital 
in  the  State  of  Ohio.  Thus,  Ohio  hospitals 
have  been  able  to  accomplish  much  more 
than  have  those  of  other  states,  including  our 
own,  in  securing  state  aid  for  the  care  and 
treatment  of  indigent  patients.  The  matter 
of  rates  paid  by  governmental  agencies  for 
the  treatment  of  authorized  patients  is  always 
a breeder  of  strife  and  differences  of  opinion. 
Ohio,  and,  I might  add,  Pennsylvania,  have 
been  able  to  solve  these  problems  most  effect- 
ively— and  all  because  their  hospitals  coop- 
erated in  securing  beneficial  licensing  and 
uniform  accounting  legislation.  When  the 
hospitals  of  those  states  are  paid  from  public 
funds  for  the  care  they  provide  for  wards  of 
the  state,  they  are  paid  on  the  basis  of  the  per 
diem  costs  to  the  hospitals  in  the  care  of  the 
patient.  Their  uniform  accounting  systems 
are  principally  accountable  for  these  profit- 
able reforms. 

It  is  my  candid  opinion  that  the  State  of 
West  Virginia  will  come  to  a system  of  licens- 
ing hospitals  eventually,  and  that  the  form  of 
the  law  will  not  likely  be  acceptable  to  the 
hospitals  unless  they  take  the  initiative  in  the 
matter  themselves.  We  should,  after  careful 
study,  take  action  to  secure  the  enactment  of 
a licensing  law,  a uniform  accounting  system, 
and  proper  regulation,  all  under  a supervisory 
Board  or  Bureau  of  the  State  government, 
rather  than  have  some  other  agency  initiate 
such  action  and  possibly  secure  the  passage  of 
legislation  which  might  prove  to  be  harmful 
and  not  in  the  best  interests  of  hospitaliza- 
tion and  the  public  welfare.  Here,  again,  the 
proposed  Hospital  Economics  Committee,  in 
cooperation  with  the  proposed  Committee  on 
Professional  problems,  and  the  Committee  on 
Legislation  and  State  Relations,  could  per- 
form a valuable  service  for  the  hospitals  of 
West  Virginia.* 

I have  already  spoken  of  two  phases  of 
hospital  legislation  which  I believe  should  be 

‘EDITOR’S  NOTE:  The  action  of  the  convention  upon  the 

recommendations  of  the  President  and  the  Committee  on  Constitu- 
tion and  Rules  is  recorded  elsewhere  in  this  issue. 


included  in  any  future  legislative  program  of 
this  Association;  namely,  the  broad  field  of 
hospital  taxation,  and  a licensing  and  regula- 
tory system. 

There  is  need  for  us  to  keep  in  mind  other 
problems  which  might  be  solved  through 
wise  legislation.  While  it  is  my  opinion  that 
the  hospitals  of  the  State  will  make  little 
progress  toward  working  out  a permanent 
system  of  state  aid  for  services  rendered  to 
the  indigent  until  they  have  evolved  and  se- 
cured the  enactment  of  laws  for  uniform  ac- 
counting, determination  of  per  diem  costs, 
and  other  similar  features  of  the  Ohio  and 
Pennsylvania  systems,  I do  feel  that  we 
should  continue  to  strive  for  any  legislation 
which  will  tend  to  reduce  the  load  of  free 
work  now  being  done  by  hospitals  to  their 
own  and  the  general  public’s  detriment  alike. 
In  this  regard  I have  in  mind,  of  course,  par- 
ticipation in  emergency  appropriations,  such 
as  those  for  relief,  and  establishment  of  a re- 
serve fund  for  the  care  of  indigent  victims 
of  motor  vehicle  mishaps.  Along  this  same 
line,  hospitals  need  more  protection  against 
the  so-called  “dead  beats,”  and  in  this  con- 
nection we  should  strive  for  some  measure  of 
lien  protection  such  as  that  accorded  to  hotels. 
The  indigent  care  problem  and  the  “dead 
beat”  problem,  if  solved,  would  afford  the 
hospitals  of  the  State  an  opportunity  to  move 
forward  as  they  should.  Of  course  there  are 
certain  administrative  reforms,  such  as  group 
purchasing,  uniform  accounting,  and  kindred 
new  adjustments,  which  the  hospitals  could 
and  should  make  themselves  to  ease  their  eco- 
nomic situations,  but,  by  and  large,  little  can 
be  accomplished  toward  mitigation  of  the 
present  economic  strain  and  elevation  of 
standards  until  the  free-work  problem  can  be 
ameliorated  at  least  in  some  degree. 

Before  leaving  the  topic  of  legislation  and 
the  work  that  the  legislature  could  do  in  the 
field  of  care  of  the  indigent,  however,  I feel 
that  I should  make  certain  recommendations 
with  reference  to  the  conduct  and  policy  of 
the  state-owned  and  operated  institutions  for 
the  care  of  the  State’s  sick  wards.  I shall  not 
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deal  with  the  methods  of  operation  and  poli- 
cies of  the  hospitals  doing  work  in  restricted 
fields — tuberculosis  sanatoria  and  mental  in- 
stitutions— because  it  is  my  opinion  that  the 
work  these  institutions  are  doing  and  the  gen- 
eral policies  of  the  State  with  reference  to 
their  operation  are  logical  and  sound,  gener- 
ally speaking.  Indeed,  I think  the  State  is  to 
be  congratulated  upon  the  splendid  manner 
in  which  our  institutions  for  the  care  of  the 
tubercular  and  mental  defectives  have  been 
developed  without  undo  encroachment  upon 
private  medical  practice  and  the  field  of  pri- 
vate hospitalization. 

On  the  other  hand,  I do  feel  that  the  State 
has  permitted  its  policy  with  reference  to  the 
operation  of  the  three  State  emergency  gen- 
eral hospitals  to  wander  far  afield  of  the  pur- 
poses for  which  they  were  originally  intended, 
and  it  is  my  opinion  that  something  definite 
should  be  done  to  fit  those  institutions  into 
the  general  scheme  of  state  health  work  on  a 
more  just  and  equitable  basis. 

Admitting  that  there  was  justification  for 
the  State’s  original  purpose  in  building, 
equipping  and  maintaining  the  three  emer- 
gency hospitals  — then  designated  as  miners’ 
hospitals;  admitting  that  the  policies  evolved 
as  the  basis  for  their  operation  and  mainten- 
ance when  they  were  originated  may  have 
been  sound,  I feel  very  strongly,  however, 
that  present  day  conditions  do  not  justify  a 
continuation  of  that  original  policy,  and  I am 
of  the  opinion  that  the  time  is  at  hand  when 
the  State  should  take  definite  steps  to  with- 
draw its  emergency  hospitals  from  competi- 
tion with  private  general  hospitals,  and  make 
of  them  useful  instruments  for  the  ameliora- 
tion of  suffering  among  the  indigent  sick 
throughout  the  State  generally. 

I do  not  desire  to  have  my  remarks  mis- 
construed in  this  connection.  I am  not  advo- 
cating the  abolition  and  dismantling  of  these 
three  state  emergency  hospitals,  for  1 readily 
realize  that  they  serve  a useful  purpose.  As 
general  hospitals,  I admit  that  they  afford 
hospital  facilities  for  a class  of  patients  that 
requires  low-cost  hospitalization  and  these 


hospitals  alone  can  provide,  because  they  have 
no  taxes  to  figure  in  overhead,  and  they  are 
in  a position  to  use  the  products  of  their  own 
or  some  other  state  institution’s  farm  or 
garden.  Therefore,  they  can  afford  to  accept 
patients  and  perform  services  therefor  at 
rates  greatly  reduced  below  those  which  pri- 
vate institutions  must  charge.  Yet,  while  this 
situation  may  be  a blessing,  it  may  also  be 
detrimental  to  the  best  interests  of  medical 
practice  and  general  hospitalization,  and  it  is 
this  consideration  which  prompts  me  to  ex- 
press the  opinion  that  the  State  must  be  more 
diligent  and  cautious  with  respect  to  its  policy 
of  operation  and  maintenance  of  these  three 
emergency  general  hospitals. 

Particularly  should  the  State  be  cautious 
with  reference  to  its  policy  of  hospitalizing 
private  “pay”  patients.  I do  not  vouch  for 
the  truth  upon  which  the  charges  are  based 
that  oftentimes  persons  able  to  pay  reasonable 
fees  for  medical  and  hospital  care  are  received, 
treated  and  cared  for  in  the  three  state  emer- 
gency hospitals  either  without  cost  to  them, 
or  at  rates  far  below  their  ability  to  pay,  but 
I do  not  know  that  such  charges  are  heard 
from  time  to  time  and  merit  scrutiny  as  to 
their  veracity.  By  and  large,  it  is  unwise  for 
any  governmental  agency -to  compete  with 
private  business  or  private  professional  prac- 
tice, and  this  is  just  as  true  with  respect  to 
the  field  of  medical  practice  and  private  hos- 
pitalization as  any  other.  Private  medical 
practitioners  and  private  hospitals  have  huge 
investments  in  educational  preparation  or 
physical  equipment,  and  they  merit  govern- 
mental protection  against  literal,  if  not  actual 
confiscation  thereof  through  governmental 
competition,  which  our  State  and  Federal 
constitutions  prohibit. 

A study  of  the  provisions  of  the  budget  en- 
acted by  the  legislature  during  its  last  session, 
for  the  1935-36  fiscal  year  will  reveal  most 
clearly  that  the  general  policy  of  these  in- 
stitutions is  in  need  of  adjustment,  or  that 
the  State’s  indigent  care  program  generally 
over  the  State  is  out  of  kelter. 

Let  us  take  the  situation  of  the  Welch 
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Emergency  Hospital  first.  A total  of  $36,- 
020  was  appropriated  for  that  institution  for 
payment  of  personal  services,  current  ex- 
penses and  equipment  for  the  fiscal  year  of 
1935-36.  Of  this  amount,  $20,300  is  allo- 
cated from  anticipated  collections.  In  other 
words,  the  W elch  Emergency  I lospital  ex- 
pects to  collect  $20,300  from  so-called  pri- 
vate “pay”  patients,  while  the  State  supple- 
ments that  amount  by  $15,720  from  general 
State  revenue.  McKendree  Emergency  I los- 
pital received  an  appropriation  of  $35,723,  of 
which  amount  $22,100  is  estimated  in  collec- 
tions ; and  Fairmont  Emergency  Hospital 
was  allocated  $38,689,  from  which  amount 
$12,750  is  estimated  to  be  raised  through  col- 
lections. We  are  to  assume,  therefore,  that 
Welch  Emergency  Hospital  will  do  $15,720 
worth  of  free  work  for  those  unable  to  pay 
for  services  rendered;  McKendree  Emer- 
gency Hospital  will  do  $13,623  worth  of 
such  work;  and  Fairmont  Emergency  Hos- 
pital will  do  $1  5,939  worth  of  free  work  dur- 
ing the  current  fiscal  year.  That  is  to  be  con- 
doned, of  course,  but  what  is  the  broader  as- 
pect of  the  situation?  Practically  all  of  that 
free  work  is  done  for  the  indigent  of  the  im- 
mediate communities  in  which  those  hospitals 
are  located.  The  county  court  of  my  home 
county  of  Nicholas,  for  instance,  cannot  send 
an  indigent  patient  from  my  home  town  of 
Richwood  over  to  McKendree  Emergency 
Hospital  and  have  that  patient  treated  and 
cared  for  without  making  payment  for  the 
services  rendered,  and  if  the  Nicholas  county 
court  has  no  funds  for  care  of  the  indigent 
sick  that  patient  must  either  go  without  atten- 
tion or  be  treated  and  hospitalized  in  one  of 
the  private  institutions  of  Richwood  as  the 
more  or  less  private  responsibility  of  the  pri- 
vate hospital  to  which  he  resorts.  Oh,  yes,  I 
know  that  the  State  appropriated  $25,000  for 
emergency  hospitalization  of  the  indigent 
generally  throughout  the  State  for  the  current 
fiscal  year,  but  we  all  know  that  the  admin- 
istrative “red  tape”  necessary  in  order  for  the 
hospital  to  receive  reimbursement  absorbs  the 
small  reimbursement  accruing  to  it,  and  the 


result  is  that  the  private  hospital  has  per- 
formed its  services  to  the  patient  free. 

Therefore,  it  is  my  opinion  that  the  State, 
having  established  these  three  emergency 
hospitals  with  a large  initial  capital  invest- 
ment, should  either  make  more  adequate  pro- 
vision for  caring  for  the  indigent  sick  of  the 
whole  State  therein,  or  make  provision  for 
the  care  of  the  indigent  in  counties  outside 
the  area  of  these  three  emergency  hospitals 
by  making  available  sufficient  funds  to  reim- 
burse the  private  hospitals  who  must  assume 
responsibility  for  the  care  and  treatment  of 
that  class  of  patient. 

I have  said  that  the  State  emergency  hos- 
pitals have  outlived  the  purpose  for  which 
they  were  originally  intended;  namely,  a 
provision  for  the  care  and  treatment  of  those 
employed  in  the  then  developing  coal  fields, 
and  their  families.  The  field  of  private  hos- 
pitalization has  been  expanded  to  meet  that 
situation  capably  today.  1 have  said  that  in- 
asmuch as  those  conditions  now  prevail,  the 
policy  of  operating  and  maintaining  these 
emergency  hospitals  must  be  adjusted  to  meet 
present-day  requirements,  and  I have  pointed 
out  that  this  may  best  be  done  by  making  of 
those  institutions  a means  to  the  end  of  re- 
lieving private  general  hospitals  throughout 
the  State  of  the  unjust  burden  of  caring  for 
the  indigent  with  inadequate  reimbursement 
or  no  reimbursement  at  all  with  resultant  de- 
pletion of  resources  and  equipment  and  neces- 
sary high  rates  assessed  against  those  most 
able  to  pay.  Likewise,  I have  pointed  out 
that  if  the  State’s  emergency  hospitals  can- 
not be  made  more  than  agencies  for  meeting 
the  indigent  problem  in  the  immediate  areas 
of  their  location,  the  State  should  take  steps 
to  rectify  this  situation  by  providing  more 
adequate  reimbursement  for  services  per- 
formed for  the  indigent  by  private  hospitals 
outside  of  those  areas.  Under  no  circum- 
stance, however,  should  the  State  further  en- 
croach upon  the  field  of  private  hospitaliza- 
tion by  constructing,  equipping  and  maintain- 
ing any  additional  general  hospitals.  The  ex 
periences  of  other  states  have  proved  conclu- 


494 


The  West  Virginia  Medical  Journal 


November,  1935 


sively  that  the  less  expensive,  more  effective 
way  to  meet  the  indigent  care  problem  is 
through  state  aid  to  private  hospitals. 

I desire  to  reiterate  a previous  statement. 
I do  not  recommend  the  abandonment  or  dis- 
mantling of  the  three  State  emergency  hos- 
pitals; rather,  I would  that  they  were  fitted 
into  the  picture  more  equitably,  and,  frankly, 
it  is  my  opinion  that  the  surest  way  to  effect- 
uate such  a program  would  be  to  make  of 
them  institutions  for  the  care  and  treatment 
of  sickness  in  restricted  fields,  rather  than 
continue  them  as  general  hospitals.  It  has 
been  pointed  out  by  State  officials  themselves 
that  both  the  tubercular  sanatoria  and  mental 
institutions  are  at  the  present  time  over- 
crowded. It  seems  to  me  that  the  emergency 
hospitals  offer  an  excellent  avenue  for  recti- 
fication of  this  situation.  If  the  State,  in  its 
wisdom  considers  it  essential  to  continue  the 
three  emergency  hospitals  as  general  hos- 
pitals, however,  I sincerely  hope  that  its  pol- 
icies of  operation  and  maintenance  will  be  ad- 
justed along  the  lines  that  I have  suggested. 

Later  in  the  convention  we  will  have  be- 
fore us  for  discussion  the  problem  of  group 
hospitalization.  In  my  address  before  the 
convention  last  year  I stressed  the  fact  that 
successfully  applied  group  hospitalization 
may  do  much  to  reduce  the  percentage  of 
those  who  are  not  normally  in  a position  to 
defray  expenses  incident  to  hospitalization, 
and  that  any  such  plan  is  worthy  of  serious 
study  by  those  charged  with  the  responsibility 
of  financing  the  work  of  the  hospitals.  The 
problem  of  hospital  costs  for  the  low  wage 
earner  is  as  acute  today  as  it  was  a year  ago. 
There  is  need  for  further  study  of  group  hos- 
pitalization and  wider  use  of  this  method  of 
providing  for  hospital  care  and  treatment  for 
the  low  wage  earner.  The  so-called  “list”  or 
“contract”  practice  is  resorted  to  quite  widely 
in  southern  West  Virginia,  and  during  the 
past  three  years  two  other  commendable  serv- 
ice plans  have  been  put  into  operation  in  the 
same  field.  These  will  be  fully  discussed  at 
a later  session  of  the  convention.  I sincerely 
hope  that  out  of  these  discussions  may  come 


new  ideas  for  new  methods  of  providing  hos- 
pitalization on  a satisfactory  group  basis  — a 
system  that  will  not  breed  antagonism  and 
dissatisfaction;  indeed,  one  that  will  accom- 
plish the  two-fold  purpose  of  making  hos- 
pital facilities  available  to  the  low  wage 
earner  at  a price  and  on  a basis  that  he  can 
afford  to  pay,  and,  at  the  same  time,  provide 
the  hospital  with  a monetary  return  for  the 
services  rendered. 

I shall  not  burden  you  with  further  de- 
tails, but  I do  desire  to  admonish  you  again 
to  take  a more  active  interest  in  the  affairs  of 
this  Association.  They  are  your  affairs;  they 
are  based  upon  your  welfare,  the  welfare  of 
the  institutions  you  serve  and  operate — yes, 
even  the  welfare  of  the  people  of  the  com- 
munities from  which  you  have  come  today. 
Let  us  not  be  satisfied  until  every  medical 
and  surgical  institution  of  worthy  character 
in  West  Virginia  is  allied  with  us  in  this 
work. 

Broadly  speaking,  the  purposes  of  this 
Association  are  the  advancement  of  hospital 
ideals  and  standards  to  the  end  that  we  might 
better  serve  the  economic  and  humanitarian 
purposes  which  form  the  basis  of  all  hospital 
work  . During  the  past  year  our  slogan  has 
been  — “Elevate  Hospital  Standards  by 
Bringing  More  Economic  Security  to  the 
Hospitals.”  Under  present  economic  condi- 
tions and  high  living  standards  I feel  that 
there  is  no  other  way  of  approaching  the  ob- 
jective of  higher  standards  and  better  service. 
Accordingly,  I think  we  might  well  continue 
to  function  on  the  same  basis,  and  build  our 
program  around  such  a policy. 

In  closing,  I desire  to  extend  to  the  hos- 
pital executives  who  have  cooperated  so 
wholeheartedly  with  us  during  the  past  year 
of  experimentation  with  our  permanent  head- 
quarters plan,  my  sincere  appreciation;  and 
to  those  who  gave  so  liberally  of  their  time 
and  resources  to  the  task  of  getting  the  plan 
started  and  underway,  I think  l speak  the 
sentiment  of  the  majority  of  the  members, 
when  I say  we  are  indeed  grateful. 
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THE  MEDICAL  PROFESSION  AND  THE  HOSPITAL* 


'By  R.  H.  Walker,  M.  D.,  F.  A.  C.  S. 
Charleston,  West  Virginia 

President,  The  IVest  Virginia  State  Medical  Association 


HPhe  hospital  has  often  been  called  “the 
workshop  of  the  doctor.”  As  such  it  has 
taken  its  place  in  the  field  of  medicine.  The 
hospital,  in  a little  more  than  50  years,  has 
risen  from  the  last  refuge  of  the  sick  to  a 
somewhat  guilded  palace  of  convalescence. 
The  public,  which  used  to  consider  a hospital 
a sinister  home  of  pain  and  suffering,  now 
looks  upon  it  as  one  of  the  bright  and  essen- 
tial necessities  of  the  sick.  The  hospital  is 
here  to  stay. 

Before  taking  up  the  subject  of  the  rela- 
tionship between  the  medical  profession  and 
the  hospital,  I would  like  to  say  a few  words 
about  the  costs  of  medical  care  and  the  con- 
tribution of  modern  hospitalization  toward 
the  ever  increasing  cost  of  sickness.  For  some 
years  we  have  had  a public  clamor  for  a re- 
duction in  the  costs  of  medical  care,  yet  amid 
this  clamor  we  have  continued  to  develop 
new  luxuries  and  newr  gadgets  to  run  the  costs 
ever  higher  and  higher.  I believe  our  hos- 
pitals are  just  as  guilty,  perhaps  more  so, 
than  our  physicians. 

I believe  it  is  somew'hat  fortunate  that  the 
hospitals  of  West  Virginia  have  not  yet 
reached  that  stage  of  modern  perfection  that 
we  find  in  the  larger  centers  of  population. 
I agree  that  there  is  a certain  amount  of  com- 
fort and  satisfaction  in  w'alking  dowrn  the 
marble  hallw'ays  of  a modern  hospital,  our 
shadow'  reflected  in  the  shiny  slabs  of  tile  that 
adorn  the  w'alls.  We  enjoy  a sense  of  wrell- 
being  in  the  period  furniture,  the  radio  and 
telephone  connections,  the  plate  glass  win- 
dow's, the  chrome  fittings,  the  private  baths, 
the  hospital  library  of  popular  fiction  and  all 
the  other  little  luxuries  that  go  with  ultra- 
modern hospitalization. 

*Read  before  the  Tenth  Annual  Meeting  of  the  Hospital  Associa- 
tion of  West  Virginia  at  Parkersburg  on  September  6,  19  35. 


Whoever  may  pay  for  these  non-essential 
luxuries  at  the  time  of  their  installation,  the 
cost  eventually  comes  out  of  the  pockets  of 
those  w'ho  are  unfortunate  enough  to  become 
sick.  Sick  people  pay  the  incomes  of  more 
than  150,000  physicians;  they  put  up  the 
cash  that  operates  more  than  6,000  hospitals 
and  they  foot  the  bills  for  all  x-ray  machin- 
ery, heliotherapy  equipment,  electrocardio- 
graphs, laboratory  equipment,  and  all  other 
medical,  surgical  and  diagnostic  aids  manu- 
factured in  these  United  States.  In  view  of 
this  it  certainly  behooves  us  all  to  temper  our 
scientific  enthusiasm  with  a due  respect  for 
the  pocketbooks  of  those  we  serve. 

In  recent  years  I think  many  of  us,  both 
physicians  and  hospitals,  have  considered  our 
patients  w'ith  an  idea  of  “how  much  can  I get 
out  of  him.”  We  should  consider  our  patients 
w’ith  an  idea  of  “howr  can  I best  provide  ade- 
quate care  at  a minimum  cost.”  We  must 
adopt  such  an  attitude,  all  of  us,  if  we  are 
successfully  to  combat  the  clamor  for  sick- 
ness insurance. 

In  considering  the  relationship  between 
the  physician  and  the  hospital,  we  must  first 
consider  the  relative  functions  of  the  physi- 
cian and  of  the  hospital.  The  physician  pro- 
vides medical  and  surgical  treatment.  The 
hospital  provides  hospital  care.  There  is  a 
wfide  gap  between  the  two.  The  first  requires 
a state  license  that  is  granted  only  after  years 
of  preliminary  training.  The  second  has  no 
requirements  at  all.  We  therefore  assume 
that  hospitals,  as  such,  are  necessarily  limited 
to  the  field  of  hospital  care  and  may  not  fur- 
nish medical  and  surgical  treatment. 

We  make  that  as  a general  statement,  real- 
izing, of  course,  that  there  must  be  some  ex- 
ceptions to  the  rule.  Many  hospitals  would 
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be  without  expert  x-ray  and  laboratory  service 
if  they  did  not  employ  roentgenologists  and 
pathologists.  The  rendering  of  emergency 
service  by  hospital  interns  is  often  necessary. 
These  things  rightfully  belong  to  medical 
practice,  but  they  are  so  closely  related  to 
hospital  service  that  it  would  be  impractical 
in  many  instances  to  separate  them  from  hos- 
pitalization. I,  for  one,  am  willing  to  admit 
these  exceptions  in  order  to  discuss  more  free- 
ly the  general  subject  of  a general  separation 
of  medical  and  hospital  services. 

There  has  been  and  still  is  friction  existing 
in  West  Virginia  between  the  hospitals  and 
the  private  practitioners  of  medicine.  I be- 
lieve that  if  we  could  arrive  at  a common 
understanding  as  to  what  constitutes  hospital 
service  and  what  a hospital  can  and  cannot  do, 
we  would  immediately  eliminate  the  chief 
and  perhaps  the  only  basis  of  complaint. 
However,  as  long  as  we  have  no  compulsory 
hospital  restrictions,  no  licensing  or  inspec- 
tion service,  no  compulsory  requirements  and 
no  clearly  defined  concept  of  hospital  service, 
we  are  a long  way  from  our  goal. 

Let  us  see  what  constitutes  the  basis  of 
complaint  against  our  West  Virginia  hospitals 
by  our  West  Virginia  physicians.  It  is  the 
same  old  story  which  comes  back  always  to 
the  list  problem.  Hospital  list  practice  is  too 
well  established  and  has  served  too  useful  a 
purpose  for  the  laboring  people  of  this  state 
to  be  thrown  into  the  discard  or  changed  with- 
out due  consideration.  During  my  adminis- 
tration as  president  of  the  West  Virginia  State 
Medical  Association  I have  been  accused  of 
fighting  to  abolish  list  practice.  Let  me  say 
again,  as  I have  said  many  times  before,  that 
my  fight  is  against  the  abuses  of  the  list  sys- 
tem and  not  against  the  system  itself. 

My  chief  complaint  is  that  the  hospitals 
do  not  confine  their  hospital  list  contracts  to 
hospitalization,  but  they  include  medical  and 
surgical  treatment?  Does  not  our  medical 
practice  act  of  West  Virginia  state  that  reg- 
ular licensed  physicians,  and  no  others,  shall 
have  the  right  to  treat  the  sick.  1 am  unable 
to  grasp  any  logical  theory  that  could,  by  any 


stretch  of  the  imagination,  permit  a hospital 
to  contract  for  medical  and  surgical  treatment. 

If  the  hospitals  of  West  Virginia  want  hos- 
pital subscription  lists  they  should  have  them. 
If  they  want  list  contracts  that  provide  for 
medical  and  surgical  treatment,  that  is  some- 
thing else  again.  Right  there  is  where  they 
tread  on  the  toes  of  the  private  practitioners 
of  medicine.  If  a doctor,  who  is  legally 
licensed  to  practice  medicine  and  surgery, 
should  go  out  in  his  home  town  and  sell  his 
services  under  a subscription  contract  he 
would  be  immediately  ostracized  by  all  his 
confreres.  His  teaching,  his  training  and  his 
ethical  ideals  are  all  against  such  an  arrange- 
ment. He  knows  that  only  in  certain  isolated 
cases  is  a contract  justifiable.  If  it  is  not 
proper  for  a doctor,  licensed  for  the  sole  pur- 
pose of  practicing  medicine  and  surgery,  to 
enter  into  such  contracts,  is  it  not  also  im- 
proper for  a hospital,  not  licensed  to  practice 
medicine  and  surgery,  to  contract  for  medical 
and  surgical  service?  This  situation  is  further 
aggravated  by  the  fact  that  many  hospitals 
employ  and  send  out  paid  solicitors  to  under- 
mine and  underbid  their  competitors.  As  long 
as  the  hospitals  are  permitted  to  do  that  which 
the  individual  doctors  are  forbidden  to  do, 
we  are  bound  to  have  some  strife  between 
the  two  groups. 

Many  of  you  gentlemen  are  hospital  own- 
ers and  many  of  you  have  list  contracts  that 
cover  both  hospitalization  and  medical  and 
surgical  service.  Your  hospital  makes  out  all 
right,  because  it  collects  the  payroll  deduc- 
tion. If  your  hospital  makes  out  all  right 
then  you,  yourself,  make  out  all  right,  be- 
cause you  own  the  hospital.  But  you  must 
admit  that  you  give  your  professional  services 
away  free,  because  you  get  nothing  for  your 
professional  services.  Can  the  private  practi- 
tioner, who  has  no  hospital,  compete  with  the 
surgeon  or  internist  who  gives  his  services 
away.  Certainly  not!  Yet  that  is  the  exact 
competition  that  is  offered  by  the  hospital 
list  doctor. 

Of  course  there  is  another  side  to  this  pict- 
ure. Those  who  are  not  in  sympathy  with 
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my  own  ideas  may  justly  reply  that  list 
patients  are  an  improvident  class  who  are  not 
able  to  pay  medical  and  surgical  fees.  That 
is  only  a half-truth.  Many  list  patients  are 
able  to  pay  medical  and  surgical  fees.  As  a 
matter  of  fact,  many  of  them  are  mine  fore- 
men, superintendents,  executives,  even  mine 
owners  themselves.  Even  in  the  class  of  low- 
ly miners,  there  are  many  with  sufficient 
thrift  and  enterprise  to  pay  a reasonable  fee 
for  what  they  receive. 

If  the  majority  of  the  list  patients  are  not 
able  to  pay  the  current  fees  for  medical  and 
surgical  treatment,  then  let  us  reduce  those 
fees  for  list  patients.  Or,  better  still,  let  us 
have  a separate  list  for  medical  and  surgical 
service;  a payroll  deduction  plan  that  will 
build  up  an  insurance  fund  for  the  purpose 
and  will  give  each  list  subscriber  free  choice 
of  physician  and  hospital.  Let  us  have  some 
arrangement,  any  arrangement,  that  will  sep- 
arate hospital  care  from  medical  and  surgical 
treatment. 

A suit  has  been  entered  in  the  circuit  court 
of  Kanawha  county  to  restrain  one  of  the 
Charleston  hospitals  from  practicing  medi- 
cine and  surgery  without  a license.  I person- 
ally feel  that  the  point  involved  is  of  vast 
importance  to  us  all.  I understand  that  the 
suit  is  not  an  attack  upon  the  hospital  in- 
volved, but  is  nothing  more  than  a test  case 
entered  by  a private  practitioner  of  medicine 
to  determine  his  own  rights  and  privileges 
under  the  medical  practice  act  of  West  Vir- 
ginia. If  the  suit  is  won  by  the  plaintiff, 
every  hospital  in  the  state  will  profit.  The 
hospital  against  which  the  suit  is  entered  will 
profit  with  the  rest.  The  hospitals  will  profit 
because  they  will  be  forbidden  to  give  away 
that  which  they  do  not  legally  possess.  The 
hospital  which  is  being  sued  in  Charleston  is 
owned  and  operated  by  a physician.  He  gives 
away  his  services  in  order  to  compete  with 
other  Charleston  hospital  owners  w'ho  give 
away  their  services.  If  the  circuit  court  of 
Kanawha  county  rules  that  his  hospital  may 
not  give  away  his  services,  that  ruling  will 
apply  to  all  other  hospitals  and  the  hospital 


ow'ners  will  be  compelled  to  abandon  this 
type  of  practice.  Will  they  all  not  be  better 
off:  To  be  sure!  They  may  still  carry  on 
their  subscription  lists  for  hospitalization  just 
as  they  have  done  in  the  past.  The  only  dif- 
ference will  be  that  the  court  will  compel 
them  to  accept  something  for  their  profes- 
sional services. 

Hospital  owners  are  an  odd  lot  of  people. 
I can  speak  freely  upon  this  subject  because 
1 happen  to  own  stock  in  a hospital  myself. 
The  reason  I say  hospital  owners  are  queer 
folks  is  because  of  their  attitude  toward  the 
new  Workmen’s  Compensation  Act  which 
the  State  Medical  Association,  not  the  State 
Hospital  Association,  handed  them  on  a silver 
platter.  The  State  Medical  Association  se- 
cured the  passage  of  a bill  which,  by  law, 
compels  you  gentlemen  to  accept  between 
three  and  four  hundred  thousand  dollars  per 
year  more  than  you  have  received  in  the  past. 
This  law'  states  that  you  folks,  as  hospital 
owners,  and  our  group,  as  physicians,  must 
charge  for  the  compensation  work  w'e  do,  re- 
gardless of  our  subscription  or  contract  lists. 
That  is  what  the  law  says. 

I have  known  a few'  misguided  individuals 
W'ho  would  go  contrary  to  the  law  in  order  to 
get  money,  but  the  hospital  ow'ners  of  south- 
ern West  Virginia  comprise  the  first  group  I 
have  ever  known  to  violate  the  law'  in  order 
to  lose  money.  The  law  says  you  must  take 
this  money  for  your  services  but  I guess  you 
do  not  like  the  lawr.  For  I know  and  you 
know'  that  many  of  you  have  schemed  and 
planned  and  figured  out  ways  and  means  with 
various  employers  of  labor  to  get  out  of  ac- 
cepting payment  for  your  compensation  work. 
There  is  an  old  saying  that  you  can  lead  a 
horse  to  w'ater  but  you  cannot  make  him 
drink.  Well,  it  seems  that  you  can  lead  a hos- 
pital ow'ner  to  cake  but  you  cannot  make  him 
eat  it. 

Last  December  the  West  Virginia  State 
Medical  Association  called  all  you  hospital 
owmers  together  and  asked  you  to  eliminate 
compensation  w'ork  from  your  list  contracts. 
You  all  agreed  that  it  would  be  a fine  thing 
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to  do,  but  you  said  it  could  not  be  done  be- 
cause the  hospitals  would  not  stick  together. 
You  could  not  trust  each  other.  Then  we 
offered  you  a contract  with  a stiff  penalty 
clause  to  become  binding  if  signed  by  all  the 
hospitals  in  southern  West  Virginia.  You 
would  not  consider  that.  Then,  in  order  to 
protect  you  from  each  other,  we  passed  a 
ruling  that  we  would  terminate  the  Associa- 
tion membership  of  any  doctor  who,  after  a 
certain  date,  indulged  in  list  contracts  that 
included  compensation  work.  You  literally 
stormed  the  fort  when  that  protection  was 
offered.  Finally  we  went  in  the  legislature 
and  brought  out  an  iron-clad  solution  all 
bound  around  with  the  legal  influence  and 
backing  of  the  State  of  West  Virginia.  Now, 
as  I say,  some  of  you  are  trying  to  get  around 
that. 

What  is  the  reason  for  all  this  self-inflicted 
punishment  you  are  heaping  upon  yourselves 
and  upon  innocent  members  of  the  medical 
profession?  The  answer  is  found  in  one 
simple  word  — distrust.  You  gentlemen  do 
not  trust  me,  you  do  not  trust  each  other,  you 
do  not  trust  the  medical  association,  you  do 
not  trust  your  hospital  association  and  I ser- 
iously doubt  if  you  trust  yourselves.  That  is 
a hard  thing  to  say,  but  it  is  the  only  answer 
that  fits  in  with  all  of  our  respective  prob- 
lems. If  you  did  trust  each  other  you  would 
have  remedied  this  compensation  abuse  to 
your  mutual  benefit  years  ago.  Because  you 
do  distrust  each  other,  you  are  afraid  to  stand 
up  for  your  own  individual  rights  for  fear 
one  of  your  competitors  will  backslide  and 
run  off  with  your  list  contracts.  The  same 
thing  is  true  in  regard  to  the  elimination  of 
medical  and  surgical  service  from  hospital 
list  contracts. 

1 speak  of  this  existing  distrust  without  any 
rancor  and  with  a realization  that  perhaps  all 
of  us'  are  equally  guilty.  My  own  guilt  is  ap- 
parent, because  I must  show  my  own  distrust 
in  order  to  recognize  it  in  others.  It  is  some- 
thing that  has  been  handed  down  to  us  by  an 
economic  system  filled  with  abuses;  some- 
thing we  cannot  overcome  in  a day  or  a month 


or  a year.  Yet  it  would  be  foolish  not  to 
recognize  that  which  we  know  exists.  For  a 
moment,  let  us  admit  the  distrust  and  see  if 
we  cannot  still  find  a remedy  in  spite  of  it. 

It  is  my  firm  belief  that  the  only  logical 
and  lasting  solution  is  to  be  found  in  some 
system  of  governmental  regulation.  By  “gov- 
ernmental regulation,”  I mean  some  kind  of 
a state  bureau  of  hospitalization  that  will  ex- 
ercise the  same  control  over  hospitals  that  the 
department  of  banking  exercises  over  the 
banking  houses  of  West  Virginia.  We  have 
recently  witnessed  the  passage  of  the  Guffey 
Bill  by  our  national  Congress  to  regulate  the 
coal  industry  and  keep  the  coal  operators 
from  knifing  each  other  in  the  back.  Appar- 
ently their  distrust  of  each  other  is  even 
greater  than  ours. 

At  the  present  time  we  have  no  regulations 
or  restrictions  of  any  kind  for  hospitals  in 
West  Virginia.  Any  person  may  move  into  a 
vacant  store  room,  install  a few  army  cots 
and  announce  to  the  public  that  a new  hos- 
pital has  come  into  existence.  No  license  is 
required,  no  minimum  regulations  are  neces- 
sary and  no  inspection  is  permitted.  To  all 
intents  and  purposes,  this  new  blight  is  a hos- 
pital just  the  same  as  yours.  It  is  perfectly 
free  to  indulge  in  any  and  every  form  of  un- 
ethical practice;  anything  to  get  the  business. 
In  order  to  protect  the  public  against  such 
institutions,  and  in  order  to  protect  your- 
selves against  cutthroat  competition,  I believe 
that  governmental  regulation  is  our  only  sal- 
vation. 

My  own  idea  of  the  proper  method  to  pro- 
ceed, in  case  there  is  any  interest  in  my  sug- 
gestion, would  be  to  set  up  a board  or  de- 
partment of  hospitalization  through  legis- 
lative action.  Such  a board  should  be  financed 
by  a per  capita  assessment  on  each  hospital. 
The  board  should  be  given  wide  regulatory 
powers  and  should  be  composed  of  men  and 
women  representing  the  medical,  hospital  and 
nursing  professions  and  the  lay  public.  I his 
board  should  serve  without  pay  and  should 
employ  an  executive  secretary  or  director  to 
carry  out  its  regulations. 
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Such  a board,  if  given  sufficient  range  of 
authority,  could  formulate  rules  and  regula- 
tions to  which  every  hospital  would  be  com- 
pelled to  submit.  It  could  establish  a licens- 
ing system,  setting  up  minimum  requirements 
for  licensure  that  would  have  to  be  met  be- 
fore any  hospital  could  open  its  doors.  If 
such  minimum  requirements  should  affect 
any  hospitals  already  in  existence,  a reason- 
able period  of  from  two  to  five  years  should 
be  given  such  hospitals  to  comply  with  the 
minimum  requirements.  This  board  could  fix 
a licensing  and  assessment  fee  in  keeping  with 
the  expense  of  operating  the  board  without 
any  cost  to  the  taxpayers.  The  board  could 
define  what  constitutes  hospital  practice  and 
could  regulate  the  present  hospital  abuses  by 
providing  penalties,  including  the  revocation 
of  licenses,  for  violation  of  rules  of  conduct 
laid  down  by  the  board. 

Such  a department  should  be  of  inestimable 
value  to  both  the  hospitals  and  the  lay  public. 
It  would  protect  the  hospitals  against  un- 
warranted or  vicious  competition  and  the 
public  against  exploitation.  It  could  at  one 
and  the  same  time  insure  the  hospitals  an 
adequate  income  for  their  continued  opera- 
tion and  insure  the  public  against  excessive 
hospital  charges. 

A regulatory  system  such  as  I have  out- 
lined should  be  sponsored  by  the  Hospital 
Association  of  West  Virginia  and  not  by  the 
Association  which  I represent.  If  you  gentle- 
men are  interested  in  such  a system,  I hope 
you  will  take  steps  at  this  meeting  toward  its 
establishment.  If  you  do,  I can  assure  you 
that  you  will  receive  the  wholehearted  sup- 
port and  assistance  of  the  West  Virginia  State 
Medical  Association. 

I w'ant  to  take  this  opportunity  to  express 
my  appreciation  to  you  for  this  opportunity 
to  express  my  personal  view's  on  the  relation- 
ship between  the  medical  profession  and  the 
hospitals.  If  I have  spoken  a fewr  harsh  words 
in  this  brief  paper,  I can  assure  you  that  my 
complaint  is  against  a system  and  not  against 
any  individual  hospital  or  group  of  hospitals 
in  this  State.  As  long  as  the  present  system 


prevails  we  are  all  more  or  less  powerless  to 
help  ourselves.  What  I desire  is  a change  in 
the  system  that  will  restore  our  confidence  in 
each  other  and  elevate  the  standards  of  med- 
ical, surgical  and  hospital  care  in  the  great 
State  of  West  Virginia. 


1 Discussion 

Dr.  R.  O.  Rogers , Bluefield;  In  discussing  Dr. 
Walker’s  paper  I do  not  want  to  start  an  argument. 
I should  like  to  give  warning,  however,  that  this 
association  can  ill  afford  to  share  in  a controversy 
w'hich  has  been  rather  bitter  in  the  medical  associa- 
tion now  for  the  fourth  consecutive  year.  For  the 
first  time  the  hospital  association  gives  definite 
promise  of  an  effective  organization.  The  medical 
association  has  escaped  disintegration,  but  I am  not 
sure  the  hospital  association  would  do  as  well. 

I understand  that  Dr.  Walker  recognizes  exist- 
ing hospital  contract  practice  as  a necessity  in  the 
care  of  the  mining  population  of  certain  sections  of 
West  Virginia  and  that  it  is  the  abuses  of  the  system 
he  is  concerned  with.  The  abuses  listed  today  are 
as  enumerated  at  various  meetings  of  the  medical 
association,  viz.,  hospitals  employ  solicitors,  one  hos- 
pital underbids  another  and  attempts  to  provide  serv- 
ice at  a price  not  commensurate  with  good  service, 
and  that  financial  advantages  accrue  to  the  hospital 
at  the  expense  of  the  doctor.  A new  charge  is  made 
now  that  hospitals  doing  contract  practice  constitute 
corporate  practice  of  medicine  and  infringe  upon  the 
property  rights  of  doctors. 

I am  identified  with  the  Bluefield  Sanitarium 
and  the  Stevens  Clinic  and  I speak  for  the  Bluefield- 
Welch  area.  The  first  abuse  of  employing  solicitors 
I pass  on  as  casual  and  insignificant.  I know  of  one 
case  where  there  has  been  an  appeal  to  groups  of 
workers,  but  that  is  a solitary  instance,  and  the  prac- 
tice does  not  exist  generally  in  my  section.  On  the 
other  hand,  at  least  3000  employees  in  the  last  two 
vears  have  applied  for  and  obtained  hospital  service 
on  an  assessment  plan  by  collective  petitioning  to 
their  employers. 

There  is  no  destructive  competition.  The  Blue- 
field Sanitarium,  w7hen  first  approached  in  1927  in 
reference  to  a contract,  refused  to  enter  into  the  ar- 
rangement and  considered  the  proposition  only 
after  a clear  cut  statement  that  a large  coal  produc- 
ing interest  would  build  its  own  hospital  or  obtain  a 
contract  wdth  some  hospital  for  the  care  of  em- 
ployees and  their  dependents.  A contract  was  made 
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and  carried  an  assessment  rate  30  cents  per  em- 
ployee per  month  higher  than  the  usual  assessment 
rate  in  southern  West  Virginia.  An  increased  rate 
followed  shortly  in  the  Beckley  and  Charleston 
areas.  During  the  depression,  when  every  cost  of 
producing  coal  was  cut,  the  Bluefield  Sanitarium 
resisted  successfully  all  attempts  at  reducing  the 
assessment  rate.  No  other  hospital  in  the  area  has 
attempted  to  cut  the  rate.  A representative  of  one 
hospital  has  offered  private  and  semi-private  room 
service  at  the  current  assessment  rate. 

No  doctor’s  income  has  been  impaired  by  pay- 
roll deductions  enriching  the  treasury  of  the  hos- 
pital. Over  a period  of  eight  years  at  the  Bluefield 
Sanitarium  45  per  cent  of  all  collections  made  on 
contracts  was  distributed  as  professional  income.  At 
the  beginning  of  the  period  cited  the  professional 
group  (full-time  staff)  comprised  five  doctors.  At 
the  present  time  professional  service  income  at  the 
Bluefield  Sanitarium  and  the  Stevens  Clinic  is  dis- 
tributed to  thirteen  full-time  staff  members  and 
five  part-time.  The  hospital  is  not  in  competition 
with  the  local  doctor,  who  is  paid  on  the  same  basis, 
and  no  local  doctor  would  abandon  the  hospital 
contract.  Except  for  a handful  of  fifty  employees 
in  the  Welch  area,  no  contract  has  been  made  with 
any  group  where  the  family  doctor  is  not  also  paid 
on  an  assessment  plan.  A full  share  of  the  inde- 
pendent doctors  in  Bluefield  support  the  Bluefield 
Sanitarium  and  find  no  fault  with  its  contract  ar- 
rangement for  the  mining  population  in  this  area. 

It  has  been  a practice,  for  convenience  only,  for 
the  hospital  to  enter  into  a contract,  and  it  is  true 
that  professional  service  is  included.  The  hospital  in 
most  instances  is  owned  and  operated  by  its  staff, 
and  it  would  certainly  be  stretching  to  an  untenable 
degree  the  assumption  that  the  hospital  is  practicing 
medicine.  As  already  stated  here,  the  hospital  is 
merely  the  doctor’s  “workshop.” 

I was  very  much  interested  in  Dr.  Walker’s  re- 
marks about  the  compensable  injury  tangle  and  the 
amended  compensation  act.  In  the  whole  contro- 
versy about  this  phase  of  contract  practice  we  have 
taken  the  position  that  the  point  at  issue  was  one  to 
be  settled  between  industry  and  labor  by  legislative 
enactment  or  otherwise.  Every  hospital  in  the  Blue- 
field-Welch  area  is  collecting  for  compensable  med- 
ical service  through  the  compensation  department. 


Dr.  J.  Ross  Hunter , Charleston:  The  heart  of 
Dr.  Walker’s  argument  is  that  hospitals  have  no 
right  to  make  contracts  with  industrial  corporations, 


which  contracts  include  physicians’  services. 
Whether  hospitals  have  this  right  is  certainly  debat- 
able. The  relationship  between  the  hospital  and  the 
doctor  is  so  close  that  we  find  it  difficult  at  times  to 
separate  the  interests  of  these  two  parties.  The  hos- 
pital cannot  operate  without  the  support  of  the 
doctor.  It  is  also  true  that  the  hospital  is  coming 
gradually  to  play  an  increasing  part  in  the  doctor’s 
work.  We  all  agree  readily  with  Dr.  Walker’s 
statement  that  every  patient  should  be  given  ade- 
quate treatment  at  reasonable  cost. 

I am  not  in  sympathy  with  the  proposition  of  un- 
limited free  choice  of  hospital  and  doctor  on  the 
part  of  injured  employees.  Theoreticallv  this  propo- 
sition appears  sound,  but  practically  it  is  not  work- 
able. The  average  workman  is  likely  to  give  no 
thought  to  such  matters  until  he  finds  himself  in- 
jured, and  then  in  the  hurry  and  excitement  he  is 
not  likely  to  make  a wise  choice.  In  general,  the 
principle  of  free  choice  of  hospital  and  doctors  is,  of 
course,  accepted,  but  I believe  that  this  proposition 
should  be  applied  along  with  the  principle  of  col- 
lective bargaining.  By  this  I mean  that  the  em- 
ployees of  any  given  company  should  agree  on 
which  hospital  they  will  patronize,  and  that  this 
selection  must  have  the  approval  of  the  employer. 
If  this  is  done,  there  is  no  confusion  following  the 
accident;  the  local  doctor,  first-aid  workers,  ambul- 
ance drivers,  and  all  other  interested  persons  know 
precisely  what  to  do  and  where  to  go.  If  employees 
and  employers  find  that  they  are  not  getting  satis- 
factory service  from  the  hospital  of  their  choice,  it 
is  perfectly  easy  to  terminate  the  contract  and  to  go 
to  another  hospital.  If  industrial  surgery  is  to  be 
done,  there  ought  to  be  a definite  set-up  with  an 
organized  and  responsible  personnel.  Any  other  ar- 
rangement, it  seems  to  me,  leads  to  confusion,  delay 
and  unnecessary  expense. 

If  a hospital  is  owned  by  one  or  more  doctors,  it 
seems  perfectly  reasonable  that  this  doctor,  or  these 
doctors,  may  use  their  hospital  for  making  contracts, 
provided  these  contracts  are  ethical  and  legal.  In 
hospitals  having  large  or  open  staffs,  it  would  seem 
better,  as  a general  rule,  to  have  contracts  for  the 
treatment  of  patients  made  direct  with  the  doctor 
rather  than  through  the  hospital.  There  are,  of 
course,  certain  situations  where  it  is  very  difficult  to 
make  workable  rules.  The  doctor  and  hospital  must 
work  in  harmony  if  any  progress  is  to  be  made.  If 
the  hospital  sublets  a part  of  its  contract  to  the 
doctor,  that  hospital  is  under  obligation  to  make 
sure  that  they  secure  for  these  patients  the  best  avail- 
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able  service  and  at  a reasonable  cost  to  the  patient. 
Contract  practice  on  the  payroll  deduction  plan  has 
certain  bad  features.  It  has,  also,  a great  many  good 
features,  else  it  would  not  be  so  popular  with  people. 
I believe,  therefore,  that  contract  practice  ought  to 
be  continued  for  coal  mining  communities  and  that 
the  doctors  performing  this  service  should  demand 
and  receive  adequate  pay. 

Dr.  B.  /.  Golden , Elkins:  I have  been  very 

much  interested  in  what  Dr.  Walker  has  just  stated 
in  his  paper.  However,  I cannot  refrain  from  mak- 
ing a few  statements  from  the  other  side  of  the 
fence.  I)r.  Walker  seems  to  have  taken  a very 
radical  stand  on  what  constitutes  a hospital.  In  my 
opinion  he  is  discussing  more  the  physical  structure 
of  the  building,  than  what  we  today  assume  to  be 
the  meaning  of  the  word  “hospital.”  If  we  are  to 
take  Webster’s  Dictionary  and  look  into  the  defini- 
tion of  Hospital,  we  find  the  following:  “An  in- 
stitution in  which  the  sick  or  injured  are  given  med- 
ical or  surgical  .care.”  The  very  definition  given  in 
the  dictionary  is  different  from  what  Dr.  Walker 
would  make  us  believe. 

His  statement  relative  to  what  constitutes  a hos- 
pital is  nothing  more  than  a hotel  for  the  sick.  To- 
day we  have  any  number  of  men  who  are  profes- 
sionally connected  to  the  permanent  staff  of  a hos- 
pital as  a part  of  that  hospital.  For  instance  the 
roentgenologist,  the  pathologist,  the  bacteriologist, 
the  haematologist,  and  we  could  almost  add  the  brain 
surgeon.  Without  these  men  connected  with  in- 
stitutions, the  institution  does  not  become  a modern 
hospital  in  any  sense  of  the  wTord.  Nor  are  we  at 
liberty  to  make  the  statement  that  a hospital  cannot 
practice  medicine.  Let  us  take  the  pay  clinic  of 
Johns  Hopkins  University  Hospital,  the  pay  clinic 
of  Cornell  Center,  the  pay  clinic  of  Presbyterian 
Center  in  New  York.  All  of  these  institutions  carry 
on  a full-time  clinic  for  which  the  hospital  charges 
medical  service.  This  is  an  accepted  institutional 
type  of  medical  practice.  No  one,  I believe,  has  ever 
questioned  Hopkins,  Cornell  or  the  Presbyterian 
Center  in  New  York  for  their  practice  of  medicine. 
On  the  other  hand  let  us  look  at  the  Mayo  Clinic, 
the  Crile  Clinic  in  Cleveland  and  any  number  of 
other  clinics  where  the  reverse  is  true.  Here  the 
group  practice  medicine  using  the  hospital  as  their 
point  of  practice.  In  other  words  here  is  a point 
w'here  it  is  very  difficult  to  divide  the  workshop  and 
the  worker  by  a straight  line. 

Again  we  find  that  were  we  to  make  the  ruling 


that  Dr.  Walker  would  like  to  have  us  do,  it  would 
be  impossible  for  us  to  employ  any  of  the  full-time 
professional  men  that  go  with  modern  hospitaliza- 
tion. It  would  be  illegal  to  have  a pathologist,  radi- 
ologist, interns,  and  many  other  professional  workers 
who  are  in  truth  physicians  and  allowed  to  practice 
the  art  of  medicine  according  to  the  laws  of  the 
State.  Not  only  that,  the  State  of  West  Virginia  it- 
self violates  the  laws  according  to  Dr.  Walker.  We 
have  the  state  hospital  where  the  superintendent  is 
a professional  man,  paid  a full-time  salary.  The 
counties  send  their  patients  to  these  institutions. 
1 he  superintendent  and  personnel  practice  medi- 
cine within  the  walls  of  the  institution  by  state  laws 
and  state  rights. 

No,  I cannot  agree  with  Dr.  Walker  that  the 
hospitals  are  practicing  medicine  in  the  sense  that 
the  physical  structure  does  anything  in  the  way  of 
medical  practice.  He  also  states  that  they  are  prac- 
ticing medicine  to  the  discredit  of  the  profession. 
I disagree  with  this.  I am  neither  a hospital  owner, 
nor  a stockholder,  nor  a member  on  the  Board  of 
any  hospital.  My  sole  work  in  a hospital  is  that  of 
surgeon  and  superintendent  of  the  institution. 
Therefore  what  I say  is  absolutely  non-personal. 
In  W est  Virginia  it  is  true  that  most  of  our  hos- 
pitals are  privately  owned.  The  men  have  devel- 
oped these  institutions  as  their  personal  workshops. 
I believe  therefore,  that  as  their  workshop,  the  work- 
shop and  themselves  have  a right  to  contract  any 
type  of  medical  procedure  they  care  to.  Nor  have 
the  financial  conditions  been  such  that  it  would 
make  you  believe  from  Dr.  Walker’s  paper  that 
the  people  have  been  burdened  with  these  hospitals. 
He  himself  is  a stockholder  and  I do  not  believe  is 
selling  his  stock.  The  privately  owned  hospitals  are 
still  functioning  in  the  State  even  though  the  de- 
pression is  on  and  to  my  knowledge  no  one  has 
closed  his  hospital  because  of  tremendous  loss  of 
revenue. 

Do  not  misunderstand  me;  I believe  there  is 
some  merit  in  Dr.  Walker’s  paper.  I believe  that 
when  institutions  start  to  cut  the  throat  of  one  an- 
other in  a business  way  there  is  always  merit  in 
getting  together  and  trying  to  develop  a common 
procedure  which  shall  be  honest  to  all  interested. 
However  to  try  and  state  by  law  or  otherwise 
through  any  other  regulations  that  hospitals  are 
practicing  medicine  and  that  this  is  against  the  law 
of  West  Virginia,  I regret  that  I must  take  issue 
with  Dr.  Walker  and  state  that  it  is  a common 
custom  throughout  West  Virginia  and  throughout 
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the  United  States.  That  some  hospitals  and  their 
staff  do  not  function  honestly  or  properly  is  a fore- 
gone conclusion  and  anything  that  this  Association 
may  do  to  block  that  type  of  practice  is  certainly  one 
that  the  Association  could  look  into  promptly  and 
make  amends.  Along  this  line  the  first  thing  is  for 
the  State  of  West  Virginia  to  define  what  a hos- 
pital is,  and  where  responsibility  for  proper  manage- 
ment should  be  placed.  Then  it  behooves  the  med- 
ical profession  to  clean  its  own  house  and  do  away 
with  the  practitioner  who  will  do  anything  and 
everything,  whether  or  not  they  are  qualified.  This 
I believe,  will  correct  one  of  the  evils  Dr.  Walker 
mentions.  However  to  directly  try  to  develop  new 
legislation  to  try  and  change  the  whole  structure  of 
hospitalization  and  the  practice  of  medicine  in  the 
United  States,  I believe  today,  certainly  should  not 
be  attempted. 

Dr.  C . G.  Morgan , Moundsville:  The  difficulty 
between  the  physicians  of  West  Virginia  and  the 
hospitals  in  regard  to  contract  practice  has  been  due 
in  a large  measure  to  the  abuses  of  contract  prac- 
tice. Many  of  us,  and  I myself,  have  done  contract 
practice  in  time  past  and  in  certain  parts  of  West 
Virginia  contract  practice  is  absolutely  necessary 
and  essential. 

I think  that  the  abuses  have  been,  in  some  in- 
stances, quite  grievous.  However,  some  medical 
friends  of  mine  in  whom  I place  implicit  confidence 
inform  me  that  the  hospitals  or  their  agents  are 
listing  up  even  small  industries,  such  as  filling  sta- 
tions, that  employ  eight  or  ten  men,  and  this  to 
the  detriment  of  the  private  physician  who  had  pre- 
viously taken  care  of  these  families. 

Some  one  has  brought  up  today  the  question  of 
the  miner’s  ability  to  choose  his  own  physician.  This 
reminds  me  of  Italy’s  opinion  of  Ethiopia,  as  ex- 
pressed in  today’s  paper.  Italy  thinks  Ethiopians  are 
barbarians.  They  seek  to  put  them  in  a bad  light 
before  the  world  previous  to  the  time  that  they 
despoil  them.  This  matter  between  the  hospitals 
and  the  physicians  of  the  state  will  probably  be  a 
matter  of  give  and  take  to  a large  extent. 

Dr.  Ray  Kessely  Charleston:  I am  very  much  in- 
terested in  the  fundamentals  and  facts  of  Doctor 
Walker’s  paper.  It  contained  many  valuable  truths 
that  should  not  be  lightly  passed  aside.  If  the  adage 
— that  “The  Truth  Shall  Make  Us  Free”,  is  true, 
then  we  can  free  ourselves  of  the  abuses  of  hospital 
contract  practice  by  seeking  and  practicing  this 
adage. 


Today  humanity  is  laboring  under  the  allure- 
ments of  both  autocracy  and  democracy.  It  is  hoped 
that  the  nations  who  speak  the  English  language 
will  dominate  this  chaotic  situation  and  that  “we 
the  people”  shall  have  a voice  in  the  affairs  of  our 
every  day  existence.  This  holds  true  in  the  profes- 
sional care  of  the  sick  and  injured  citizens  of  our 
state  as  well  as  the  political  environs  of  the  world. 

For  fifteen  years  I have  observed  and  studied  the 
hospitals  in  and  about  Charleston.  I am  thoroughly 
convinced  that  hospital  contract  practice  has  more 
undesirable  qualities  than  desirable  ones.  If  I sense 
the  situation  clearly  I believe  that  the  practice,  once 
so  popular  in  West  Virginia,  is  on  the  wane  and  in 
time  shall  have  ceased  to  exist.  After  deliberate 
study  and  consideration  some  hospitals  have  elim- 
inated it  in  its  entirety. 

A hospital  is  a physician’s  workshop  and  not  a 
bargaining  center.  It  is  an  institution  for  the  hous- 
ing and  nursing  of  sick  or  injured  patients.  It  is  an 
inanimate  edifice  without  personality  or  imagina- 
tion. A reputable  and  licensed  physician  is  a per- 
sonality and  has  imagination.  For  generations  the 
care  of  the  sick  and  injured  has  been  handed  down 
to  the  physician.  He  alone  can  diagnose  and  treat 
the  diseased  and  the  disabled. 

In  going  through  the  list  of  licensed  physicians 
in  West  Virginia  I am  impressed  by  the  compara- 
tively small  percentage  of  physicians  who  are  en- 
gaged in  hospital  contract  practice.  These  physi- 
cians and  the  hospitals  with  whom  they  are  con- 
nected have  through  contract  removed  a very  large 
group  of  industrial  citizens  from  the  private  prac- 
tice of  other  physicians.  What  are  the  phenomenal 
powers  possessed  by  industry  that  exert  such  a con- 
trol over  the  hospitals  interested  in  this  type  of 
work?  It  most  certainly  is  not  equitable  competi- 
tion to  the  physician  in  private  practice.  It  is  most 
discouraging  to  the  young  physician  unless  he  is 
content  to  accept  a salary  and  function  somewhat 
like  a junior  clerk  or  assistant. 

If  the  majority  of  physicians  in  West  Virginia  do 
not  believe  in  contract  hospital  practice  then  we 
should  eliminate  it  from  our  present  day  hospital 
set  up.  It  is  high  time  that  we  divorce  ourselves 
from  a system  that  cuts  directly  into  the  private 
practice  of  a large  percentage  of  our  physicians. 
We  should  leave  an  heritage  to  the  promising  young 
men  entering  our  ranks.  It  is  not  fair  to  have  this 
professional  work  done  by  contract  hospitals  regi- 
mented in  some  instances  by  imported  salaried  phy- 
sicians who  are  not  citizens  of  our  state  and  who  are 
only  indirectly  interested  in  its  welfare. 


!\ovemher,  1935 


The  West  Virginia  Medical  Journal 


503 


Gentlemen,  I speak  my  opinions  sincerely  and 
frankly.  I am  in  private  practice  and  aside  from  two 
years  army  service  have  always  been  in  private  prac- 
tice. I am  interested  financially  in  two  West  Vir- 
ginia hospitals  and  would  oppose  the  proposition  if 
either  of  them  would  negotiate  for  contracts. 


Dr.  Walker  (closing  the  discussion) : I appre- 
ciate the  discussion  of  my  paper.  Dr.  Rogers  has 
pointed  out  that  all  the  hospitals  in  his  area  are  col- 
lecting for  compensation  cases.  One  year  ago,  few, 
if  any,  of  those  hospitals  were  collecting  for  com- 
pensation cases.  This  change  was  brought  about  by 
the  West  Virginia  State  Medical  Association  and 
was  made  possible  by  years  of  discussion  such  as  we 
are  having  here.  Many  who  advocated  compensa- 
tion payments  for  hospitals  and  physicians  were  called 
“radicals”  and  “soreheads”  and  other  uncompli- 
mentary terms.  But  now  you  have  the  compensa- 
tion payments  and  the  “radicals”  and  “soreheads” 
gave  it  to  you.  Dr.  Rogers  has  something  of  an 
ideal  arrangement  in  his  section  of  the  state.  He 
stated  that  45  per  cent  of  the  list  check  off  was  paid 
to  the  physicians  who  did  the  work.  If  all  the  other 
hospitals  would  adopt  somewhat  the  same  plan, 
there  would  be  little  room  for  complaint  on  the 
part  of  organized  medicine,  except  for  the  tendency 
toward  monopolistic  control  over  medical  practice. 
I want  you  gentlemen  to  remember  that  my  fight 
is  to  secure  adequate  remuneration  for  the  physicians 
who  do  list  work,  in  the  sections  where  list  work  is 
an  economic  necessity.  In  most  of  those  sections  the 
doctors  are  forced  to  become  hirelings  of  either  the 
hospital  or  the  coal  company. 

Dr.  Hunter  has  questioned  the  right  of  free 
choice  of  physician  and  hospital.  I recognize  the 
merit  of  his  argument  and  I know  he  recognizes 
the  merit  of  mine  in  this  regard.  Dr.  Hunter  spoke 
of  “collective  bargaining.”  If  we  grant  the  merit 
and  value  of  collective  bargaining  we  still  leave  un- 
answered the  question  of  a separation  of  hospital 
and  medical  service.  Should  we  not  follow  the 
American  Medical  Association  in  this  regard.  In 
emphasizing  the  ten  fundamental  principles  adopted 
in  June,  1934,  the  A.  M.  A.  House  of  Delegates  at 
its  last  session  in  Atlantic  City  again  pointed  out 
“the  necessity  for  separate  provision  for  hospital 
facilities  and  the  physician’s  services.”  If  Dr. 
Hunter  and  all  the  rest  of  us  are  to  retain  our  mem- 
bership in  and  receive  the  protection  of  the  American 
Medical  Association,  should  we  not  abide  by  its 
fundamental  principles? 


Dr.  Hunter  made  one  other  observation  of  much 
interest  to  me.  He  admitted  that  there  were  abuses 
in  the  “list”  system.  I agree.  Now,  if  both  sides 
of  this  controversy  agree  there  are  abuses,  let  us  get 
busy  and  clean  them  up.  If  we  are  in  agreement, 
the  job  ought  to  be  easy. 

In  reply  to  Dr.  Golden,  I stated  at  the  beginning 
of  my  paper  that  the  services  of  pathologists,  roent- 
genologists, interns  and  other  branches  closely  allied 
to  hospitalization  rightfully  belong  where  they  are; 
they  belong  in  the  hospital  field.  Yet  Dr.  Golden 
has  stated  that  if  my  advice  is  followed  it  would  be 
illegal  for  a hospital  to  have  a pathologist,  radiolo- 
gist, interns  and  the  like.  That  is  just  exactly  the 
opposite  to  what  I did  say.  Dr.  Golden  compared 
the  Johns  Hopkins  University  hospital  pay  clinic  and 
other  similar  groups  to  our  system  of  hospital  med- 
ical practice  in  West  Virginia.  There  is  one  vast 
difference  that  he  did  not  mention.  Patients  who  go 
to  the  pay  clinic  of  Johns  Hopkins  University  hos- 
pital and  the  other  pay  clinics  do  so  of  their  own 
free  will  and  accord.  That  is  not  true  of  the  list 
patients  in  West  Virginia.  In  this  state  our  list 
patients  go  to  our  hospitals  because  it  is  a condition 
of  their  employment. 


HOME  NURSING 

The  thought  of  disease  strikes  terror  into  every 
mother’s  heart;  but  the  mention  of  contagious  dis- 
ease brings  additional  fear.  Must  the  child  be  taken 
to  a hospital?  Will  his  presence  in  the  house  en- 
danger the  health  of  the  other  members  of  the 
family?  If  the  family  income  is  small,  can  the 
mother  herself  take  care  of  the  patient?  These 
questions  are  answered  by  Regina  J.  Woody  in  her 
article  “Care  of  Contagious  Disease  in  the  Home,” 
which  appears  in  the  October  Hygeia. 

Though  it  is  true  that  every  communicable  dis- 
ease is  potentially  a dangerous  one,  with  early  de- 
tection, isolation  and  careful  nursing  many  cases 
may  quite  safely  be  nursed  in  the  home. 

The  patient’s  room  should  be  isolated,  if  possible, 
and  shoidd  be  sparsely  furnished.  A set  of  dishes 
should  be  put  aside  for  his  use.  They  should  be 
washed  in  his  bathroom  and  never  be  returned  to 
the  kitchen  to  be  mixed  with  the  regular  house 
dishes.  Food  prepared  in  the  kitchen  may  be 
brought  to  the  door  of  the  patient’s  room  in  covered 
containers  and  there  transferred  to  the  patient’s 
dishes.  Whenever  she  leaves  the  patient’s  room  the 
mother  should  be  extremely  careful  to  acquire  surgi- 
cal cleanliness  so  that  she  will  not  carry  any  germs. 
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THE  BLUEFIELD  PERIODIC  PAYMENT  PLAN  OF 
PROVIDING  HOSPITAL  CARE* 


By  Richard  O.  Rogers,  M.  D.,  and  W.  A.  McCue 
Blue  field,  IV  est  Virginia 


/~J~'his  discussion  of  the  subject  of  providing 
hospital  care,  primarily  for  the  low  wage 
earning  class,  concerns  itself  principally  with 
an  analysis  of  the  plan  and  the  activities  of  a 
service  corporation  operating  in  the  Bluefield 
area.  The  plan,  applicable  to  any  community, 
is  similar  to  many  such  plans  operating 
throughout  the  country  and  seeking  to  solve 
the  same  problem. 

The  Bluefield  organization  is  incorporated 
under  the  name  of  Associated  Hospitals  and 
operates  under  the  laws  of  West  Virginia  as  a 
non-profit  corporation.  It  is  controlled  and 
directed  by  a group  of  hospitals,  and  its  sole 
purpose  is  selling  hospital  service  on  a periodic 
payment  plan.  Benefits  of  service  are  ob- 
tained by  membership  in  the  association.  Ac- 
tivities are  confined  to  the  counties  of  Mercer 
and  McDowell,  but  a considerable  number  of 
people  residing  in  the  adjacent  counties  of 
Bland  and  Tazewell  in  Virginia  cross  the  state 
line  and  secure  protection  offered  by  member- 
ship. The  population  of  the  territory  actually 
solicited  is  approximately  150,000,  but  fully 
half  of  this  is  a mining  population  already 
protected  under  contract  arrangements  for 
providing  both  hospital  service  and  medical 
care  for  employees  and  their  dependents. 
Membership  is  therefore  limited  to  railway 
and  utility  groups  and  to  the  payrolls  of  small 
business.  Average  risks  are  aimed  at  by  com- 
plete payroll  groups,  but  individuals,  with 
certain  restrictions,  may  join.  A considerable 
part  of  the  membership  is  made  up  of  indiv- 
iduals residing  in  the  cities  of  Bluefield  and 
Princeton. 

The  plan  became  operative  May  1,  1933, 
and  it  is  interesting  to  note  that  its  by-laws, 

•Read  before  the  Tenth  Annual  Meeting,  Hospital  Association 
of  W.  Va.,  at  Parkersburg  on  September  6,  1935. 


antedating  the  endorsement  of  the  periodic 
payment  plan  by  the  American  Hospital 
Association,  conform  in  every  respect  to  a set 
of  rules  prescribed  by  that  association  as  rep- 
resenting ethical  practice.  An  analysis  of  the 
corporation’s  plan  and  activities  seems  justi- 
fied on  the  ground  of  an  exceptionally  liberal 
service  and  a reasonable  financial  return  to 
participating  hospitals. 

Any  person  residing  in  the  territory  of  the 
corporation’s  activities,  subject  to  restrictions 
defined  in  its  by-laws,  may  become  a member 
and  participate  in  the  benefits  of  the  service 
offered.  An  individual  applicant  must  note 
in  his  application  any  departure  from  normal 
health.  This  is  waived  in  the  case  of  payroll 
groups.  A registration  fee  is  charged  all  sub- 
scribing members  (principals),  $2.00  in  the 
case  of  an  individual  and  $1.00  for  an  appli- 
cant who  is  one  of  a payroll  group.  Depend- 
ents may  be  protected  and  two  types  are  rec- 
ognized, viz.,  dependent  adults  (a  wife  or 
husband,  children  over  1 8,  and  other  adults 
living  in  the  household  of  the  principal)  and 
dependent  minor  children  (under  18).  Each 
applicant  (principal)  is  required  to  list  in  his 
application  the  names  of  his  dependents,  and 
only  those  so  listed  are  entitled  to  the  benefits 
of  service.  Membership  is  for  the  period  of  a 
year  and  is  payable  in  monthly  installments 


as  follows: 

Individual  member  (principal)  ...  $ .90 

Each  adult  dependent 90 

One  minor  dependent  child 30 

Two  minor  dependent  children..  .50 
Each  minor  child  more  than  two.  . .10 


In  case  of  accidental  injury  or  sickness  and 
upon  authorization  and  request  by  his  per- 
sonal physician,  a member  is  entitled  to  re- 
ceive hospital  care  in  a private  room  ordinar- 
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ily  costing  $5.00  per  day'  in  any  one  of  the 
participating  hospitals,  and  such  care  includes 
otherwise  board,  general  nursing  care,  routine 
dressings  and  drugs,  use  of  operating  room, 
anesthesia,  and  all  clinical  and  x-ray  labora- 
tory examinations.  Hospital  care  terminates 
when,  in  the  opinion  of  the  attending  doctor, 
such  care  is  no  longer  necessary. 

Clinical  and  x-ray  laboratory  examinations 
are  available  at  any  of  the  contracting  hos- 
pitals, even  though  the  member  is  not  actually 
admitted,  but  provided  the  examinations  are 
deemed  necessary  and  are  asked  for  by  an  ac- 
credited attending  physician. 

Obstetric  cases  are  cared  for  and  are 
charged  half  the  rate  of  the  room  occupied, 
but  in  no  case  is  the  charge  less  than  $3.00  per 
day.  There  is  no  limit  as  to  time  when  a 
pregnant  woman  may  become  a member  and 
receive  the  benefits  of  the  reduced  rate. 

Any  member,  in  case  of  accidental  injury 
or  emergency  illness,  while  traveling  outside 
the  territory  served  by  the  contracting  hos- 
pitals and  requiring  service  in  an  outside  hos- 
pital, is  reimbursed  for  such  outside  service 
at  the  rate  of  $6.00  per  day,  but  not  to  ex- 
ceed ten  days. 

Service  is  limited  as  to  total  hospital  days 
in  any  one  membership  year  and  is  computed 
on  the  basis  of  allowing  ten  hospital  days  for 
each  25  cents  of  the  monthly  installment  paid. 
An  individual  accordingly  is  entitled  to  a stay 
in  hospital  of  36  days  in  any  one  year  and  a 
family  of  husband  and  wife  and  two  children 
would  be  entitled  to  92  days.  The  limit  of 
92  days  may  be  used  in  the  case  of  one  or 
more  members  of  the  family,  but  the  aggre- 
gate hospital  days  cannot  exceed  92  days. 

The  service  does  not  include  ( 1 ) profes- 
sional care  of  any  kind,  (2)  injuries  covered 
by  workmen’s  compensation,  (3)  injuries 
caused  by  or  resulting  from  alcoholic  intoxi- 
cation and  injuries  received  in  fights,  (4) 
mental  disorders,  insanity,  alcoholism,  and 
drug  addictions,  (5)  quarantinable  diseases, 
(6)  acute  venereal  diseases,  (7)  pulmonary 
tuberculosis  except  for  diagnosis,  and  (8) 
diagnostic  dental  x-ray  examinations. 


A central  office  is  maintained  in  Bluefield, 
and  an  executive  secretary  is  in  charge  of  all 
activities.  Fifteen  per  cent  of  monthly  assess- 
ments and  $1.00  of  each  registration  fee  are 
set  aside  for  administration  cost,  and  this  pays 
the  salaries  of  all  personnel,  rent,  advertis- 
ing, etc.  d he  extra  dollar  of  registration  fees 
of  individual  subscribers  goes  into  a surplus 
fund.  The  remaining  eighty-five  per  cent  of 
monthly  assessments  goes  into  a hospital  fund 
and  is  distributed  monthly  to  the  various  hos- 
pitals rendering  service. 

Eight  hospitals,  which  are  all  the  hospitals 
in  the  two  counties  except  the  Welch  Emer- 
gency, participate  in  the  plan.  The  two 
colored  hospitals  have  a limited  service  (x-ray 
and  laboratory  facilities  not  complete)  and 
are  paid  a flat  rate  of  $5.00  per  day  for  each 
patient  hospitalized.  The  six  other  hospitals 
are  accredited  with  a full  service  and  partici- 
pate in  the  distribution  of  net  available  hos- 
pital funds  on  the  basis  of  volume  of  service 
rendered.  Contracts  with  these  full  partici- 
pating hospitals  specify  that  service  will  be 
provided  on  an  agreed  schedule  of  charges 
(Table  I)  and  that  the  aggregate  bills  for 
the  various  services  rendered  in  a given 
period  will  be  paid  in  the  proportion  which 
the  net  available  hospital  fund  bears  to  the 
total  aggregate  bills  (seventy-nine  per  cent 
for  the  fiscal  year  featured  in  this  paper). 

The  first  year  of  activity  was  largely  ex- 
perimental and  was  taken  up  to  a great  extent 
in  breaking  down  the  usual  resistance  to  any 
innovation.  The  public  in  most  instances 
wanted  a coverage  similar  to  that  obtained  in 
the  mining  population  by  contract.  The  heads 
of  business  recognized  advantages  to  both  em- 
ployees and  employers,  but  generally  not  to 
the  point  of  official  endorsement.  As  a few 
people  received  benefits  at  a negligible  cost, 
more  became  interested  and  the  service  com- 
menced to  sell  itself.  Payroll  groups,  at  first 
made  up  of  only  a limited  number  of  em- 
ployees, have  tended  to  include  the  whole 
number  on  payroll,  and  with  this  more  or  less 
general  sanction  by  the  public,  employers 
have  shown  more  willingness  to  make  pay- 
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roll  deductions.  More  than  half  of  the 
monthly  assessments  nevertheless  are  paid 
directly  by  the  subscribers. 

The  service  was  pretty  well  established  at 
the  end  of  a year,  and  on  June  1,  1934,  there 
were  1 769  subscribers  representing,  with  de- 
pendents, a population  of  5131.  The  experi- 
ence of  a year  immediately  following  this 
date  may  be  considered  fairly  normal  and 
what  may  be  expected  in  the  future.  The  one 
great  difficulty,  existing  in  any  purely  volun- 
tary type  of  insurance,  is  the  indifference  on 
the  part  of  the  public  in  keeping  assessments 
paid  up.  The  extent  of  lapsing  membership 
is  set  forth  in  Table  III.  The  gain  in  sub- 
scribing members  for  the  year  was  quite  sub- 
stantial and  amounted  to  62  per  cent,  but  at 
the  same  time  the  loss  by  cancellation  was 
26  per  cent,  making  the  net  gain  36  per  cent 
only.  The  relatively  lower  gross  and  net  gain 
in  population  protected  is  accounted  for  by  a 
higher  assessment  rate  going  into  effect  at 
the  beginning  of  the  year  featured,  in  which 
there  was  no  favored  rate  for  an  adult  de- 
pendent. In  the  same  table  the  average  mem- 
bership for  the  year  is  tabulated. 

The  protected  population  was  not  expected 
to  represent  a normal  risk,  and  it  was  inter- 
esting to  ascertain  accurately  to  what  extent 
the  hospitals  would  be  called  upon  to  render 
service.  A mere  glance  at  Table  IV  shows 
that  the  service  was  far  in  excess  of  what  the 
population  throughout  the  United  States  re- 
ceived. The  special  low  cost  offered  to  ob- 
stetric patients  was  made  to  encourage  more 
generally  deliveries  in  hospital,  and  the  fact 
that  such  patients  represented  12J4  per  cent 
of  admissions  and  14 J4  per  cent  of  hospital 
days  seems  pretty  positive  evidence  of  the 
popularity  of  this  feature  of  the  service. 

In  Table  V the  various  groups  making  up 
the  total  membership  are  listed  along  with 
the  per  cent  which  each  group  bears  to  the 
whole  population.  A tabulation  is  also  made 
showing  the  per  cent  of  the  total  service  ab- 
sorbed by  each  group.  The  distribution  of 
service  to  principals,  dependent  children  over 
18  years  of  age,  and  dependent  adults  (other 


than  wives)  is  in  close  keeping  with  the  per- 
centage these  groups  bear  to  the  whole  pop- 
ulation. Children  under  1 8 years  of  age  ab- 
sorb a comparatively  small  part  of  the  service 
and  the  wives  take  up  by  far  more  service 
than  any  other  group  and  not  altogether  ac- 
counted for  by  the  inclusion  of  obstetric  cases. 

Income  and  disbursements  for  the  year  end- 
ing June  1,  1935,  are  featured  in  Table  VI. 
The  additional  income  from  obstetric  patients 
($3.00  minimum  charge  per  day)  is  added 
to  the  hospital  fund  to  show  the  total  avail- 
able income  to  the  hospitals.  This  represents 
a return  of  $6.18  per  hospital  day.  The  ad- 
ministration cost  was  18  per  cent.  In  Table 
VII  there  is  an  analysis  of  hospital  bills  and 
a tabulation  showing  the  distribution  of  the 
hospital  fund.  The  total  available  fund  rep- 
resented 79J4  per  cent  of  the  bills  rendered 
by  all  hospitals.  Foreign  hospitals  and  two 
local  colored  hospitals  were  paid  on  a defi- 
nitely agreed  rate  per  hospital  day.  The  real 
risk  was  carried  by  six  full  participating  hos- 
pitals, and  their  bills  were  paid  at  the  rate  of 
79  per  cent,  which  represented,  together  with 
additional  income  from  obstetric  patients,  a 
return  of  $6.22  per  hospital  day. 

Finally,  in  Table  VIII  an  attempt  has  been 
made  to  show  the  per  capita  cost,  as  well  as 
the  service  provided,  in  the  case  of  three  sep- 
arate populations.  The  figures  in  all  cases 
apply  to  a unit  of  1,000  population.  The  care 
of  mental  cases  and  tuberculosis  is  a tax  sup- 
ported cost,  and  these  cases  are  eliminated 
from  all  calculations.  The  service  is  other- 
wise complete  in  the  case  of  the  populations 
of  the  United  States  and  of  the  State  of  West 
Virginia.  The  service  is  further  limited  in 
the  case  of  the  population  served  by  Asso- 
ciated Hospitals.  The  comparative  figures 
therefore  are  only  relatively  correct.  The 
service  corporation  (Associated  Hospitals)  is 
purely  a voluntary  type  of  insurance,  and  it 
is  expected  that  a large  proportion  of  its  pop- 
ulation would  be  “hospital  minded.”  It  is  no 
surprise  therefore  that  the  incidence  of  hos- 
pitalization and  the  average  daily  census 
should  exceed  by  far  the  incidence  and  daily 
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census  of  the  populations  of  the  United 
States  and  of  West  Virginia.  The  per  capita 
cost  for  the  service  corporation  population 
seems  obviously  high,  but  it  is  not  out  of  pro- 
portion to  the  greater  volume  of  service  pro- 
vided and  is  necessary  to  produce  a reasonable 
financial  return  to  the  hospitals. 

TABLE  I 

ASSOCIATED  HOSPITALS,  INC. 

BLUEFIELD,  W.  VA. 

Schedule  of  charges  for  services  rendered  by  par- 


ticipating hospitals: 

For  Hospital  Service  Proper: 

Room  and  board,  usual  case,  per  day $ 5.00 

Room  and  board,  obstetric  case,  per  day.  . . 2.00 

Anesthesia  (any  type) 5.00 

Use  of  operating  room 5.00 

For  Diagnostic  X-ray  Examinations: 

Hand  or  foot 5.00 

Extremity  (ankle,  knee,  hip,  leg,  thigh,  fore- 
arm, arm,  wrist,  elbow,  shoulder) 10.00 

Head,  chest,  back  or  pelvis 10.00 

Gastrointestinal  series  (stomach  and  duo- 
denum)   15.00 

Gastrointestinal  series  (complete  and  in- 
cluding colon) 20.00 

Colon  only 10.00 

Gall-bladder  (Graham  test) 15.00 

Pyelogram  10.00 

For  stereo  films  add  to  each  item 2.00 

Any  follow-up  (repeat) 5.00 

Maximum  x-ray  charge  any  one  diagnostic 

problem  25.00 

For  Diagnostic  Cardiologic  Examination: 

Electrocardiogram  10.00 

Follow-up  (repeat)  any  time  one  year.  . . . 5.00 

For  Diagnostic  Clinical  Laboratory  Exam- 
inations : 

Urinalysis  1.00 

Kidney  function  test  (PSP) 3.00 

Complete  blood  count 3.00 

L.  & D 2.00 

Coagulation  test 1.00 

Typing  5.00 

W assermann  3.00 

Widal  3.00 

Blood  chemistry  (each  item) 5.00 

Spinal  fluid  (routine) 3.00 

Spinal  fluid  (including  puncture) 5.00 

Spinal  fluid  Wassermann 3.00 

Gastric  contents  (collected  and  examined)  . 5.00 


Stool  examination 3.00 

Smears  ^ . 2.00 

Sputum  3.00 

Cultures  5.00 

Animal  inoculation  10.00 

Tissue  (including  microscopic  section)  ....  5.00 

Basal  metabolism 5.00 

Basal  metabolism  (repeat) 2.00 

M aximum  laboratory  charges  one  diagnostic 

problem  or  one  illness 25.00 


TABLE  III 

ASSOCIATED  HOSPITALS,  INC. 
BLUEFIELD,  W.  VA. 

(Fiscal  Year  — June  1,  1934  to  June  1,  1935) 
Fable  showing  gain  and  loss  in  membership  and 


average  membership  for  the  year: 

Subscribers  (principals)  June  1,  1934  1769 

Gain  during  the  year (62%)  1106 


Total  2875 

Lost  by  cancellation (26%)  476 

Subscribers  (principals)  June  1,  1935  2399 

Net  gain (36%)  630 

Population  protected  June  1,  1934.  . 5131 

Gain  during  the  year (54%)  2796 


Total  7927 

Lost  by  cancellation (28%)  1460 

Population  June  1,  1935 6467 

Net  gain (26%)  1336 

Averages  for  the  Year: 

Subscribers  (principals)  1972 

Dependent  wives 1283 

Dependent  children  under  18 1825 

Dependent  children  over  18 198 

Other  dependent  adults 183 


Total  population 5461 


TABLE  IV 

ASSOCIATED  HOSPITALS,  INC. 
BLUEFIELD,  W.  VA. 

(Fiscal  Year  — June  1,  1934  to  June  1,  1935) 
Table  showing  incidence  of  hospitalization  and 


volume  of  work,  together  with  other  statistical  data. 

Total  average  population  protected 5461 

Admitted  to  hospital  (not  including  obstet- 
rical cases) 592 

Obstetric  cases  admitted  (12 J4%  of  total)  . . 85 


Total  admissions  * 677 
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Hospital  days  (not  including  obstetric  cases)  . 5359 


Hospital. days  for  obstetric  cases  (14  )4  % of 
total)  937 


Total  hospital  days 6396 

Average  daily  census 17.52 

Average  stay  in  hospital  (other  than  obstetric 

cases)  9.05 

Average  stay  obstetric  cases 1 1.02 

Average  stay  for  colored  patients 13.29 

Average  stay  for  all  patients 9.44 

X-ray  examinations  (out-patients) 387 

Laboratory  examinations  (out-patients)....  1056 


Total  out-patient  examinations 1443 

Per  cent  population  entering  hospital 12.4 

Hospital  days  per  1000  population 1153 

Daily  census  per  1000  population 3.16 


TABLE  V 

ASSOCIATED  HOSPITALS,  INC. 
BLUEFIELD,  W.  VA. 

(Fiscal  Year  — June  1,  1934  to  June  1,  1935) 
Analysis  of  membership  and  distribution  of  serv- 
ive  (averages  for  the  year)  : 

Subscribers  (principals) 1972  (1)  36  % 

Dependent  wives  1283  23 )4% 

Dependent  children  under  18.1825  (2)  33  )4  % 

Dependent  children  over  18.  . 198  (2)  3)4% 

Other  dependent  adults 183  3)4% 


Income 

Registration  fees  (3)4%  of  total).  . . .$  1,547.00 
Monthly  assessments 42,938.21 


Total  income  $44,485.21 

Disbursements 

Administration  cost  (18%) $ 8,004.28 

Paid  to  foreign  hospitals 755.50 

Paid  to  colored  hospitals 930.00 

Added  to  surplus 368.43 

Paid  to  full  participating  hospitals 34,427.00 

Total  $44,485.21 

Total  hospital  fund $36,112.50 

Additional  income  from  obstetric  cases.  2,811.00 

Total  income  for  hospitals $38,923.50 

Income  per  hospital  day $ 6.18 


TABLE  VII 

ASSOCIATED  HOSPITALS,  INC. 
BLUEFIELD,  W.  VA. 

(Fiscal  Year  — June  1,  1934  to  June  1,  1935) 
Analysis  of  hospital  bills  featuring  charges  for 
various  services  and  showing  percentage  proportions 
of  each,  together  with  distribution  of  available  hos- 
pital fund: 

Room  and  board ( 63%)  $28,762.50 

Use  operating  room ( 6%)  2,695.00 

Anesthesia ( 6%)  2,625.00 

X-ray  ( 14%)  6,173.00 

Clinical  laboratory  ( 11%)  5,148.00 

Total  bills (100%)  $45,403.50 


Total  population 5461  100  % 

Service  was  distributed  as  follows: 

Subscribers  (principals)  37% 

Wives  39% 

Dependent  children  under  18 18% 

Dependent  children  over  18 3% 

Other  dependent  adults 3% 


(1)  35  per  cent  of  the  subscribers  have  no  de- 
pendents; 

(2)  Married  couples  register  an  average  of  less 
than  two  children  (1.6). 


'FABLE  VI 

ASSOCIATED  HOSPITALS,  INC. 
BLUEFIELD,  W.  VA. 

Income  and  disbursements  for  the  fiscal  year 
June  1,  1934  to  June  1,1935: 


Hospital  fund  (79)4%  of  total  bills),  $36,- 


112.50  distributed  as  follows: 

Bills  foreign  hospitals  paid  in  full  (1)  . .$  755.50 

Bills  colored  hospitals  paid  in  full  (2)  . . 930.00 

Bills  member  hospitals  paid  79%  of  face 

(3)  34,427.00 

Total  distribution  $36,112.50 

(1)  At  the  rate  of  $6.00  per  day; 

(2)  ) At  the  rate  of  $5.00  per  day; 


(3)  Return  to  member  hospitals,  with  additional 
income  paid  by  members  for  obstetric  cases,  was 
$6.22  per  hospital  day. 

TABLE  VIII 

ASSOCIATED  HOSPITALS,  INC. 

BLUEFIELD,  W.  VA. 

Fable  showing  the  annual  per  capita  cost,  as  well 
as  the  service  provided,  variously  for  the  population 
throughout  the  United  States,  the  population  of 
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West  Virginia,  and  the  population  protected  in 
Associated  Hospitals: 


Unit  of  population  . . 

U.  S.  ( 1 ) 
1000 

W.  Va.  (1) 
1000 

A.  H.  (2 
1000 

Per  capita  cost 

.*5.52(3)  r? 

*8.66 

Admitted  to  hospital.  . 

. 54 

42 

124 

Total  hospital  days.  . . 

. 814 

461 

1153 

Average  daily  census  . 

.*2.23 

*1.26 

*3.16 

( 1 ) Service  includes  hospitalization  for  all  cases 
of  whatever  nature  except  mental  diseases  and  tu- 
berculosis. Statistical  data  developed  from  figures 
compiled  by  the  American  Medical  Association  fea- 
turing the  year  1934  and  published  in  the  March 
30  ( 1935)  issue  of  the  Journal  (A.  M.  A.) 

(2)  Associated  Hospitals , Inc.  Service  does  not 


include  mental  diseases  and  tuberculosis,  contagious 
diseases,  acute  venereal  diseases,  alcoholics,  and  com- 
pensable injuries.  The  whole  cost  of  obstetric 
patients  is  included.  Provides  a private  room.  Ex- 
tent of  hospitalization  limited,  but  liberal  to  the 
point  of  rarely  being  applied.  Out-patient  service 
provided  (x-ray  and  clinical  laboratory  examina- 
tions), but  these  are  not  featured  in  this  table. 
Figures  are  for  the  year  June  1,  1934  to  June  1, 
1935. 

(3)  Final  report  of  the  Committee  on  the  Cost 
of  Medical  Care  and  featuring  cost  for  the  year 
1929.  The  per  capita  cost  represents  actually  what 
the  public  ( patients)  paid  and  does  not  include  gov- 
ernmental, philanthropic  and  industrial  expenditures. 


THE  STATUS  OF  THE  HOSPITALS  IN  THE 
MEDICAL  RELIEF  SETUP* 


By  B.  H.  Swint,  M.  D.,  F.  A.  C.  S. 

Chairman , Medical  Relief  Committee , West  Virginia  State  Medical  Association 


JpoR  the  past  eighteen  months  I have  served 
as  chairman  of  the  Medical  Relief  Com- 
mittee of  the  West  Virginia  State  Medical 
Association.  During  that  time,  this  Commit- 
tee has  served  as  a liaison  between  the  West 
Virginia  Relief  Administration  and  the  med- 
ical profession  of  this  state.  During  this 
eighteen  months  period  we  have  met  at  least 
once  each  week  with  Relief  Administration 
officials  and  have  found  solutions  to  hundreds 
of  major  and  minor  problems  affecting  var- 
ious sections  and  localities,  as  well  as  the  State 
at  large.  The  one  problem  for  wffiich  we 
have  found  no  solution  is  the  problem  of  re- 
lief hospitalization. 

As  most  of  you  know,  when  Federal  rules 
and  regulations  governing  medical  relief 
were  issued  over  a year  ago  from  Washing- 
ton, it  was  expressly  stated  that  hospitaliza- 
tion was  the  problem  of  the  states  and 
counties.  The  Federal  Emergency  Relief 
Administration  would  assume  no  responsibil- 
ity for  hospitalization  in  any  form.  As  this 

•Read  before  the  Tenth  Annual  Meeting,  Hospital  Association 
of  W.  Va.,  Parkersburg,  on  September  5,  1935. 


ruling  was  nation-wide,  there  was  little  that 
our  Committee  could  do  about  it. 

As  time  went  on  the  problem  of  providing 
hospitalization  for  relief  clients  became  acute, 
particularly  in  some  sections  of  the  state. 
Most  of  the  counties  had  no  funds  for  hos- 
pitalization. Relief  clients  in  those  counties 
could  secure,  through  federal  funds,  food, 
clothing,  emergency  medical  and  dental  serv- 
ice, and  a small  amount  of  money  for  living 
expenses.  But  when  an  acute  surgical  emer- 
gency arose  in  the  relief  personnel  of  such 
counties,  nothing  could  be  done.  Our  West 
Virginia  hospitals  were  already  filled  to  the 
doors  with  patients  who  were  unable  to  pay 
their  bills.  They  continued  to  carry  as  much 
of  the  relief  load  as  they  could,  but  financial 
necessity  compelled  them  to  hold  their  indi- 
gent cases  at  a minimum. 

During  this  period  our  Committee  was 
urged  on  many  occasions  to  work  out  some 
plan  or  method  whereby  hospitalization  could 
be  provided  for  acute  surgical  emergencies. 
I recall  one  case  of  a seven-year-old  child,  a 
daughter  of  relief  parents,  with  a ruptured 
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appendix.  A frantic  plea  to  the  Relief  Ad- 
ministration in  Charleston  was  made  for  hos- 
pitalization for  this  child.  Finally  a group  of 
employees  in  the  Relief  Administration  office 
“chipped  in”  out  of  their  own  pockets  and 
guaranteed  the  hospital  bill. 

That  was  the  pathetic  status  of  affairs 
when  we  secured  from  the  West  Virginia  Re- 
lief Administration  the  “discretionary  allow- 
ance” of  $25  to  be  used  for  physicians’  serv- 
ices in  unusual  cases.  Through  that  allow- 
ance, and  through  the  altruistic  cooperation 
of  many  of  our  West  Virginia  surgeons,  we 
were  able  frequently  to  use  this  $25  fee  for 
hospitalization.  Of  course  it  was  not  enough, 
but  it  was  at  least  something.  It  was  just  $25 
more  than  had  ever  been  provided  before. 
Even  this  was  a roundabout  way  of  doing 
business,  because  the  $25  discretionary  fee 
had  to  be  paid  to  the  doctor  for  his  emer- 
gency service  and  then  turned  over  to  the 
hospital  to  help,  in  a small  way,  in  defraying 
the  cost  of  hospitalization. 

1 would  like  to  explain  that  this  use  of  the 
“discretionary  allowance”  was  not  state-wide. 
As  a matter  of  fact  the  allowance  was  de- 
signed for  emergency  medical  service,  for  un- 
usual mileage  conditions,  for  prolonged  labor 
cases,  for  fracture  cases  and  the  like.  It  was 
never  intended  that  this  allowance  should  be 
used  for  hospitalization.  But  it  just  happened 
to  work  out  that  way  in  a number  of  localities 
and  in  a number  of  instances.  We  found 
many  surgeons  who  were  willing  to  sacrifice 
even  this  meagre  fee  in  order  to  help  provide 
hospitalization  for  their  relief  patients. 

As  matters  stand  at  the  present  time,  that 
$25  allowance  is  the  only  money  that  can  be 
obtained  by  a hospital  from  relief  funds  for 
service  to  relief  clients.  And  even  that,  as  we 
have  already  stated,  must  be  at  the  willing 
sacrifice  of  the  surgeon  who  does  the  actual 
work. 

The  future  of  relief  hospitalization  is 
somewhat  brighter.  A representative  of  our 
Committee  was  recently  sent  to  Washington 
to  confer  with  a director  of  the  national  med- 
ical relief  program,  relative  to  the  future  of 


medical  relief  service.  He  was  informed  that 
the  new  plan,  as  tentatively  drafted,  would 
transfer  the  responsibility  for  all  unemploy- 
ables back  upon  their  respective  states  and 
counties.  In  other  words  the  status  of  unem- 
ployable relief  clients  will  be  just  about  as 
it  was  10  or  20  years  ago. 

But  with  those  on  work  relief,  those  who 
are  employed  under  the  Works  Progress  Ad- 
ministration at  minimum  wages,,  the  situa- 
tion will  be  different.  It  has  ben  recommend- 
ed that  a fund  of  65  million  dollars  be  set 
aside  for  the  first  year  of  the  program  to  pro- 
vide for  both  medical  and  hospital  service 
for  work  relief  clients  and  the  members  of 
their  families.  There  is  every  indication  that 
this  recommendation  will  be  carried  through. 
If  it  is,  then  the  problem  of  hospitalization 
for  those  employed  under  work  relief  will  be 
taken  care  of. 

If  this  recommendation  is  carried  out,  we 
assume  that  allowances  for  hospitalization 
will  be  based  upon  the  actual  cost  of  hospital- 
ization in  the  institutions  wherein  hospital- 
ization is  provided.  You  gentlemen  will 
probably  be  called  upon,  in  that  event,  to 
form  a committee  similar  to  our  own  to  work 
out  a schedule  of  allowances,  to  pass  on  dis- 
puted bills  and  to  act  as  a liaison  group  for 
the  hospitals  of  West  Virginia  just  as  we  are 
acting  for  the  medical  profession.  If  our  own 
experience  should  be  of  any  value  to  you,  I 
take  this  opportunity  to  offer  you  our  hearty 
cooperation  and  assistance. 

It  might  be  well  at  this  time  to  explain 
briefly  the  attitude  of  our  committee  toward 
the  entire  medical  relief  program.  We  have 
never  expressed  ourselves  as  being  either  for 
it  or  against  it.  Our  sole  endeavor  has  been 
to  guide  the  program  to  the  satisfaction  of 
those  we  represent.  The  fees  paid  for  medical 
service  are  extremely  low.  They  should  be 
lower  than  the  standard  fees  charged  in  any 
given  community.  If  the  fees  were  made 
attractive,  we  would  soon  find  that  our 
doctors,  generally  speaking,  would  covet  re- 
lief practice.  Once  this  program  is  made 
attractive  to  the  physicians  and  hospitals,  we 
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will  find  ourselves  on  or  over  the  brink  of 
state  medicine.  It  has  been  our  endeavor  to 
secure  fees  that  would  simply  pay  the  ex- 
penses of  the  physicians  rendering  relief  serv- 
ice. The  doctors  are  going  to  treat  the  poor 
of  this  state  whether  relief  funds  are  avail- 
able or  not.  If  they  can  do  so  and  get  their 
expenses  out  of  it,  well  and  good. 

If  relief  funds  are  made  available  for  hos- 
pitalization, I believe  you  gentlemen  will  do 
well  to  adopt  somewhat  the  same  policy.  It 
is  my  opinion  that  if  hospital  fees  are  made 
unusually  attractive,  you  will  have  trouble. 

Some  time  ago  we  were  called  upon  to 
recommend  a schedule  of  rates  for  hospital 
x-ray  pictures.  This  we  refused  to  do,  on  the 
ground  that  we  were  representing  the  Med- 
ical and  not  the  Hospital  Association.  Later 
we  were  again  approached  on  the  subject  and 
asked  to  determine  the  approximate  actual 
cost  for  making  these  pictures.  After  con- 
ferring with  a prominent  roentgenologist  in 
the  city  of  Charleston,  we  advised  the  Relief 
Administration  of  the  actual  cost  of  making 
x-ray  plates.  Some  time  later  the  Relief  Ad- 
ministration issued  a schedule  of  fees  for 
x-ray  plates  that  correspond,  with  one  excep- 
tion, to  the  figures  we  gave  them.  The  ex- 
ception was  for  11  by  14  plates,  which  we 
figured  at  $3.00  and  which  were  scheduled 
at  $2.00.  Otherwise  the  figures  were  ident- 
ical. As  I have  already  stated,  we  secured  our 
figures  from  a trained  roentgenologist  who 
knew  the  cost  of  x-ray  work. 

I mention  this  only  because  our  Committee 
has  received  some  complaint  relative  to  this 
x-ray  fee  schedule.  I simply  wish  to  say  that 
the  fee  schedule  was  not  our  recommenda- 
tion in  any  respect.  We  had  nothing  what- 
ever to  do  with  it  j whether  it  is  right  or 
wrong.  If  the  fee  schedule  takes  care  of  your 
cost  and  overhead  I do  not  believe  you  have 
any  kick  coming.  If  it  does  not,  the  matter 
should  be  taken  up  by  your  organization  with 
the  relief  officials. 

There  is  one  more  point  I wish  to  men- 
tion. For  the  past  several  months  we  have 
been  working  with  the  Relief  Administration 


on  a rehabilitation  project  that  will,  if 
adopted,  represent  an  expenditure  of  approxi- 
mately $500,000  with  physicians  and  hos- 
pitals of  West  Virginia  in  the  next  twelve 
months.  It  is  estimated  by  the  Relief  Admin- 
istration that  there  are  in  the  neighborhood 
of  5,000  unemployable  men  on  relief  rolls 
in  the  state  who  could  be  restored  to  useful 
occupations  through  this  rehabilitation  pro- 
ject. We  understand  that  most  of  the  opera- 
tions, if  they  are  carried  out,  will  be  for 
hernias. 

If  this  project  is  approved,  a great  deal  of 
organization  work  will  fall  upon  this  Com- 
mittee and  upon  your  executive  secretary,  Mr. 
Harris,  who  has  already  rendered  valuable 
assistance  in  helping  promote  the  rehabilita- 
tion project.  We  feel  sure  that  the  hospitals, 
of  West  Virginia  will  offer  their  full  coop- 
eration in  making  this  project  a success.  I 
might  say  further  that  we  do  not  consider 
this  proposed  project  in  the  same  light  as 
medical  relief,  and  that  more  adequate  fees 
should  be  available  for  both  physician  and 
hospital  if  it  goes  through. 

I am  pleased  to  have  had  this  opportunity 
to  discuss  these  problems  with  your  splendid 
and  influential  organization. 


quack!  quack! 

Faddists,  quacks  and  “patent  medicine”  venders 
find  their  most  fertile  field  in  exploiting  sufferers 
of  those  diseases  which  run  a prolonged  course  and 
which,  at  least  in  their  earlier  stages,  do  not  cause 
acute  suffering,  according  to  Dr.  Arthur  J.  Cramp, 
who  w'rites  on  “Some  Diabetes  ‘Cures’  and  ‘Treat- 
ments’ ” in  the  October  Hygeia. 

Those  who  treat  diabetic  patients  know  how  diffi- 
cult it  is  to  get  them  to  obey  the  physician’s  orders 
as  to  diet  and  how  prone  they  are  to  experiment 
with  the  thousand-and-one  “cures”  recommended 
to  them,  either  by  well  meaning  friends  or  by  those 
who  trade  in  “cures.”  The  diabetic  field  is  a rich 
one  for  those  who  would  commercialize  human  suf- 
fering, and  it  is  one  that  is  assiduously  tilled. 

Dr.  Cramp  lists  and  describes  certain  alleged 
treatments  for  diabetes,  all  of  which  are  wholly 
worthless  as  cures  for  the  disease  and  some  of  which 
have  been  declared  fraudulent  in  the  courts. 
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THE  HOSPITAL  AND  THE  COMMUNITY* 


By  The  Rt.  Rev.  J.  J.  Swint,  D.  D. 

Bishop  of  Wheeling  and  President  of  the  W heeling  Hospital 


e subject  assigned  to  me  is  “The  Hos- 
pital and  the  Community.” 

A hospital  renders  especially  three  services 
to  the  community.  First,  it  offers  every  citi- 
zen proper  housing,  efficient  equipment  and 
expert  care  in  time  of  sickness.  Everything 
is  always  ready,  no  matter  what  the  emer- 
gency. Perhaps  we  can  bring  ourselves  to 
the  best  appreciation  of  what  our  hospitals 
mean  to  us  by  trying  to  imagine  what  condi- 
tions would  be  in  case  of  grave  sickness  or 
accident,  without  the  hospital.  When  we  had 
our  campaign  for  St.  Joseph’s  Hospital,  in 
Parkersburg,  two  of  our  workers  went  to 
Cleveland  to  interview  the  owner  of  a rather 
extensive  business  in  Parkersburg.  They 
asked  him  for  a subscription.  “Why  should  I 
be  interested  in  a hospital  in  Parkersburg?” 
he  asked.  “Do  you  not,”  they  answered  him, 
“sometimes  go  to  Parkersburg  to  look  over 
your  business  and  spend  a few  days  there?” 
“Yes,”  he  replied.  “Well,  what  if  on  one  of 
these  occasions  you  should  meet  with  an  auto- 
mobile accident;  they  could  not  take  you  to 
Cleveland  or  Cincinnati;  you  would  be  ob- 
liged, would  you  not,  to  go  to  the  local  hos- 
pital?” “I  suppose  I would,”  he  said.  Im- 
mediately the  solicitors  replied,  “Well,  we 
are  not  prepared  to  take  care  of  you.”  They 
received  from  him  a check  for  one  thousand 
dollars.  He  was  interested  in  a hospital  in 
Parkersburg — and  in  every  other  hospital  in 
the  country.  He  was  interested  because  he 
could  never  know,  no  matter  where  he  might 
be,  when  he  would  need  a hospital.  And  he 
was  interested  because  he  employed  men  who 
also  might  need  the  services  of  a hospital  at 
any  moment.  It  is  truly  a wonderful  asset  to 
have  these  hospitals  ever  ready  to  give  expert 
service,  at  a reasonable  cost,  in  any  emergency. 

■Rrail  b«*fon»  the  Tonth  Annual  Meeting,  Hospital  Association 
of  West  Virginia,  at  Parkersburg  on  September  0,  11)35. 


It  is  a wonderful  consolation  to  know  that 
there  is,  in  almost  any  community  in  which 
we  might  live,  such  an  institution  ready  and 
waiting  for  us. 

Secondly,  hospitals  are  training  schools  for 
nurses.  We  could  hardly  have  trained  nurses 
if  it  were  not  for  the  hospitals.  The  nurse 
comes  second  only  to  the  doctor  in  times  of 
sickness  — if  in  fact  she  does  come  second. 
What  a consolation,  again,  to  know  that  at  all 
times  the  service  of  a nurse  is  available 
whether  in  a hospital  or  in  the  home!  The 
hospital  supplies  these  nurses. 

Thirdly,  the  hospitals  are  the  chief  dis- 
pensers of  charity  in  a community.  I think 
few  people  who  are  not  directly  connected 
with  hospitals  have  even  a faint  idea  of  the 
amount  of  charity  that  is  being  done  in  a hos- 
pital. In  our  Wheeling  Hospital,  for  in- 
stance, in  1933  we  dispensed  in  services  and 
supplies  $57,000  worth  of  charity;  in  1934, 
$45,000.  I understand  that  the  Ohio  Valley 
General  Hospital,  also  in  Wheeling,  donated 
about  the  same  amount  in  services  and  sup- 
plies. That  means  that  the  Wheeling  hos- 
pitals alone  are  doing  about  $100,000  worth 
of  charity  annually.  There  is  no  other  in- 
stitution or  organization  of  charity  that  be- 
gins to  touch  that;  and  I think  these  condi- 
tions are  pretty  representative  of  the  hos- 
pitals of  the  country.  And  when  we  speak 
here  of  charity,  we  mean  charity.  It  does  not 
include  unpaid  bills — which  probably  never 
will  be  paid.  It  includes  only  those  patients, 
received  as  charity  patients,  and  the  amounts 
they  would  have  to  pay  normally  for  what 
they  receive,  were  they  able  to  do  so.  Un- 
doubtedly our  hospitals  arc  our  greatest  in- 
stitutions of  charity — and  the  charity  is  given 
when  and  where  most  needed. 

There  was  in  1934  a daily  average  of 
830,098  patients  in  hospitals  of  the  United 
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States.  Patients  were  admitted  at  the  rate  of 
4.41  pier  second.  One  person  in  every  seven- 
teen received  hospital  care  during  the  year. 
What  an  immense  factor  this,  especially  in 
conjunction  with  the  training  of  nurses  and 
the  opportunity  for  research,  experimentation 
and  experience  the  hospital  affords  the 
doctors  — what  an  immense  factor  are  our 
hospitals,  both  as  regards  health  service  to 


CAUSES  OF  STILLBIRTH 


By  Clement  C 
Morgantown 

Tn  the  year  1924,  there  were  nearly  76,000 
stillbirths  in  the  registration  area  of  the 
United  States  which  constitutes  about  76  per 
cent  of  the  population.  Therefore,  it  may  be 
assumed  that  there  are  yearly  about  100,000 
stillbirths  for  the  entire  population  of  the 
United  States.  Similar  calculation  shows  ap- 
proximately 100,000  deaths  of  newly  born 
infants  occur  during  the  first  month  of  life. 

There  is  some  variance  in  the  terms  asso- 
ciated with  infant  mortality.  Miscarriage  is 
defined  as  the  expulsion  of  the  product  of 
conception  during  the  fourth,  fifth  or  sixth 
month  of  pregnancy.  The  product  is  not 
viable.  The  term  stillborn  is  synonymous 
with  dead  born  and  is  applied  to  infants  born 
dead  at  or  after  the  seventh  month  of  intra- 
uterine life,  a period  when  the  infant  is  con- 
sidered viable.  Neonatal  death  means  death 
from  some  cause  during  the  process  of  de- 
livery or  from  some  intrauterine  condition. 
The  infant  is  considered  to  have  been  born 
alive  if  it  breathes  even  briefly  after  complete 
delivery  of  the  head  and  body. 

Sometimes  examination  of  the  infant  alone 
cannot  establish  the  cause  of  death.  Exam- 
ination of  the  placenta  may  occasionally  afford 
a clue.  Likewise,  the  clinical  and  obstetrical 
history  of  the  mother  should  be  considered. 

#From  the  Departments  of  Pathology  of  Western  Reserve  Univer- 
sity and  West  Virginia  University. 


the  community  and  charity!  On  the  part  of 
the  hospitals  this  calls  for  the  best  service  the 
hospitals  can  give.  Not  only  does  the  com- 
fort, health  and  happiness  of  members  of  the 
community  depend  upon  them,  but  it  is  a 
sacred  trust  that  is  committed  to  them.  On 
the  part  of  the  community  it  calls  for  appre- 
ciation and  loyal  moral,  and,  if  need  be, 
financial  support. 


AND  NEONATAL  DEATH* 


. Fenton,  M.  D. 

I Vest  Virginia 

Examination  of  the  intracranial  contents 
should  be  part  of  every  postmortem  examina- 
tion of  the  infants,  as  intracranial  hemorrhage, 
especially  meningeal,  is  a frequent  cause  of 
death.  In  a large  number  of  the  instances  in 
the  series  here  presented,  this  was  not  under- 
taken, due  to  objection  of  the  parents.  Clin- 
ical and  obstetrical  histories  were  not  obtained, 
although  they  are  part  of  the  records  of  the 
Babies  and  Childrens,  the  Maternity  and  the 
City  Hospitals  of  Cleveland,  Ohio.  Occa- 
sionally, the  cause  of  death  cannot  be  deter- 
mined even  after  most  careful  observation. 

Numerous  investigators,  such  as  Balan- 
tyne,  Warwick,  Holland,  Magner,  Wilson 
and  others  have  investigated  the  causes  of 
stillbirths  and  neonatal  deaths.  Collectively, 
they  have  found  the  most  frequent  causes  of 
these  deaths  to  be:  (1)  Complications  of  de- 
livery, with  intracranial  and  visceral  hem- 
orrhages, accounting  for  nearly  one-half  of 
the  deaths;  (2)  Infections  such  as  syphilis 
and  pneumonia;  (3)  Toxemias  of  the  mother, 
such  as  eclampsia;  '(4)  Fetal  anomalies;  (5) 
Prematurity;  (6)  Maternal  diseases;  (7) 
Placental  causes,  and  (8)  Undetermined 
causes. 

The  present  series  of  218  cases  will  be 
divided  into  the  following  groups: 

(a)  Stillbirths; 

(b)  Infants  living  less  than  one  day; 
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(c)  Infants  living  from  two  days  to  one 
week; 

(d)  Infants  living  from  eight  days  to 
one  month. 

Each  group  will  be  subdivided,  according 
to  whether  or  not  the  brain  was  examined  at 
autopsy. 

In  the  series  of  stillbirths  with  examina- 
tion of  the  brain,  the  findings  are: 


Cases 

1 . Intracranial  hemorrhage  8 

2.  Other  large  hemorr- 
hages, mainly  visceral . . 6 

3.  Generalized  passive  hy- 
peremia (no  other  cause)  4 

4.  Congenital  atresia  of 


colon  and  rectum  ....  1 

5.  Edema  of  brain  (no 

other  cause)  2 

6.  Maceration  5 

7.  Pulmonary  atelectasis 

(no  other  cause) 9 

8.  Congenital  syphilis  ....  1 


Percentage 

22 

16 

11 

3 

5 

15 

25 

3 


Total  Cases 36  100 


In  the  series  of  stillbirths  without  exam- 
ination of  the  brain,  the  findings  are: 


Cases 

Percentage 

1. 

Hemorrhage  into  peri- 

toneum  

3 

12.5 

2. 

Hemorrhage  into  right 

adrenal  

1 

4.2 

3. 

Skin  lesions,  probably 

syphilis 

3 

12.5 

4. 

Congenital  syphilis  .... 

1 

4.2 

5. 

Atelectasis  and  petechial 

hemorrhages  

3 

12.5 

6. 

Teratoma  of  thyroid  . . 

1 

4.2 

7. 

Passive  hyperemia  of 

viscera  

8 

33.3 

8. 

Maceration  

4 

16.6 

Total  Cases 

24 

100.00 

In  the  series  of  infants  dying  during  the 

first  day,  with  examination 

of  the 

brain,  the 

findi 

ngs  are: 

Cases 

Percentage 

1. 

Intracranial  hemorrhage 

10 

22 

2. 

Hemorrhages  of  viscera 

(pulmonary,  right  adre- 

nal,  liver,  etc.)  

5 

11 

3.  Passive  hyperemia  of  vis- 
cera (no  other  cause)  8 18 

4.  Edema  of  brain  (no 

other  cause) 2 4 

5.  Peritonitis  1 2 

6.  Lobular  pneumonia  ...  1 2 

7.  Hemorrhagic  disease  of 

newborn  1 2 

8.  Atelectasis  (no  other 

cause)  10  22 

9.  Prematurity  6 13 

10.  Acrania  1 2 

1 1 . No  cause  determined  . . 1 2 

Total  Cases  46  100 


The  series  of  infants  dying  during  the  first 
day  without  examination  of  the  brain  shows 
the  following  findings: 

Cases  Percentage 


1 . Congenital  syphilis  ....  1 3 

2.  Passive  hyperemia  of  vis- 
cera (no  other  cause)  . . 13  40 

3.  Sergus  effusions  (ascites, 

etc.)  2 6 

4.  Edema  of  lungs 1 3 

5.  Atelectasis  (pete  c h i a 1 

hemorrhages)  10  30 

6.  Hemorrhage  into  adre- 
nals   1 3 

7.  Prematurity  2 6 

8.  Hemorrhagic  disease  of 

newborn  1 3 

9.  No  cause  determined  2 6 

Total  Cases 33  100 


Included  with  the  neonatal  deaths,  is  the 
series  of  autopsies  performed  upon  babies 
which  died  from  two  to  eight  days  after  birth 
because  most  of  the  factors  which  were  ob- 
served in  the  causes  of  death,  such  as  birth 
traumata  in  the  previous  series,  are  still  pres- 
ent to  a large  extent.  It  will  be  observed  that 
acute  infectious  processes  are  assuming  a 
greater  role  in  infant  mortality. 

The  findings  in  this  series  with  examination 


of  the  brain  are  as  follows: 

Cases  Percentage 

1.  Intracranial  hemorrhage  11  35 

2.  Passive  hyperemia  of  vis- 
cera (no  other  cause)  . . 3 9.5 

3.  Bronchopneumonia  ...  6 18.5 
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4. 

Atelectasis  (no  other 
cause)  

3 

9.5 

5. 

Prematurity  

2 

6 

6. 

Bronchitis  

1 

3 

7. 

Meningitis  

1 

3 

8. 

Bilateral  otitis  media  . . 

3 

9.5 

9. 

Mastoiditis  

1 

3 

10. 

Atresia  ani 

1 

3 

Total  Cases 

32 

100.0 

In 

this  series  without  examination 

of  the 

brain 

the  findings  are: 

Cases 

Percentage 

1. 

Hemorrhage  into  left 
adrenal  

1 

10 

2. 

Atelectasis  (no  other 
cause)  

2 

20 

3. 

Passive  hyperemia  of  vis- 
cera (no  other  cause)  . . 

3 

30 

4. 

Bronchopneumonia  . . . 

2 

20 

5. 

Congenital  atresia  of  part 
of  ileum  

1 

10 

6. 

Volvulus  

1 

10 

Total  Cases 

10 

100 

Most  series  presented  in  the  literature 
group  deaths  occurring  within  the  first  two 
weeks  together,  but  it  is  believed  that  after 
the  first  week  acute  infectious  processes 
assume  more  importance  and  traumatic  in- 
juries received  at  birth  correspondingly  less 
importance.  Hence,  the  next  group  is  a series 
of  deaths  which  occurred  from  the  first  week 
to  the  first  month  after  birth. 

In  the  series  of  deaths  occurring  during  this 
period  with  examination  of  the  brain,  the 


findings  are: 

Cases 

Percentage 

1 . Meningitis  

3 

13 

2.  Prematurity  

4 

17 

3.  Septicemia  

1 

4.0 

4.  Pyemia 

2 

8.5 

5.  Bronchopneumonia  . . . 

2 

CC 

on 

6.  Intracranial  hemorrhage 

2 

8.5 

7.  Septic  thrombosis,  aorta 

and  large  vessels 

1 

4.0 

8.  Otitis  media 

2 

t/O 

CO 

9.  Mastoiditis  

1 

4.0 

10.  Osteomyelitis  of  bones 

of  face  

1 

4.0 

11. 

Spina  bifida  and  internal 

hydrocephalus  

1 

4.0 

12. 

Pemphigus 

1 

4.0 

13. 

Edema  of  brain 

1 

4.0 

14. 

Pylorospasm  

1 

4.0 

15. 

Congenital  lymphangiec- 

tasis,  right  lower  limb, 

scrotum,  abdominal  wall 

1 

4.0 

Total  Cases 

26 

100.0 

In  the  series  of  this  same  period  without 
examination  of  the  brain  the  findings  are: 


Cases 

Percentage 

1.  Prematurity  

4 

30.3 

2.  Pulmonary  hemorrhage 

1 

7.7 

3.  Atelectasis  

1 

7.7 

4.  Hemorrhagic  disease  of 
newborn  

2 

15.8 

5.  Passive  hyperemia  of  vis- 
cera   

1 

7.7 

6.  Edema  of  lungs 

1 

7.7 

7.  Bronchopneumonia  . . . 

1 

7.7 

8.  Catarrhal  enteritis  .... 

1 

7.7 

9.  Pyodermia  — edema  of 
lungs  

1 

7.7 

— 

— 

Total  Cases 

13 

100.0 

Grouped  together  are  the  finding: 

3 in  all 

cases  of  deaths  of  infants  under  one 

month. 

They  are  as  follows: 

Cases 

Percentage 

1 . Atelectasis  

38 

17.5 

2.  Passive  hyperemia  of  vis- 
cera   

37 

17 

3.  Intracranial  hemorrhage 

31 

14 

4.  Other  hemorrhages  . . . 

18 

8.2 

5.  Respiratory  infections  . 

14 

6.2 

6.  Other  infections  

17 

7.7 

7.  Malformations 

9 

4.1 

8.  Hemorrhagic  disease  of 
newborn  

4 

2 

9.  Edema  of  brain 

5 

2.3 

10.  Skin  lesions  

5 

2.3 

1 1 . Congenital  syphilis  .... 

3 

1.5 

12.  Thrombosis  of  large  ves- 
sels   

1 

0.5 

13.  Effusions  into  body  cavi- 
ties   

6 

2.75 

14.  Prematurity  (macera- 
tion)   

27 

12.5 

15.  No  cause  

3 

1.5 

Total  Cases 218 

100.0 
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From  a review  of  the  literature,  the  most 
prominent  cause  of  death  in  newly  born  in- 
fants is  trauma  during  delivery.  The  trau- 
matic lesions  occur  as  intracranial  hemorrhage, 
especially  with  tears  of  the  tentorium  cerebelli 
and  falx  cerebri.  In  some  series  of  cases,  intra- 
cranial hemorrhage  accounts  for  as  high  as 
one-half  of  these  deaths.  In  the  series  here 
presented  trauma  during  delivery  is  likewise, 
a very  frequent  cause  of  death.  Hemorrhages 
in  other  situations,  such  as  the  adrenal  glands, 
liver,  peritoneum,  etc.,  are  frequently  found 
in  this  series. 

As  in  this  series,  pulmonary  atelectasis  is  a 
very  prominent  cause  of  neonatal  death.  With 
it  are  often  associated  petechial  hemorrhages 
of  the  pleurae,  pericardium  and  peritoneum. 

Prematurity,  as  a cause  of  neonatal  death, 
plays  an  important  part  in  the  series  here  pre- 
sented. Factors  associated  with  it  are  syphilis 
and  maternal  toxemias. 

Generalized  passive  hyperemia  is  a very 
important  cause  of  death  of  the  newborn  in 
this  series.  It  was  observed  most  often  in  the 
cases  in  which  the  brain  was  not  examined. 
Intracranial  hemorrhage  may  have  been  asso- 
ciated with  this  condition.  In  some  of  these 
cases,  patency  of  the  ductus  arteriosus  or  of 
the  foramen  ovale  was  seen. 

Congenital  syphilis,  often  reported  as  an 
important  cause  of  stillbirths,  is  an  infrequent 
finding.  Congenital  malformations,  which 
are  noted  in  any  series,  are,  as  in  this  series, 
frequently  inconsistent  with  life. 

In  the  series  of  infants  dying  during  the 
first  day  of  life  almost  identical  circumstances 
are  found,  but  infectious  diseases  such  as  lob- 
ular pneumonia  and  peritonitis  now  occur. 
Other  investigators  believe  pneumonia  in 
some  cases  to  be  an  antenatal  infection.  Also, 
serous  effusions  into  the  body  cavities  are 
found,  perhaps  in  some  way  due  to  the  change 
from  fetal  to  extrauterine  existence.  Hem- 
orrhagic disease  of  the  newborn,  accompanied 
by  an  intense  icterus,  is  also  observed.  Con- 
genital syphilis  and  congenital  atresia  of  the 
bile  ducts  are  mentioned  as  causes  of  this  con- 
dition, but  the  case  which  was  observed  in 


this  series  was  morbus  maculosus  neonatorum. 

In  the  series  of  deaths  from  two  days  to 
one  week,  practically  the  same  causes  are 
noted.  However,  postnatal  infections,  such  as 
upper  respiratory  infections,  otitis  media  and 
mastoiditis,  are  more  frequent. 

In  the  series  of  deaths  from  eight  days  to 
one  month  after  birth,  many  of  the  same 
causes  are  again  observed.  Some  of  the  condi- 
tions noted  previously  such  as  intracranial 
hemorrhage,  atelectasis  and  prematurity,  are 
still  present.  The  infections  are,  in  most  in- 
stances, postnatal  and  now  include  conditions 
such  as  septicemia,  pyemia,  osteomyelitis  and 
enteritis. 
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DENTISTS  AND  DOCTORS 

The  realization  that  general  health  is  dependent 
on  mouth  health  and  that,  on  the  other  hand,  mouth 
health  is  dependent  on  general  health  has  been  the 
motivating  factor  of  dental  progress  ever  since  Sir 
William  Hunter  “seized  the  medical  and  dental 
professions  by  the  scruff  of  the  neck  and  awakened 
both  to  the  importance  of  mouth  infection  and 
health,”  according  to  David  W.  McLean,  1).  1).  S., 
whose  article  “This  Thing  Called  Dentistry”, 
appears  in  the  October  issue  of  Hyge'ia. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


Results  of  Surgical  Treatment : Surgical  treat- 
ment of  pulmonary  tuberculosis  includes  all  forms  of 
mechanical  collapse  with  the  exception  of  that  pro- 
duced by  pneumothorax  therapy.  It  comprises 
extrapleural  thoracoplasty,  paralysis  of  the  dia- 
phragm, section  of  the  scaleni  muscles,  pneumoly- 
sis with  or  without  plombage,  drainage  of  tuber- 
culous cavities  with  secondary  plastics  and  various 
combinations  of  these  methods  including  that  with 
pneumothorax.  Other  forms  of  surgical  treatment 
still  in  the  experimental  stage  are  not  considered  in 
this  study. 

In  trying  to  evaluate  results  of  surgical  treat- 
ment for  pulmonary  tuberculosis  a diversity  of  vari- 
able factors  may  vitiate  the  significance  of  compara- 
tive statistics;  for  example,  none  of  the  various  sur- 
gical procedures  can  be  said  to  be  standardized  with 
respect  to  their  technical  aspects,  the  indications  for 
the  different  procedures  vary  greatly  and  the  time 
element  is  important.  Nevertheless  the  statistics  com- 
piled as  in  any  other  field  of  clinical  medicine,  fur- 
nish a perspective  and  means  of  plotting  the  course 
of  future  trends. 

The  study  is  based  on  the  author’s  experience 
with  a series  of  200  thoracoplasty  cases,  and  on 
4,535  from  the  literature.  Statistical  tables  in  the 
article  support  the  author’s  summary,  which  is  as 
follows: 

Thoracoplasty : From  one-quarter  to  nearly  one- 
half  the  deaths  following  thoracoplasty  within  a 
period  of  five  to  ten  years  occur  within  the  first 
eight  weeks.  The  author’s  mortality  in  this  period 
was  10.3  per  cent;  the  combined  mortality  among 
2,810  cases  was  10.5  per  cent.  The  individual  var- 
iations among  the  series  were  from  3 to  20  per  cent. 
The  most  frequent  cause  of  death  in  the  author’s 
experience  was  cardiac  failure  and  pulmonary  com- 
plications. In  a combined  group  of  230  deaths, 
death  was  reported  to  have  been  due  to  shock  in 
eight  per  cent,  heart  failure  in  1 8 per  cent,  and  pul- 
monary complications  or  extension  of  tuberculosis 
in  34  per  cent.  The  mortality  rate  decreases  pro- 
gressively after  the  first  few  weeks.  From  one-half 
to  two-thirds  die  during  the  first  six  months. 

Among  3,762  patients  followed  for  from  one  to 
twelve  years  after  operation,  35.3  per  cent  were 
symptom  and  bacillus-free  and  were  able  to  work; 


22.1  per  cent  were  improved  and  able  to  do  some 
work;  5.5  per  cent  were  not  improved  or  were 
made  worse  by  the  operation;  .3.5  per  cent  were 
not  traced;  and  33.6  per  cent  were  dead  at  the 
time  of  the  report.  A large  proportion  of  the 
patients  are  rehabilitated  to  the  extent  that  they  are 
able  to  return  to  their  former  stations  in  life  and 
to  resume  their  former  occupation  or  activities. 
Many  women  marry,  and  there  is  record  of  22 
who  have  borne  children  since  their  operation,  usual- 
ly against  advice. 

The  variation  in  extent  of  partial  thoracoplasty 
and  relatively  limited  number  of  any  one  type  fol- 
lowed for  one  or  more  years  make  any  estimate 
of  enduring  results  from  them  inconclusive.  Among 
236  collected  cases  followed  for  two  years  or  more, 
87.5  per  cent  were  living,  and  12.5  per  cent  were 
dead.  Of  the  living,  53.4  per  cent  were  reported 
as  clinically  well ; of  the  deaths  one-half  occurred 
during  the  first  eight  weeks  after  operation. 

Pneumolysis  and  Plombage : Of  307  cases  ob- 
served during  several  months  to  several  years,  53.4 
per  cent  were  clinically  well,  18.5  per  cent  were 
improved,  and  44.3  per  cent  were  dead.  Of  the 
deaths,  40  per  cent  occurred  during  the  first  eight 
weeks  after  operation. 

Phrenicoexa'tresis  as  an  Independent  Procedure : 
This  operation  is  performed  for  such  a variety  of 
indications  and  the  chance  of  later  recurrence  of 
the  disease  following  so  limited  a collapse  is  so  con- 
siderable that  prolonged  observation  of  the  patients 
in  any  one  group  will  be  necessary  for  a determina- 
tion of  late  results.  The  results  so  far  reported  are 
conflicting,  but  a considerable  number  of  enduring 
clinical  cures  are  recorded. 

A combination  of  methods  has  extended  indica- 
tions to  include  cases  with  bilateral  lesions  and  has 
improved  results. 

Conclusions:  The  surgical  treatment  of  pulmon- 
ary tuberculosis  offers  to  properly  selected  patients 
not  suitable  for  pneumothorax  therapy  the  best  if 
not  the  only  prospect  of  a complete  arrest  of  the 
disease  and,  when  that  cannot  be  achieved,  a relief 
of  symptoms  and  prolongation  of  life. 

The  proper  selection  of  the  patients  and  of 
methods  and  of  the  most  opportune  time  for  opera- 
tion demands  the  closest  collaboration  of  the  phthisio- 
therapist  and  surgeon. 

The  Results  of  Surgical  Treatment  of  Pulmo- 
nary Tuberculosis , Carl  A.  Hedblom , Am.  Rev. 
of  Tuberc .,  July , 1935. 
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Again  we  call  attention  to  what  we  consider  the  major  abuse  in  the 
field  of  medical  practice  in  West  Virginia — the  corporate  practice  of  medi- 
cine. We  refer  particularly  to  corporations  that  collect  a monthly  wage 
deduction  from  their  employees  for  medical  service,  employ  a physician  at 
a salary  much  smaller  than  the  payroll  deduction,  and  pocket  the  difference. 
This  racket,  which  is  quite  common  in  southern  West  Virginia,  is  corporate 
medicine  in  its  worst  form. 

Most  of  the  reputable  coal  companies  do  not  sanction  this  type  of 
profiteering,  but  there  is  still  a considerable  number  of  irresponsible  coal 
companies  that  openly  and  flagrantly  practice  corporate  medicine  in  order 
to  lay  aside  a monthly  profit  from  the  unfortunate  illnesses  and  accidents 
of  their  employees.  It  should  be  the  business  of  each  county  medical 
society  to  bring  criminal  charges  against  such  companies  for  practicing  medi- 
cine without  a state  license. 

The  corporate  practice  of  medicine  will  soon  be  eliminated  in  West 
Virginia.  I am  confident  of  that.  The  West  Virginia  State  Medical  Asso- 
ciation and  its  component  societies  have  too  much  influence  and  too  much 
at  stake  to  allow  this  abuse  to  continue  much  longer.  Action  has  already 
been  started  in  a number  of  different  directions,  and  from  a number  of 
different  sources.  Every  doctor,  particularly  in  southern  West  Virginia, 
should  make  up  his  mind  that  this  abuse  is  going  to  be  stopped  and  stopped 
quickly.  Doctors  who  are  unwilling  dupes  of  offending  coal  companies 
should  govern  themselves  accordingly. 

My  reason  for  issuing  this  warning  word  to  doctors  who  are  involved 
in  corporate  medicine  is  because  they  are  aiding  and  abetting  in  corporate 
practice.  They  are  not  the  chief  offenders,  but,  in  the  eyes  of  the  law, 
they  are  not  entirely  free  from  guilt.  An  offending  coal  company  has  not 
much  to  lose,  but  the  doctor  employed  by  an  offending  coal  company  may 
have  his  license  at  stake. 

It  would  be  well  for  all  of  us  to  think  about  such  things. 


President 
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HOSPITAL  PROGRESS 

The  Hospital  Association  of  West  Virginia 
is  beginning  a new  Association  year  con- 
current with  the  publication  of  this  Journal. 
The  past  year  has  been  the  most  significant 
in  its  ten-year  history.  For  the  first  time  it 
has  had  a real  program  for  the  hospitals  of 
the  State,  and  for  the  first  time  it  has  had  a 
full-time  paid  representative  looking  after 
the  affairs  of  its  members. 

Like  any  new  plan  of  action,  the  perm- 
anent headquarters  program  of  the  Hospital 
Association  was  slow  to  get  under  way,  and 
slow  in  accomplishments.  Rome  was  not  built 
in  a day!  Trite,  but  true!  So  has  it  been  with 
the  Hospital  Association  and  its  program  for 
the  hospitals  of  West  Virginia.  Yet  it  cannot 
be  denied  that  the  hospitals  of  the  State, 
through  the  efforts  of  their  own  central  or- 
ganization, are  finding  their  conditions  im- 
proving. The  various  papers  and  committee 
reports  reproduced  in  this  issue  of  the  Jour- 
nal will  reveal  to  all  that  the  Hospital  Asso- 
ciation has  been  active  in  the  interests  of  all 
hospitals  without  prejudice  to  any  one  class. 
Those  papers  and  reports  will  likewise  show 
that  the  Association  has  a program  for  the 
hospitals. 

The  goal  of  the  Hospital  Association  in 
the  new  year  now  beginning  is  100  per  cent 
enrollment  of  all  hospitals  in  West  Virginia, 
and  enrollment  of  all  those  interested  in  hos- 
pitalization and  its  proper  advancement  as 
personal  members.  Such  a goal  is  not  only 
necessary  from  the  standpoint  of  the  financial 
welfare  of  the  Association’s  permanent  head- 


quarters operation,  but  is  even  more  neces- 
sary as  proof  of  the  fact  that  the  hosptials 
are  united  and  working  together  to  fight  the 
ravages  of  changing  economic  conditions  and 
lack  of  proper  appreciation  of  their  necessity 
as  humane  and  public  health  institutions. 

One  of  the  finest  features  of  an  organiza- 
tion such  as  the  Hospital  Association  is  the 
splendid  medium  it  affords  the  individual 
hospitals  to  exchange  views  on  hospital  prob- 
lems, and  to  provide  a central  agency  through 
which  such  views  may  clear  and  be  dissemin- 
ated. There  could  be  no  finer  example  of  this 
than  this  issue  of  the  West  Virginia  Med- 
ical Journal,  and  it  is  to  be  hoped  that  this 
publication  is  but  the  forerunner  of  finer  ac- 
complishments in  this  connection  to  come. 

It  is  only  appropriate  that  this  editorial 
discussion  should  be  closed  with  a sincere  ex- 
pression of  the  gratitude  that  the  officers  of 
the  Mospital  Association  feel  for  the  West 
Virginia  State  Medical  Association  and  the 
West  Virginia  Medical  Journal  in  mak- 
ing this  issue  available  to  it  as  the  first  annual 
West  Virginia  Hospital  Number.  It  repre- 
sents quite  a sacrifice  of  the  time  and  energy 
of  those  wffio  edit  and  publish  this  Journal 
each  month,  to  say  nothing  of  the  sacrifice  of 
space  otherwise  utilized  by  the  medical  pro- 
fession in  a necessary  exchange  of  profes- 
sional and  scientific  viewpoints.  The  officers 
of  the  Hospital  Association  feel  sure  that  they 
are  joined  by  the  hospital  people  of  the  state 
generally  in  these  expressions. 


THE  HOSPITAL  CONVENTION 
Although  the  attendance  at  the  tenth  an- 
nual Hospital  Association  of  West  Virginia 
convention  in  Parkersburg,  September  5 and 
6,  last,  was  somewhat  disappointing  to  the 
officers  of  the  Association,  the  fact  that  the 
registration  was  larger  than  ever  before,  and 
that  more  hospitals  were  represented  than 
ever  before,  were  indications  that  the  hos- 
pitals are  becoming  more  interested  in  good 
organization. 

The  program  was  doubtless  slightly  too 
ambitious,  considering  the  traditional  back- 
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ground,  and  the  roundtable  discussions  lacked 
the  vigorous  and  spontaneous  participation  of 
those  in  attendance  that  they  merited,  but,  by 
and  large,  a number  of  helpful  suggestions 
and  exchange  of  ideas  developed. 

The  Hospital  Association  is  particularly 
indebted  to  and  grateful  for  the  efforts  of 
Mr.  Robert  Jolly,  president  of  the  American 
Hospital  Association,  who  journeyed  all  the 
way  from  Houston,  Texas,  to  help  conduct 
the  roundtables  and  generally  “pep  up”  the 
meeting  with  his  various  addresses  to  the  con- 
vention, and  over  the  Parkersburg  radio  sta- 
tion’s facilities.  Those  who  were  not  present 
at  the  convention  to  talk  with  and  hear  Mr. 
Jolly  in  his  finest  oratory  and  entertaining 
style,  should  have  reason  to  regret  their  ab- 
sence. It  is  unfortunate  that  a transcript  of 
Mr.  Jolly’s  banquet  address  was  not  available 
for  reproduction  in  this  number. 

White  Sulphur  Springs  was  selected  as  the 
site  of  the  next  annual  meeting,  and  the 
Board  of  Trustees  will  select  the  date  as  early 
as  possible,  and  arrange  a suitable  program, 
which,  it  is  hoped  will  be  more  fully  partici- 
pated in  and  more  gratefully  received  than 
any  heretofore.  The  officers  of  the  Hospital 
Association  will  spare  no  efforts  to  make  the 
White  Sulphur  Springs  meeting  a success,  and 
they  are  earnestly  soliciting  the  cooperation 
of  all  of  the  hospital  people  of  the  State. 

THIS  HOSPITAL  NUMBER 

The  Journal  takes  pleasure  in  announcing 
this,  the  first  “Hospital  Number”  in  its 
history.  This  special  number  of  the  Journal 
was  made  possible  by  the  Hospital  Association 
of  West  Virginia  and  the  cooperation  of  the 
speakers  at  the  recent  annual  meeting  of  the 
Hospital  Association  in  so  kindly  submitting 
their  manuscripts  for  publication. 

In  addition  to  the  papers  presented  at  the 
annual  Hospital  meeting,  the  Hospital  Num- 
ber contains  much  additional  valuable  infor- 
mation about  hospitals  in  this  state;  data  that 
cannot  be  obtained  in  any  other  publication. 
We  suggest  that  each  member  file  this  issue 
of  the  Journal  in  his  library  for  future  ref- 


erence when  hospital  information  is  needed. 

We  hope  that  the  “Hospital  Number”  will 
be  an  annual  issue  of  this  Journal.  Most  of 
the  information  found  in  these  pages  was 
worked  up  and  submitted  by  the  Hqspital 
Association  and  many  of  the  editorials  were 
prepared  by  Hospital  Association  officials. 
We  take  this  opportunity  to  welcome  the 
West  Virginia  hospital  folks  into  the  field  of 
trade  journalism  and  to  express  our  apprecia- 
tion for  their  splendid  work  on  this  particular 
Journal  issue. 

STUDENT  INSTRUCTION 

It  is  reported  that  in  some  universities, 
medical  students  have  not  been  addressed  on 
sickness  insurance  or  given  the  medical  practi- 
tioners’ viewpoint  of  this  problem.  The 
House  of  Delegates  of  the  American  Medical 
Association,  in  1933,  adopted  a resolution 
pointing  out  the  advisability  of  offering  some 
training  in  the  economics  of  medical  practice 
in  medical  colleges.  In  some  instances  such 
courses  have  been  given  without  discussion  of 
sickness  insurance  and  the  experience  in  Euro- 
pean countries,  or  plans  proposed  in  this 
country,  Students  not  having  contracts  among 
physicians  in  general  practice  have  frequently 
received  their  only  impression  of  sickness  in- 
surance from  younger  members  of  the  teach- 
ing staff,  like  themselves  without  outside  ex- 
perience, or  non-medical  sociologists  and 
social  workers.  Lack  of  medical  knowledge, 
and  therefore  lack  of  ability  to  properly 
evaluate  the  factors  that  enter  into  the  care  of 
the  sick,  has  been  evident  in  statements  made 
by  some  of  the  most  active  proponents  of  sick- 
ness insurance  plans. 

It  has  been  frequently  stated  that  senior 
students  and  recent  graduates  are  inclined  to 
look  toward  sickness  insurance  as  a desirable 
means  of  getting  a start  in  practice.  Although 
complete  age  records  of  physicians  employed 
under  sickness  insurance  in  foreign  countries 
are  not  immediately  available,  it  is  not  evi- 
dent that  sickness  insurance,  if  instituted, 
would  offer  any  advantage  to  the  young  man 
over  his  older  medical  competitor.  The  estab- 
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Jished  physician,  though  possibly  not  so  well 
trained  in  newer  medical  methods,  would 
have  the  advantage  of  experience,  patient  con- 
tact and  political  alliance,  if  such  legislation 
would  reduce  the  major  portion  of  the  pro- 
fession to  the  same  low  level  of  earnings.  As 
to  the  future  possibilities  of  advancement 
open  to  the  practitioner  in  medicine,  obvious- 
ly the  young  man  would  have  more  to  Jose 
than  the  older  member  of  the  profession, 
should  destructive  methods  prevail. 

Contact  with  student  groups  and  recent 
graduates,  and  a frank  presentation  of  sick- 
ness insurance  plans  and  their  effects,  based 
upon  a fair  appraisal  of  foreign  experience, 
has  in  each  instance  developed  an  understand- 
ing body,  who  are  awake  to  this  threat  against 
their  future,  among  these  younger  medical 
men.  Given  a friendly  interest  and  guidance, 
these  groups  will  become  the  most  effective 
force  against  the  establishment  of  objection- 
able methods  of  practice.  In  some  instances, 
faculty  members  have  frankly  admitted  that, 
having  had  no  experience  in  outside  practice, 
they  do  not  feel  themselves  competent  to  pre- 
sent the  subject.  It  is  therefore  suggested  that 
officers  of  each  State  Medical  Society  contact 
the  medical  colleges  of  their  state,  and, 
through  their  faculties  and  student  organiza- 
tions, arrange  for  the  presentation  of  the  sick- 
ness insurance  problem  by  someone  sufficiently 
well  informed  on  that  subject.  Each  student 
should  be  given  helpful  literature.  The 
American  Medical  Association  will,  on  re- 
quest, furnish  needed  supplies.  Medical  or- 
ganizations have  a definite  responsibility  to- 
ward these  men  who  are  to  enter  the  active 
field  of  medical  practice. 

In  addressing  graduating  students,  the  ad- 
vantages of  membership,  as  soon  as  possible, 
in  county  and  state  societies  and  the  American 
Medical  Association  should  be  pointed  out. 


SOUTHERN  MEDICAL  MEET 
The  twenty-ninth  annual  meeting  of  the 
Southern  Medical  Association,  the  second 
largest  medical  organization  in  the  LTnited 
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States,  will  be  held  in  St.  Louis,  Missouri,  on 
November  19-22,  1935.  The  Southern  Asso- 
ciation, together  with  the  St.  Louis  Medical 
Society,  has  extended  a cordial  invitation  to 
all  physicians  in  good  standing  in  their  state 
and  provincial  medical  societies  to  attend  this 
meeting. 

I he  unusual  clinical  facilities  of  the  two 
medical  schools  and  the  numerous  hospitals 
of  St.  Louis,  combined  with  excellent  hotel 
accommodations,  indicate  that  this  year’s 
meeting  of  the  Southern  Medical  Association 
will  be  one  of  the  largest  and  most  successful 
in  the  history  of  that  organization.  Addresses 
and  papers  will  be  presented  by  distinguished 
clinicians  from  all  parts  of  the  United  States 
as  well  as  from  several  foreign  countries. 
While  the  actual  program  has  not  yet  been 
published,  or  was  not  published  at  the  time 
of  this  writing,  it  is  understood  that  a number 
of  outstanding  West  Virginia  physicians  and 
surgeons  will  participate  in  this  year’s  pro- 
gram. 

West  Virginia  has  always  played  an  active 
role  in  the  affairs  and  activities  of  the  South- 
ern Medical  Association  and  a large  number 
of  West  Virginia  doctors  are  expected  to  at- 
tend the  St.  Louis  meeting.  Dr.  James  R. 
Bloss,  Huntington,  is  the  present  chairman 
of  the  Council  of  the  S.  M.  A.;  Dr.  Walter 
E.  Vest,  Huntington,  is  the  immediate  past 
chairman,  and  Dr.  T.  W.  Moore,  Hunting- 
ton,  is  a past  president. 


AUTOMOBILE  ACCIDENTS 
When  the  State  legislature  convened  in  its 
last  regular  session  last  January,  the  Hospital 
Association  endeavored  to  impress  upon  the 
legislators  the  tremendous  burden  that  auto- 
mobile accidents  involving  indigent  victims 
bring  to  bear  upon  hospitals  and  the  medical 
profession.  That  organization  joined  with 
automobile  clubs,  safety  councils,  and  others 
interested  in  the  highway  problem  in  an 
effort  to  have  the  legislature  remedy  the  sit- 
uation as  best  it  could  through  more  stringent 
enactments. 
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While  the  legislature  did  not  approach  the 
problem  as  fully  and  completely  as  had  been 
hoped,  it  did  take  reasonable  steps  to  curb 
many  of  the  hazards.  The  drunk  driving  law 
was  made  more  stringent,  a financial  respon- 
sibility-reckless driving  law  was  enacted,  and 
the  appropriation  for  the  State  Department 
of  Public  Safety  (state  police)  was  increased. 

The  more  stringent  penalties  of  the  drunk- 
driving law,  and  the  requirements  of  the 
financial  responsibility  law  are  serving  a use- 
ful purpose,  but  until  more  effective  enforce- 
ment and  full  cooperation  as  between  law  en- 
forcement agencies  and  the  license  revocation 
division  of  the  State  Road  Commission  are 
had,  the  results  hoped  for  from  these  new 
laws  will  not  obtain.  There  is  evidence  that 
such  enforcement  and  cooperation,  however, 
are  progressing,  with  the  result  that  many 
incompetent  drivers  are  being  forced  from 
our  public  highways. 

One  healthy  sign  is  the  splendid  work  that 
the  enlarged  road  patrol  of  the  state  police 
has  been  doing  since  it  was  put  in  operation 
the  middle  of  August.  In  addition  to  enforc- 
ing the  above  mentioned  new  laws  more  ef- 
fectively, the  state  police  have  been  making 
a general  survey  of  the  mechanical  phases  of 
the  vehicles,  as  well  as  checking  on  the  legal- 
ity and  competence  of  the  drivers.  During 
the  first  month  and  a half  of  this  service, 
mostly  in  southern  and  eastern  portions  of 
the  State,  the  state  police  made  38  arrests  for 
flagrant  road  violations.  More  than  6,000 
automobiles  were  inspected,  4,825  of  which 
were  found  to  be  mechanically  sound,  and 
1,430  were  found  to  have  defects  which  re- 
quired correction.  Those  1,430  vehicles  were 
ordered  serviced  to  correct  such  defects  as 
faulty  brakes,  defective  lights,  defective 
horns,  defective  windshield  wipers,  and  var- 
ious other  similar  discrepancies.  Such  a pro- 
gram will  do  more  to  keep  hazardous  vehicles 
and  incompetent  drivers  off  the  roads  than 
anything  else,  and  if  continued,  will  do  much 
to  help  the  hospitals  and  the  members  of  the 
medical  profession  gain  protection  against  a 
large  portion  of  their  free  work  patients. 


CONTRACT  HOSPITALIZATION 

Elsewhere  in  this  issue  of  the  Journal 
there  is  reproduced  the  paper  presented  by 
Dr.  R.  H.  Walker,  president  of  the  West 
Virginia  State  Medical  Association,  and  dis- 
cussions thereof  by  a number  of  the  members 
of  the  Medical  and  Hospital  Associations,  at 
the  tenth  annual  convention  of  the  Hospital 
Association  in  Parkersburg. 

This  paper  and  the  discussions  thereof  deal 
largely  with  the  merits  and  abuses  of  contract 
hospitalization  and  contract  practice  of  medi- 
cine. By  and  large,  the  general  system  of 
contract  hospitalization  and  medical  practice 
as  a means  to  the  end  of  providing  hospital 
and  medical  services  for  the  low  wage  earners 
at  a price  they  can  afford  to  pay  is  condoned, 
as  will  be  noted  by  a careful  study  of  the 
whole  problem  as  presented. 

The  points  of  difference,  however,  are  upon 
what  some  call  the  abuses  of  the  system,  num- 
bering among  which  are  the  charges  that 
“cutthroat”  bidding  and  unethical  solicitation 
of  contracts  are  carried  on;  that  the  members 
of  the  medical  profession  in  general  practice 
are  discriminated  against,  and  that  the  young 
doctor  just  entering  the  field  of  medical  prac- 
tice is  denied  the  right  to  practice  the  art  of 
his  profession  upon  a large  percentage  of 
patients;  that  members  of  the  medical  pro- 
fession not  financially  interested  in  the  hos- 
pitals doing  contract  practice,  but  members  of 
the  staffs  thereof,  are  performing  their  serv- 
ices free;  and  that  free  choice  of  doctor  and 
hospital  are  denied  to  the  patient. 

Some  of  the  features  of  the  system  men- 
tioned as  abuses  are  inherent  in  the  system  of 
contract  practice  and  hospitalization  and  can- 
not be  eliminated  without  destroying  the  sys- 
tem itself  and  the  benefits  which  many  de- 
clare accrue  to  those  provided  with  service 
thereunder,  and  those  providing  the  service. 
Others  are  not  inherent  with  the  system,  but 
have  developed  in  the  years  that  the  contract 
plan  has  been  in  operation,  and  can  be  elim- 
inated without  destructive  or  harmful  effects. 

One  of  the  older  features  of  the  contract 
system  which  was  most  seriously  objected  to 
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by  the  hospitals  not  engaging  in  contract  work 
and  by  the  members  of  the  medical  profes- 
sion not  directly  connected  with  hospitals  op- 
erating under  the  contract  system  was  that  of 
including  service  for  injuries  compensable 
under  the  Workmen’s  Compensation  Act  in 
the  operation  and  terms  of  the  contract.  Dur- 
ing the  first  twenty-one  years  the  Compensa- 
tion Act  was  in  force,  this  system  was  more  or 
less  countenanced  by  the  Compensation  Act 
itself,  inasmuch  as  it  provided  that  in  cases 
where  the  injured  was  a subscriber  to  or 
under  a contract  which  entitled  him  to  med- 
ical and  hospital  service  the  compensation 
fund  was  not  liable  for  payments  for  such 
medical  and  hospital  service.  It  was  con- 
tended that  the  inclusion  of  compensable  in- 
juries in  the  operation  of  medical  and  hos- 
pital service  contracts  was  depriving  the  gen- 
eral practitioner  and  the  non-contract  hospital 
from  treating  and  caring  for  patients  to  which 
they  were  rightfully  entitled ; that  the  in- 
jured workman  was  forced  to  pay  the  medical 
and  hospital  costs  for  treatment  of  his  injury; 
and  that  the  injured  workman  was  deprived 
of  free  choice  of  the  hospital  and  doctor. 

These  arguments  were  presented  to  the 
legislature  in  its  last  session  by  the  Medical 
Association.  The  merits  of  the  arguments 
presented  by  the  Medical  Association,  and 
substantiated  by  the  labor  organizations,  were 
weighed  by  the  legislature,  with  the  ultimate 
result  that  the  compensation  law  was  amended 
to  exclude  the  old  provision  that  the  com- 
pensation fund  was  not  liable  for  payments 
where  the  injured  workman  was  entitled  to 
medical  and  or  hospital  treatment  and  care 
because  he  was  a subscriber  to  or  beneficiary 
of  any  contract  for  such  services.  The  intent 
of  the  law  as  amended,  was  to  make  manda- 
tory the  payment  of  all  medical  and  hospital 
charges  for  treatment  and  care  of  compen- 
sable injuries  from  the  compensation  fund. 
Thus,  the  way  was  opened  for  contract  hos- 
pitals to  eliminate  one  of  the  most  seriously 
objected  to  features  of  the  old  contract  system. 

This  resume  of  the  contract  situation  is 
purposeful.  It  is  intended  to  be  an  appeal  to 


those  involved  in  the  operation  of  this  system 
to  weigh  the  various  arguments  presented  for 
and  against  the  whole  system  as  such,  and 
especially  to  seriously  consider  the  various 
points  at  difference  to  the  end  that  those 
phases  most  objected  to  may  be  harmonized 
with  the  best  interests  of  the  medical  profes- 
sion and  hospitalization  generally,  and  that 
as  a result  of  such  consideration  and  action  a 
truer  state  of  harmony  may  prevail  as  be- 
tween the  hospitals  of  the  State,  and  as  be- 
tween the  hospitals  and  the  medical  profes- 
sion. 

In  these  trying  economic  times  when  the 
whole  pattern  of  society  is  being  readjusted 
there  is  serious  need  for  the  hospitals  to  re- 
main in  harmony  and  unison;  there  is  equally 
serious  need  that  the  medical  profession  mem- 
bers be  in  harmony  one  with  the  other;  and 
that  there  be  accord  as  between  the  hospitals 
and  the  doctors. 


INDUSTRIAL  SURGEONS 
Dr.  Walter  G.  Stern,  Cleveland,  Ohio,  was  the 
principal  guest  lecturer  at  the  second  meeting  of 
the  Society  of  Industrial  Physicians  and  Surgeons  of 
West  Virginia,  held  Friday,  October  4,  at  the  Ka- 
nawha Hotel,  Charleston. 

Dr.  Stern  presented  two  papers,  “The  Estima- 
tion of  Disability  from  an  Orthopedic  Standpoint”, 
at  the  afternoon  session,  and  “Bumper  Fractures”, 
at  the  evening  session.  In  addition,  he  led  the  dis- 
cussion during  the  hour  devoted  to  “Symposium 
on  Fractures”,  at  the  morning  session. 

Other  features  of  the  program  were  papers  on: 
“The  Allergy  Problem  in  Industry”,  Dr.  M.  F. 
Petersen,  Charleston;  “The  Problem  of  Chest  Dis- 
ease in  Industry,”  Dr.  G.  H.  Barksdale,  Charles- 
ton ; and  discussions  of  industrial  medicine  and 
surgery  by  Arthur  G.  Dayton,  Charleston,  “From 
the  Lawyer’s  Point  of  View,”  and  A.  G.  Mathews, 
West  Virginia  Compensation  Commissioner,  “From 
an  Administrator’s  Point  of  View.” 

The  meeting  was  opened  by  an  address  of  wel- 
come by  D.  Boone  Dawson,  mayor  of  Charleston. 
Dr.  R.  P.  Daniel,  Pemberton,  made  the  response 
for  the  society.  A demonstration  of  the  use  of  evipal 
anesthesia  in  traumatic  surgery  by  Dr.  E.  Bennette 
Henson,  Charleston,  was  another  feature  of  the 
program. 


524 


The  West  Virginia  Medical  Journal 


ZNjovember,  1935 


COUNTY  SOCIETY  NEWS 


McDowell  county 

At  a recent  special  meeting  of  the  McDowell 
County  Medical  Society  a resolution  prepared  by 
Drs.  J.  Howard  Anderson,  J.  C.  Killey  and  H.  G. 
Camper  on  the  death  of  Dr.  William  Lewis  Peck 
was  adopted  and  submitted  to  the  Journal  for 
publication.  Dr.  Peck,  widely  known  McDowell 
county  physician,  died  at  his  home  at  Coalwood  on 
August  30.  The  resolution  adopted  by  the  Mc- 
Dowell society  follows: 

Whereas,  The  Great  Physician,  in  His  superior 
wisdom,  has  deemed  it  best  to  call  William  Lewis 
Peck,  M.  D.  from  his  labors  here  to  fields  of  greater 
usefulness  beyond  the  veil,  and 

Whereas,  We,  his  fellow  members  of  Mc- 
Dowell County  Medical  Society,  loved  and  es- 
teemed him  greatly  because  of  his  kindly  spirit,  his 
genial  fellowship,  and  his  faithful  devotion  to  the 
healing  art; 

Therefore , be  it  Resolved  by  the  McDowell 
County  Medical  Society  in  Memorial  A ssembly , 
That  we  thus  do  homage  to  him,  our  fellow  mem- 
ber and  past  president,  for  his  life’s  work  among  us 
of  kindly,  gentle  service  on  behalf  of  suffering  hu- 
manity ; 

That  we  thus  formally  extend  our  heartfelt  sym- 
pathy to  his  bereaved  wife  and  his  relatives,  com- 
mending them  to  the  sustaining  grace  and  healing 
compassion  of  The  Great  Physician; 

'That  we  authorize  this  expression  of  our  senti- 
ments to  be  officially  conveyed  to  them,  spread  upon 
our  minutes,  and  sent  to  the  West  Vigrinia  State 
Medical  Journal. 


CAHELL  COUNTY 

Dr.  Walter  E.  Vest,  Huntington,  was  elected 
president  of  the  Cabell  County  Medical  Society  at 
the  meeting  held  in  the  Pritchard  Hotel  on  October 
10.  Dr.  Vest  succeeds  Dr.  Ray  M.  Bobbitt,  who 
has  just  completed  a most  successful  year.  Dr.  R. 
M.  Wylie  was  elected  vice  president;  Dr.  Chauncey 
B.  Wright,  secretary,  and  Dr.  Edwin  Humphries, 
treasurer. 

The  guest  speaker  at  the  meeting  on  October  10 
was  Dr.  William  J.  Engel  of  the  Cleveland  Clinic 
who  gave  an  interesting  lecture  on  “Diagnosis  and 
Treatment  of  Cystitis  in  the  Female.”  Discussion 
was  opened  by  Dr.  G.  G.  Irwin,  Charleston. 

A buffet  supper  in  honor  of  visiting  physicians 


attending  the  State  Health  Conference  was  spon- 
sored by  the  Cabell  Society  at  the  Hotel  Pritchard 
at  8:30  o’clock  on  the  evening  of  October  28. 
There  was  a good  turnout  and  a most  enjoyable 
evening  was  spent. 

Chauncey  B.  Wright,  Secretary. 

HARRISON  COUNTY 

Harrison,  Monongalia  and  Marion  county  socie- 
ties held  a tri-county  meeting  at  the  Stonewall  Jack- 
son  Hotel,  Clarksburg,  on  October  3,  1935.  The 
meeting  was  preceded  by  dinner. 

Dr.  Harvey  G.  Beck  of  Baltimore  spoke  on  the 
subject  of  “Chronic  Carbon  Monoxide  Anocemia.” 
This  subject  was  received  with  much  interest  and 
was  discussed  by  Dr.  A.  H.  Stevens  of  Fairmont 
and  Dr.  F.  R.  Whittlesey  of  Morgantown. 

Dr.  Albert  E.  Goldstein  of  Baltimore  was  the 
other  essayist.  His  subject  was  “Nephralgia — 
Symptomatology,  Diagnosis  and  Treatment.”  Mo- 
tion pictures  and  lantern  slides  were  used  to  illus- 
trate his  paper.  Dr.  T.  Jud  McBee  of  Morgan- 
town and  Dr.  Smith  of  Fairmont  and  Dr.  Brake 
of  Clarksburg  were  the  discussants  of  Dr.  Gold- 
stein’s paper. 

Dr.  Franklin  H.  Reeder  of  Charleston,  acting 
director  of  the  Division  of  Vital  Statistics,  spoke  to 
the  group  concerning  the  filing  of  birth  and  death 
certificates  with  the  bureau. 

A large  number  of  doctors  from  the  three  above 
named  county  societies  were  present. 

Creed  C.  Greer,  Secretary. 


OHIO  COUNTY 

The  first  fall  meeting  of  the  Ohio  County  Med- 
ical Society  was  held  in  the  solarium  of  the  Ohio 
Valley  General  Hospital,  September  27,  1935. 
The  meeting  was  called  to  order  at  8:40  p.  m.  by 
the  president,  Dr.  Russell  Bond. 

Dr.  Bond  announced  the  appointment  of  a com- 
mittee for  cooperation  in  the  administration  of  the 
free  clinics  and  dispensaries  of  this  district.  The 
committee  is  as  follows:  H.  B.  Copeland,  chair- 
man; John  T.  Thornton,  Geo.  L.  Vieweg,  A.  L. 
Jones,  Howard  T.  Phillips  and  W.  S.  Webb. 

The  secretary  announced  the  election  of  the  fol- 
lowing men  to  the  Ohio  County  Medical  Society: 
Dr.  John  Herman  Murphy  and  Dr.  Geo.  E. 
Strobel. 

A notice  was  read  from  the  Monongalia  Society 
inviting  the  members  of  this  society  to  a meeting 
on  Tuesday,  October  1,  1935. 
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The  scientific  paper  of  the  evening  was  presented 
by  Dr.  Joseph  Earl  Moore  of  Johns  Hopkins  Hos- 
pital, Baltimore,  Md.  Dr.  Moore  discussed  in  a 
most  interesting  fashion  the  conclusions  of  the  co- 
operative clinic  committee  on  the  study  of  the  re- 
sults of  different  modes  of  treatment  of  early 
syphilis.  The  data  so  obtained  indicated  quite  clear- 
ly that  a continuous  mode  of  treatment  extending 
over  fifteen  to  eighteen  months  assures  ultimately 
the  best  results.  In  closing,  Dr.  Moore  emphasized 
the  relationship  of  the  treatment  of  this  important 
infectious  disease  to  public  health  in  general.  The 
paper  was  discussed  by:  Drs.  A.  L.  Jones,  Howard 
T.  Phillips,  H.  B.  Copeland,  Robert  Snyder,  John 
Kerr,  William  Sheppe  and  Dr.  Covert. 

Sixty  members  and  guests  were  present. 

The  second  regular  meeting  of  the  Ohio  County 
Medical  Society  was  held  in  the  solarium  of  the 
Ohio  Valley  General  Hospital,  September  27,  1935. 
The  meeting  was  called  to  order  at  9 o’clock  p.  m. 
by  the  president,  Dr.  Russell  Bond. 

The  secretary  read  a letter  from  Dr.  R.  M. 
Pedicord,  city  health  commissioner,  requesting  the 
appointment  of  a commission  with  members  repre- 
senting Council,  the  County  Commissioners,  the 
Medical  and  Dental  societies.  The  purpose  of  this 
commission  is  to  confer  with  the  health  department 
in  all  matters  of  policy.  This  letter  was  referred  to 
the  appropriation  committee.  A letter  was  also  read 
from  Dr.  B.  H.  Swint  informing  the  society  of 
funds  which  are  available  for  the  physical  rehabilita- 
tion of  those  on  relief.  A fee  schedule  was  ap- 
pended. 

The  scheduled  speaker  for  the  evening,  Dr.  Wil- 
liam Reinhoff,  Jr.,  of  Baltimore,  was  unable  to 
appear  due  to  the  sudden  illness  of  his  father.  Dr. 
Joseph  Barach,  director  of  the  out-patient  depart- 
ment of  the  University  of  Pittsburgh,  substituted. 

Dr.  Barach  presented  an  excellent  paper  entitled, 
“Some  Aspects  of  Hypyertension.”  Among  those 
who  took  part  in  the  discussion  of  Dr.  Barach’s 
paper  were  Dr.  D.  A.  MacGregor,  Dr.  H.  Sauder 
and  Dr.  A.  H.  Stevens  of  Fairmont,  W.  Va. 

Fifty-eight  members  and  guests  were  present. 

W.  M.  Sheppe,  Secretary. 


KANAWHA  COUNTY 

The  regular  monthly  meeting  of  the  Kanawha 
Medical  Society  was  held  at  the  Daniel  Boone 
Hotel,  Charleston,  at  eight  o’clock  on  the  evening 
■of  October  8,  with  an  excellent  attendance.  The 


essayist  of  the  evening  was  Dr.  George  M.  Curtis, 
Professor  of  Surgery  at  Ohio  State  University,  Col- 
umbus, who  talked  on  “Collapse  Therapy  in  the 
Treatment  of  Pulmonary  Tuberculosis.”  Discus- 
sion was  opened  by  Dr.  George  Evans,  Clarksburg, 
and  Dr.  W.  L.  Cooke,  Charleston. 

A light  buffet  luncheon  was  served  at  the  close 
of  the  meeting,  in  honor  of  the  speaker  and  a num- 
ber of  visiting  doctors  from  nearby  societies. 

P.  A.  Tuckwiller,  Secretary . 


FAYETTE  COUNTY 
Dr.  John  A.  Kolmer,  director  of  the  Research 
Institute  of  Cutaneous  Medicine,  Philadelphia,  was 
the  scientific  essayist  at  the  October  1 7 meeting  of 
the  Fayette  County  Medical  Society  which  was  held 
at  Conley  Hall,  Montgomery,  at  eight  o’clock.  Dr. 
Kolmer’s  subject  was  “Infection  Immunity  and 
Vaccination  in  Infantile  Paralysis.” 

There  was  a splendid  attendance  at  this  meeting 
and  much  discussion  of  Dr.  Kolmer’s  paper.  A num- 
ber of  doctors  from  neighboring  societies  attended. 

Ralph  Hogshead,  Secretary . 


CENTRAL  WEST  VIRGINIA 
The  regular  quarterly  meeting  of  the  Central 
West  Virginia  Medical  Society  was  held  at  the 
Rotary  Club  rooms,  Buckhannon,  on  Saturday  eve- 
ning, October  26,  with  an  excellent  attendance. 
Dinner  was  served  to  the  doctors  and  their  wives 
at  seven  o’clock,  after  which  the  business  and  scien- 
tific program  was  taken  up. 

The  guest  speakers  of  the  evening  were  Dr. 
Amos  H.  Stevens,  secretary  of  the  Marion  County 
Medical  Society,  and  Dr.  C.  M.  Ramage,  super- 
intendent of  the  Fairmont  Emergency  Hospital, 
both  of  Fairmont. 

Eugene  S.  Brown,  Secretary. 


LOGAN  COUNTY 

The  regular  October  meeting  of  the  Logan 
County  Medical  Society  was  held  at  the  Logan 
General  Hospital  on  Wednesday  evening,  October 
16.  Dr.  V.  V.  Smith,  Ironton,  Ohio,  was  the  guest 
speaker  for  the  evening  and  gave  a very  interesting 
talk  on  “The  Injection  Treatment  of  Hemorr- 
hoids.” 

Dr.  F.  E.  Brammer,  Dehue,  opened  a discussion 
on  contract  practice  relative  to  the  type  that  ap- 
peared in  the  May  issue  of  the  Journal. 

E.  H.  Starcher,  Secretary . 
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PARKERSBURG  ACADEMY 
The  regular  monthly  meeting  of  the  Academy 
of  Medicine  of  Parkersburg  was  held  at  the  City 
Hospital  at  8:30  o’clock  on  the  evening  of  October 
3,  1935.  Dr.  Walter  Warren  Point  of  Charleston 
was  the  guest  speaker  on  the  subject,  “Care  of  the 
Perineum  During  Labor.”  His  paper  brought  out 
much  interesting  discussion. 

Following  the  scientific  and  business  program,  a 
buffet  luncheon  was  served  to  the  members  and 
visitors  present. 

Welch  England,  Secretary. 


MONONGALIA  COUNTY 
Dr.  David  H.  Ruben  of  Washington,  Pennsyl- 
vania, was  the  guest  speaker  at  the  October  1 meet- 
ing  of  the  Monongalia  County  Medical  Society 
which  was  held  at  the  Hotel  Morgan,  Morgantown. 
His  subject  was  “Ureteral  Calculi”,  which  was  pre- 
sented in  a most  interesting  and  instructive  manner. 

A dinner  for  members  and  guests  was  served  by 
the  hotel  at  six  o’clock,  and  this  was  followed  by 
the  presentation  of  Dr.  Ruben’s  paper. 

Ralph  Maxwell,  Secretary. 


GREENBRIER  VALLEY 
Dr.  Andrew  E.  Amick  and  Dr.  W.  P.  Black  of 
Charleston  were  the  guest  speakers  at  the  meeting 
of  the  Greenbrier  Valley  Medical  Society  which 
was  held  on  October  15  at  Ronceverte.  A good 
attendance  was  on  hand  and  the  meeting  was  called 
to  order  at  7:30  o’clock  by  Dr.  R.  F.  Baer,  presi- 
dent. 

Dr.  Amick’s  paper  was  on  “Infant  Feeding”  and 
Dr.  Black  talked  on  the  “Treatment  of  Hem- 
orrhoids.” Both  papers  were  discussed  at  some 
length  by  the  members  present. 

A.  G.  Lanham,  Secretary. 


HEALTH  OF  NAVY 

The  U.S.S.  Relief  is  the  only  unit  of  the  fleet 
that  has  ever  been  especially  designed,  built,  equipped 
and  operated  as  a hospital  ship,  according  to  Beulah 
France,  R.N.,  who,  in  the  October  Hygeia , writes 
on  “The  Health  of  Our  Navy  at  Sea.” 

In  addition  to  the  facilities  provided  by  the  Relief , 
each  ship  in  the  fleet  has  its  sick-bay  in  charge  of 
two  medical  officers,  a senior  and  a junior  doctor. 
Each  vessel  has  also  a highly  qualified  dentist.  Op- 
erating rooms  are  conveniently  arranged  and  well 
equipped. 


GENERAL  NEWS 


W.  VA.  TUBERCULOSIS  MEETING 

Explaining  that  tuberculosis  causes  more  deaths 
between  the  ages  of  15  and  45  years  than  any  other 
disease,  Dr.  G.  Ralph  Maxwell,  president  of  the 
West  Virginia  Tuberculosis  and  Health  Associa- 
tion, declared  in  his  annual  address  at  Morgan- 
town, September  5,  that  tuberculosis  is  still  the 
greatest  health  problem  in  the  state  and  nation. 
He  described  the  intensive  educational  campaigns 
that  have  been  conducted  every  year  since  1928 
under  the  direction  of  the  national,  state  and  local 
tuberculosis  associations  and  attributed  much  of  the 
progress  made  in  West  Virginia  to  our  active  partici- 
pation in  that  program. 

At  the  dinner  meeting  held  in  cooperation  with 
the  Monongalia  County  Medical  Society,  Dr.  C.  L. 
Hyde,  superintendent  of  the  Edwin  Shaw  Sana- 
torium, East  Akron,  Ohio,  gave  an  illustrated  lect- 
ure on  “Heliotherapy  in  the  Treatment  of  Tuber- 
culosis,” pointing  out  that  this  method  should  be 
used  with  considerable  caution  otherwise  the  results 
are  not  likely  to  be  beneficial. 

An  interesting  session  was  devoted  to  the  rehab- 
ilitation of  sanatorium  patients.  Discussing  the 
“Therapeutic  Value  of  Social  and  Vocational  Guid- 
ance”, Dr.  David  Salkin  of  the  Hopemont  medical 
staff,  stated  that  this  type  of  program  is  much  needed 
to  help  patients  complete  a successful  cure  because 
social  and  occupational  activities  suited  to  their  phy- 
sical condition  contribute  much  to  make  patients 
contented  during  the  many  months  necessary  for 
them  to  remain  in  bed.  Mrs.  B.  D.  Burhoe,  re- 
habilitation secretary  for  the  National  Tuberculosis 
Association  praised  the  efforts  made  during  the 
present  year  in  West  Virginia  to  demonstrate  at 
Hopemont  and  Pinecrest  the  value  of  rehabilitation 
work.  She  stated  that  a survey  and  diagnosis  of  67 
patients  at  Hopemont  and  Pinecrest  indicate  that 
many  need  and  should  be  given  education  and 
training  to  prepare  them  to  become  self-supporting 
after  they  get  well.  Miss  Adele  Shiman  also  of  the 
national  staff  explained  how  the  rehabilitation 
bureau  of  the  State  Education  Department  and  the 
county  tuberculosis  associations  may  cooperate  in 
assisting  in  the  education  and  training  of  patients 
who  have  a favorable  prognosis. 

Dr.  Dorsey  Brannon  of  Morgantown  read  a 
paper  on  “Some  Surgical  Procedures  in  Tuberculo- 
sis”, explaining  the  techniques  in  thoracoplasty  by 
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the  removal  of  section  of  the  ribs,  and  in  phrenic- 
ectomy  by  cutting  of  the  phrenic  nerve. 

Dr.  R.  C.  Farrier,  health  officer  for  Monongalia 
county,  discussed  “The  Present  Status  of  Tuber- 
culosis” and  expressed  the  opinion  that  the  tuber- 
culosis clinics,  the  county  sanatorium  and  the  pre- 
ventorium recently  established  are  responsible  for 
more  public  interest  in  the  control  of  tuberculosis 
and  that  the  trend  of  the  death  rate  is  downward. 

Dr.  F.  T.  Scanlon  of  Morgantown  was  the 
toastmaster  at  the  dinner  meeting.  Other  physi- 
cians participating  in  the  various  sessions  were  Dr. 
George  F.  Evans,  Clarksburg;  Dr.  O.  F.  Covert, 
Moundsville;  Dr.  Harriet  B.  Jones,  Glendale;  Dr. 
E.  E.  Clovis  and  Dr.  Andrew'  Wilson,  Wheeling. 

Dr.  Maxwell  and  Dr.  Evans  were  reelected 
president  and  vice  president  of  the  association  and 
Dr.  Covert  and  Dr.  G.  H.  Barksdale,  Charleston, 
were  reappointed  on  the  executive  committee. 

At  a meeting  of  the  board  of  directors  a resolu- 
tion was  adopted  in  tribute  to  the  services  of  the 
late  Dr.  R.  D.  Roller,  Jr.  Another  resolution  dis- 
couraging the  use  of  the  seal  method  of  financing  by 
other  health  and  social  agencies  was  adopted. 
Committees  were  authorized  for  the  further  study 
of  the  problems  of  rehabilitation  and  of  the  financial 
responsibility  and  additional  facilities  for  sanatorium 
treatment. 


FEDERAL  COMPENSATION 

As  a unit  of  the  Works  Progress  Administration, 
the  Federal  government  has  set  up  a special  com- 
pensation program  to  provide  lost-time  compensation 
and  reimbursement  for  medical  and  hospital  service 
provided  for  WPA  employees  injured  while  at 
work  on  WPA  projects. 

This  phase  of  the  WPA  program  is  administered 
by  the  LTnited  States  Employees’  Compensation 
Commission  in  Washington,  with  a state  compen- 
sation officer  as  its  agent  in  every  state.  Mr.  C.  L. 
Heaberlin  performs  that  function  in  West  Virginia, 
and  his  offices  are  located  in  Charleston,  204  Small- 
ridge  Building,  Quarrier  Street. 

A special  fee  schedule,  uniform  throughout  the 
United  States,  has  been  set  up  for  hospitalization, 
and  this  schedule  has  been  forwarded  to  all  hospitals 
by  Mr.  Heaberlin.  The  basis  for  reimbursement  of 
doctors  treating  WPA  compensation  cases  is  the 
minimum  charge  made  for  the  type  of  service  ren- 
dered in  the  community  in  which  the  doctor  prac- 
tices. 

The  traditional  degree  of  “red  tape”  involved  in 


securing  reimbursement  from  the  Federal  govern- 
ment for  services  rendered  again  prevails  with  ref- 
erence to  the  WPA  compensation  program.  Mr. 
Heaberlin  has  promised  complete  cooperation  of  his 
field  representatives  with  doctors  and  hospitals  in 
the  matter  of  assisting  them  to  prepare  necessary 
vouchers,  but  the  entire  program  is  new  and  the  de- 
gree of  efficiency  of  the  WPA  compensation  staff 
in  West  Virginia  is  limited  by  the  experience  its 
members  have  had  thus  far  in  administering  this 
program. 

Both  the  West  Virginia  State  Medical  Associa- 
tion and  the  Hospital  Association  of  West  Virginia 
are  cooperating  with  Mr.  Heaberlin’s  office  in  an 
effort  to  see  that  the  hospitals  and  the  doctors  are 
properly  appraised  of  procedure  through  the  var- 
ious bulletins  which  emanate  from  Washington. 

Mr.  C.  B.  Riddle,  P.  O.  Box  442,  Washington, 
I).  C.,  formerly  a supervising  auditor  for  the  U.  S. 
Employees’  Compensation  Commission,  has  prepared 
a manual  of  instructions  to  physicians  and  hospitals 
for  submitting  charges  in  Federal  injury  cases, 
which  he  is  making  available  to  all  who  desire  copies 
for  the  sum  of  one  dollar  each. 

Both  medical  and  hospital  bills  are  to  be  sub- 
mitted on  U.  S.  Compensation  Commission  Form 
S-69,  copies  of  which  will  be  provided  by  Mr.  Hea- 
berlin’s office,  or  by  his  field  representatives.  It  is 
necessary  that  all  hospitals  and  doctors  providing 
services  for  WPA  compensation  cases  have  an  ade- 
quate supply  of  these  forms,  as  they  must  bear  the 
signature  of  the  patient,  and  the  signature  of  the 
payee.  All  charges  must  be  submitted  on  this  form; 
and  each  case  must  be  submitted  on  a separate  form. 

Both  the  doctor  and  the  hospital  must  secure 
authorization  of  the  local  compensation  representa- 
tive for  treatment,  examination  or  diagnosis.  Form 
CA-16  is  used  by  the  person  authorizing  examina- 
tion and  treatment.  Form  CA-17  is  used  by  the 
person  authorizing  diagnosis  only.  In  either  event, 
one  or  the  other,  or  both  of  these  forms  must  be 
attached  to  Voucher  Form  S-69  upon  which  the 
charges  are  itemized,  and  both  the  form  showing 
authorization  and  Form  S-69  must  be  submitted 
together  when  reimbursement  is  sought.  When 
completed,  these  forms  will  be  submitted  to  the  local 
compensation  representative  or  field  man,  or  direct 
to  the  state  compensation  officer,  Mr.  Heaberlin.  It 
will  then  be  checked  and  sent  to  the  U.  S.  Em- 
ployees’ Compensation  Commission  in  Washington 
for  payment.  All  checks  for  reimbursement  will  be 
mailed  direct  to  the  doctor  or  hospital  from  W ash- 
ington. 
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W.  VA.  HOSPITAL  DIRECTORY 


West  Virginia’s  Hospitalization  Facilities 

Total  hospitals  and  sanatoriums  in  W.  Va. . . 82 

General  hospitals  66 


Non-profit  private  . . . . 

19 

Private  profit 

37 

Governmental  

10 

Federal  

1 

State  

3 

County  

3 

Municipal  

3 

Tuberculosis  sanatoriums 

....  7 

Non-profit  private  . . . . 

2 

Governmental  

5 

State  

3 

County  

2 

Mental  institutions  

5 

Governmental  

5 

State  

5 

Special  institutions  

4 

Non-profit  private  . . . . 

3 

Governmental  

1 

State  

1 

Bed  Capacities 

Total  bed  capacities 

9.846 

General  hospitals  (66)  . . 

. . . .4,91 1 

Non-profit  private  (19) 

1,880 

Private  profit  (37)  ...  . 

2,339 

Governmental  (10)  .. 

692 

Federal  (1)  

210 

State  (3)  

240 

County  (3) 

107 

Municipal  (3)  

135 

Tuberculosis  sanatoriums  ( 7 ) . 

....  775 

Non-profit  private  (2) 

78 

Governmental  (5)  . . . 

697 

State  (3) 

648 

County  (2)  

49 

Mental  institutions  (5)  . . 

. . . .4,022 

Governmental  (5)  . . . 

. . .4,022 

Special  institutions  (4)  .... 

138 

Non-profit  private  (3) 

109 

Governmental  ( 1 ) . . . 

29 

State  ( 1 ) 

29 

Total  number  of  nurses’  training  schools.  . . 33 


Meaning  of  Symbols 

(a)  Approved  by  American  College  of  Surgeons; 
(pa)  Provisionally  approved; 

* Maintain  nurses’  training  schools  approved  by 
the  State  Board  of  Examiners  for  Nurses; 

(op)  Maintain  separate  out-patient  department; 
(x)  Approved  for  general  internship  by  the 
Council  on  Medical  Education  and  Hospitals  of  the 
American  Medical  Association; 

(v)  Approved  for  certain  residencies  in  special- 
ties for  graduates  in  medicine  who  have  already  had 
a general  internship  or  its  equivalent  in  private  prac- 
tice, by  the  Council  on  Medical  Education ; 

(col.)  Colored. 

There  are  three  general  classifications; 

Gov.  — Governmental;  Prop.  — Proprietary; 
NonP. — Non-profit  sharing. 

Under  these  three  general  classifications  there 
are  distinct  types  of  ownership  and  operation: 
Governmental:  Fed. — Federal  owned;  State — 
State  owned;  County — County  owned;  City — 
Municipally  owned. 

Non-Profit  Sharing:  Church — Owned  by  some 
church  denomination;  NPAssn. — Non-profit  asso- 
ciation; NPCorp. — Non-profit  corporation. 

Proprietary:  Indv.  — Individual  ownership; 

Corp. — Corporation  unrestricted  as  to  profit;  Part. 
—Partnership. 


GENERAL  HOSPITALS 

Beckley  (Raleigh  County)  — 

Beckley  Hospital  (a)  (Prop. -Part.)  — 155 

beds. 

Dr.  J.  H.  McCulloch  and  Dr.  A.  U.  Tieche, 
partners;  Dr.  McCulloch,  superintendent. 

Raleigh  General  Hospital * (a)  (op)  (Prop.- 
Corp.) — 55  beds. 

Dr.  R.  G.  Broaddus,  president  and  chief  sur- 
geon; Dr.  J.  E.  McKenzie,  vice  president;  Dr.  K. 
M.  Jarrell,  secretary;  Dr.  Robert  Wriston,  treas- 
urer; Miss  Margaret  E.  Talieferro,  R.  N.,  super- 
intendent of  nurses. 

BLUEFIELD  (Mercer  County)  — 

Bine  field  Sanatorium  (a)  (op)  (Prop. -Corp.) 
— 110  beds. 

Dr.  J.  Francke  Fox,  president;  Dr.  Wade  H.  St. 
Clair,  vice  president  and  chief  surgeon;  Dr.  R.  O. 
Rogers,  secretary  and  treasurer;  Miss  Helene 
Grotte,  R.  N.,  superintendent  of  nurses. 
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Brown  Hospital*  (col.)  ( Prop. -Inch  .) — 40 

beds. 

Dr.  William  A.  Brown,  owner,  superintendent 
and  chief  surgeon. 

Providence  Hospital  (col.)  (Prop. -Indv.) — 
25  beds. 

Mrs.  M.  P.  Rogers,  superintendent. 

St.  Luke's  Hospital*  (a)  (op)  (Prop.-Corp.) 
—83  beds. 

Dr.  C.  M.  Scott,  president  and  chief  surgeon; 
Dr.  T.  E.  Vass,  vice  president;  S.  D.  Frantz,  sec- 
retary and  treasurer;  Miss  Gertrude  Hughes,  R. 
N.,  superintendent  of  nurses. 

BUCKHANNON  (Upshur  County)  — 
Buckhannon  City  Hospital  (Prop. -Part.) — 35 

beds. 

Dr.  J.  A.  Rusmisell,  partner  and  chief  surgeon; 
Fred  H.  Rusmisell,  partner;  Gwen  Lovelace,  part- 
ner and  superintendent  of  nurses. 

St.  Joseph's  Hospital  (pa)  (NonP. -Church) 
— 36  beds. 

(Owned  and  operated  by  Pallotine  Sisters  of 
the  Catholic  Church).  Sister  M.  Hedwige,  superior, 
superintendent;  Dr.  Basil  L.  Page,  chief  surgeon. 

Charleston  (Kanawha  County)  — 
Charlesto?i  General  Hospital*  (a)  (x)  (v) 
(op)  (Prop.-Corp.) — 185  beds. 

Dr.  John  E.  Cannaday,  president  and  chief  sur- 
geon; C.  F.  Runyon,  treasurer  and  business  man- 
ager; Dr.  E.  Bennette  Henson,  secretary;  Miss 
Alma  C.  Corbitt,  R.  N.,  superintendent  of  nurses. 

Kanawha  Valley  Hospital*  (a)  (op)  (Prop.- 
Corp.) — 110  beds. 

Dr.  E.  F.  Gott,  president;  Dr.  G.  B.  Capito, 
vice  president;  Dr.  W.  W.  Point,  secretary  and 
treasurer;  E.  A.  Groves,  business  manager;  Dr. 
G.  C.  Schoolfield,  chief  surgeon;  Miss  Anna  H. 
Bessler,  R.  N.,  superintendent  of  nurses. 

McMilla?i  Hospital * (a)  (op)  (Prop.-Corp.) 
— 100  beds. 

T.  Harvey  McMillan,  president  and  business 
manager;  Leroy  Allebach,  vice  president;  Miss 
Bertie  Adams,  secretary  and  treasurer;  Dr.  W.  A. 
McMillan,  superintendent  and  chief  surgeon;  Miss 
Sara  Hamilton,  R.  N.,  superintendent  of  nurses. 

Mountain  State  Hospital*  (a)  (op)  (Prop.- 
Corp.) — 100  beds. 

Dr.  R.  A.  Ireland,  president;  Dr.  W.  P.  Black, 
treasurer;  Dr.  John  W.  Moore,  superintendent; 
Dr.  R.  H.  Walker,  chief  surgeon;  Charles  C. 


Warner,  business  manager;  Miss  Mabel  C.  Fuller, 
R.  N.,  superintendent  of  nurses. 

St.  Francis  Hospital*  (a)  (op)  NonP. -Church 
— 100  beds. 

(Owned  and  operated  by  the  Sisters  of  St. 
Joseph  of  the  Catholic  Church).  Sister  M.  Adelaide 
Bierwiler,  president  and  superintendent;  Sister  M. 
Aquinas  Fitzpatrick,  vice  president;  Sister  M. 
Theda  Ahearn,  treasurer;  Sister  M.  de  Lelis  Man- 
ley,  secretary;  Sister  M.  Magdalen  Walsh,  member 
of  directing  board;  Dr.  B.  H.  Swint,  chief  surgeon. 

Salvation  Army  Hospital  (op)  (NonP.- 
Church) — 30  beds. 

Dr.  Philip  Preiser,  medical  director;  Miss  Mary 
Peebles,  R.  N.,  superintendent. 

Staats  Hospital  (op)  (Prop.-Indv.) — 45  beds. 
Dr.  H.  H.  Staats,  owner  and  medical  superin- 
tendent; E.  R.  Staats,  business  manager. 

CHARLES  Town  (Jefferson  County)  — 
Charles  Town  General  Hospital  (NonP.-NP 
Assn.) — 20  beds. 

Miss  Mary  P.  Dale,  R.  N.,  superintendent. 

CLARKSBURG  (Harrison  County)  — 

St.  Mary's  Hospital*  (a)  (NonP. -Church)  — 
150  beds. 

(Owned  and  operated  by  the  Sisters  of  St. 
Toseph  of  the  Catholic  Church).  Sister  M.  de  Sales, 
R.  N.,  superintendent;  Dr.  R.  J.  Nutter,  president 
of  the  staff;  Miss  Mary  G.  Frazier,  R.  N.,  super- 
intendent of  nurses. 

Union  Protestant  Hospital*  (a)  (NonP.- 
NPAssn.) — 62  beds. 

Paul  S.  Horner,  president;  Dr.  Frank  V.  Lang- 
fitt,  vice  president;  Dr.  J.  F.  Williams  and  Dr.  H. 
E.  Sloan,  members  of  the  board  of  directors;  J. 
Wesley  Law,  secretary  and  treasurer;  Dr.  H.  E. 
Sloan,  chief  surgeon;  Miss  Harriette  E.  Drain,  R. 
N.,  superintendent  of  the  Hospital  and  superinten- 
dent of  nurses. 

East  Rainelle  (Greenbrier  County)- — - 
East  Rainelle  General  Hospital  (Prop. -Part.) 
— 35  beds. 

Dr.  C.  C.  Jackson,  superintendent  and  medical 
director. 

ELKINS  (Randolph  County)  — 

Elkins  City  Hospital*  (a)  (op)  (Prop.-Corp.) 
— 50  beds. 

A.  M.  Fredlock,  president;  Dr.  A.  P.  Butt,  Sr., 
secretary,  superintendent  and  chief  surgeon;  Flora 
Alma  Knutti,  R.  N.,  superintendent  of  nurses. 
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Davis  Memorial  Hospital * (a)  (op)  (NonP.- 
NPAssn.)— 112  beds. 

Mrs.  Katherine  Hitt,  president;  Thomas  Davis 
Lee,  secretary  and  treasurer;  Miss  Frances  Camp- 
ion, assistant  secretary-treasurer  and  superintendent 
of  nurses;  Dr.  B.  I.  Golden,  superintendent  and 
chief  surgeon. 

FAIRMONT  (Marion  County)  — 

Cook  Hospital*  (a)  (op)  (NonP.-NPAssn.) 
— 100  beds. 

H.  H.  Rose,  president;  T.  I.  Brett,  vice  presi- 
dent; M.  R.  Frantz,  secretary;  Dr.  L.  D.  Howard, 
treasurer;  Brooks  Deveny  and  Mrs.  E.  F.  Hartley, 
members  of  the  Board  of  Trustees;  Miss  Marie 
Robertson,  R.  N.,  superintendent  of  the  hospital 
and  superintendent  of  nurses. 

Fairmont  Emergency  Hospital*  (a)  (op) 
(Gov’t.-State) — 65  beds. 

Dr.  C.  M.  Ramage,  superintendent. 

GRAFTON  (Taylor  County)  — 

Grafton  City  Hospital  (Gov’t. -City) — 20 

beds. 

Miss  Ruby  Graham,  R.  N.,  superintendent. 

GLENDALE  (Marshall  County)  — 

Reynolds  Memorial  Hospital*  (a)  (op) 

(NonP. -Church) — 90  beds. 

(Owned  and  operated  by  the  Episcopal  Church). 
Rt.  Rev.  W.  L.  Gravatt,  D.  D.,  president  of  the 
Board;  Archdeacon  B.  M.  Spurr,  D.  D.,  general 
manager  and  trustee;  Col.  }.  D.  Burley,  secretary; 
B.  F.  Hodgman  and  A.  C.  Spurr,  members  of  the 
Board  of  Trustees;  Dr.  B.  F.  Bone,  chief  surgeon; 
Miss  Isabella  W.  White,  R.  N.,  superintendent  of 
nurses. 

HlNTON  (Summers  County)  — 

Hinton  Hospital*  (a)  (op)  (Prop.-Corp.)  — 
75  beds. 

Dr.  W.  L.  VanSant,  president  and  chief  sur- 
geon; Dr.  R.  G.  Broaddus,  secretary  and  treas- 
urer; Mrs.  Dorothy  K.  Abbott,  R.  N.,  superin- 
tendent of  nurses. 

HOLDEN  (Logan  County)  — 

Holden  Hospital  (op)  (NonP.-NPAssn.)  — 
40  beds. 

(Owned  and  operated  by  Pond  Creek  Em- 
ployees Association).  Dr.  William  F.  Farley,  med- 
ical superintendent. 

Huntington  (Cabell  County)  — 
Huntington  City  Hospital  (Gov’t. -City) — 30 

beds. 


Chesapeake  & Ohio  Railway  Hospital  (a) 
(x)  (op)  (NonP.-NPAssn.) — 110  beds. 

(Owned  and  operated  by  C.  & O.  Railway  Em- 
ployees’ Association).  Dr.  R.  J.  Wilkinson,  chief  of 
staff;  Miss  Eleanora  D.  Koch,  R.  N.  superinten- 
dent. 

Huntington  Memorial  Hospital*  (a)  (op) 
(Prop.-Corp.)  — 150  beds. 

Dr.  A.  K.  Kessler,  president;  Miss  Ruth  E. 
MacMaster,  vice  president  and  superintendent; 
Dr.  Donald  A.  Kessler,  secretary;  Dr.  H.  D.  Hat- 
field, treasurer  and  chief  surgeon;  Miss  Hazel 
Chase,  R.  N.,  superintendent  of  nurses. 

St.  Mary's  Hospital*  (a)  (op)  (x)  (NonP.- 
Church) — 100  beds. 

(Owned  and  operated  by  Pallotine  Sisters  of 
the  Catholic  Church).  Sister  M.  Carola,  R.  N., 
superintendent  and  superintendent  of  nurses;  Dr. 
W.  C.  Thomas,  president  of  the  staff. 

Veterans'  A dministration  Facility  (a)  ( Gov’t. - 
Fed.) — 210  beds. 

Kenova  (Wayne  County)  — 

Rife  - Ferguson  Hospital  (Prop-Part.)  — 10 

beds. 

Dr.  Jay  W.  Rife,  medical  director;  Dr.  Jack 
W.  Ferguson,  medical  superintendent;  Miss  Flor- 
ence Fry,  R.  N.,  superintendent. 

KEYSER  (Mineral  County)  — 

Potomac  Valley  Hospital*  (pa)  (op)  (Prop.- 
Corp.) — 65  beds. 

Dr.  Thomas  Bess,  president  and  chief  surgeon ; 
Dr.  Robert  W.  Bess,  secretary  and  treasurer;  Mrs. 
Mildred  Strupp,  R.  N.,  superintendent  of  nurses. 

Logan  (Logan  County)  — 

Logan  General  Hospital  (a)  (op)  (Prop.- 
Corp.) — 100  beds. 

Dr.  L.  E.  Steele,  president;  Dr.  W.  E.  Brewer, 
secretary  and  treasurer;  Dr.  L.  W.  Lawson,  vice 
president;  Miss  Martha  Robinette,  R.  N.,  super- 
intendent of  nurses. 

Mercy  Hospital  (op)  (Prop.-Corp.) — 50 

beds. 

Dr.  H.  H.  Farley,  president;  Dr.  H.  D.  Hat- 
field, secretary-treasurer. 

MARLINTON  (Pocahontas  County)  — 
Pocahontas  Memorial  Hospital  ( Gov’t. - 
County) — 22  beds. 

(County  Court  as  Board  of  Directors)  George 
P.  Edgar,  president;  F.  M.  Sydnor,  secretary  and 
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treasurer;  G.  M.  Sharp  and  S.  H.  Hiner,  directors; 
Dr.  H.  C.  Solter,  chief  surgeon;  Mrs.  N.  S.  Wood- 
yard,  superintendent  of  nurses. 

MARTINSBURG  (Berkeley  County)  — 

City  Hospital*  (a)  (NonP.-NPAssn.) — 60 

beds. 

W.  R.  Caskey,  president;  Dr.  Curtis  Power, 
president  of  the  staff;  Dr.  T.  K.  Oates,  superin- 
tendent and  chief  surgeon;  Miss  Blanche  M. 
Young,  R.  N.,  assistant  superintendent  of  the  hos- 
pital and  superintendent  of  nurses. 

King's  Daughters  Hospital*  (a)  (NonP.- 
NPAssn.) — 65  beds. 

Miss  Bessie  I.  Diefenderfer,  R.  N.,  superinten- 
dent. 

Montgomery  (Fayette  County)  — 

Coal  V alley  Hospital*  (a)  (op)  (Prop.- 
Corp.) — 65  beds. 

Dr.  William  R.  Laird,  president  and  medical 
director;  H.  Lane,  secretary  and  treasurer;  B.  F. 
Brugh,  vice  president;  Mrs.  Frances  Bromberg, 
R.  N.,  superintendent  of  nurses. 

Morgantown  (Monongalia  County)  — 

City  Hospital*  (Prop.-Indv.) — 30  beds. 

Dr.  E.  F.  Heiskell,  owner  and  medical  director; 
Miss  Jessie  Robinson,  R.  N.,  superintendent  of 
nurses. 

Monongalia  County  Hospital*  (a)  (Gov’t. - 
County) — 65  beds. 

(County  Court  as  Board  of  Directors)  W.  W. 
Keener,  president;  G.  W.  Tamison  and  F.  M. 
McQuay,  commissioners;  Mrs.  Helen  W.  Rokos, 
superintendent;  Dr.  C.  B.  Pride,  chief  surgeon; 
Miss  Dorothy  Harrison,  R.  N.,  superintendent  of 
nurses. 

McKENDREE  (Fayette  County)  — 
McKendree  Emergency  Hospital  (op)  (Gov’t, 
and  State) — 65  beds. 

Dr.  H.  N.  Reeves,  acting  superintendent. 

MULLENS  (Wyoming  County)  — 

Mullens  Hospital  (op)  (Prop.-Indv.)  — 40 

beds. 

Dr.  Ward  Wylie,  owner  and  medical  director. 

New  Martinsville  (Wetzel  County)  — 
Wetzel  County  Hospital  (Gov’t. -County)  — 
20  beds. 

(County  Court  as  Board  of  Directors).  C.  M. 
Founds,  president;  Charles  Gorby,  vice  president; 


John  Porelich,  secretary;  George  Wood,  treasurer; 
Miss  Ella  Ferguson,  R.  N.,  superintendent. 

OAK  Hill  (Fayette  County)  — 

Oak  Hill  Hospital  (a)  (op)  (Prop. -Part.)  — 
50  beds. 

Dr.  J.  H.  McCulloch  and  Dr.  A.  U.  Tieche, 
partners;  Dr.  P.  E.  Prillaman,  chief  surgeon  and 
superintendent;  Miss  Gaye  Mitchell,  R.  N.,  super- 
intendent of  nurses. 

Parkersburg  (Wood  County)  — 

C amden-Clark  Memorial  Hospital*  (a) 
(Gov’t. -City) — 80  beds. 

Fred  M.  Cochran,  director  of  public  safety,  City 
of  Parkersburg,  director;  Mrs.  Grace  M.  Short,  R. 
N.,  superintendent  of  the  hospital  and  superinten- 
dent of  nurses. 

St.  Joseph's  Hospital * (a)  (op)  (NonP.- 
Church)  — 150  beds. 

(Owned  and  operated  by  the  Sisters  of  St. 
Joseph  of  the  Catholic  Church).  Mother  M.  Feli- 
citas,  president;  Mother  M.  Aquinas,  secretary; 
Mother  M.  Dominic,  superintendent;  Dr.  T.  L. 
Harris,  chief  surgeon;  Sister  M.  Zita,  superinten- 
dent of  nurses. 

Philippi  (Barbour  County)  — 

Myers  Clinic  Hospital  (op)  (Prop. -Part.)  — 
29  beds. 

Dr.  Karl  J.  Myers,  medical  director;  Dr.  Hu 
C.  Myers,  superintendent;  E.  Ray  Denison,  busi- 
ness manager;  Miss  Ethel  Ott,  R.  N.,  superinten- 
dent of  nurses;  Dr.  Hugh  C.  Myers,  chief  surgeon. 

PRINCETON  (Mercer  County)  — 

Mercer  Memorial  Hospital  (a)  (op)  (NonP.- 
NPCorp.) — 50  beds. 

G.  W.  Brown,  president;  Dr.  G.  L.  Todd,  vice 
president  and  chief  surgeon;  R.  A.  Lawrence,  sec- 
retary; Miss  Estella  Vinson,  R.  N.,  superintendent 
of  nurses. 

Princeton  Hospital*  (pa)  (Prop.-Corp.) — 40 

beds. 

Dr.  W.  H.  Wallingford,  president  and  chief  sur- 
geon; Dr.  Fred  F.  Holroyd,  vice  president;  Mrs. 
N.  McIntosh  Noel,  R.  N.,  secretary  and  superin- 
tendent of  nurses. 

RlCHWOOD  (Nicholas  County)  — 

McClung  Hospital  (op)  (Prop.-Indv.)  — 50 

beds. 

Dr.  James  McClung,  president  and  owner;  B. 
B.  Bivens,  secretary;  Miss  Mary  L.  White,  treas- 
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urer  and  superintendent  of  nurses;  Dr.  Paul  Gage- 
by,  chief  surgeon. 

Sacred  Heart  Hospital  (NonP. -Church) — 35 

beds. 

Sister  M.  Callista,  C.  P.  M.,  superior;  Sister  M. 
Ludgera,  superintendent  of  nurses;  Dr.  E.  W. 
Echols,  chief  surgeon. 

RlPLEY  (Jackson  County)  — 

Kessel  Emergency  Hospital  (op)  (Prop.- 
Part.)  — 1 1 beds. 

Dr.  C.  R.  Kessel,  chief  surgeon  and  partner; 
Dr.  Russell  Kessel  and  Dr.  Ray  Kessel,  partners; 
Miss  Chrissie  Rose,  R.  N.,  superintendent  of  nurses. 

RONCEVERTE  (Greenbrier  County)  — 

Greenbrier  Valley  Hospital * (a)  (op)  (Prop.- 
Corp.) — 65  beds. 

Dr.  H.  L.  Goodman,  superintendent  and  chief 
surgeon;  Miss  Ettamae  Newton,  R.  N.,  superin- 
tendent of  nurses. 

SlSTERSVILLE  (Tyler  County)  — 

Sister  sville  General  Hospital  (Prop.-Corp.)  — 
16  beds. 

Miss  Mercedes  Mehl,  R.  N.,  superintendent. 

South  Charleston  (Kanawha  County)  — 
Dunn  Hospital  (op)  (Prop.-Indv.) — 11  beds. 
Dr.  R.  H.  Dunn,  owner  and  chief  surgeon; 
Miss  Mabel  Armstrong,  R.  N.,  superintendent  of 
nurses. 

SPENCER  (Roane  County)  — 

DcPue  Hospital  (Prop.-Indv.)  — 14  beds. 

Dr.  J.  M.  DePue,  owner  and  chief  surgeon. 

WELCH  (McDowell  County)  — 

Grace  Hospital  (a)  (op)  (Prop.-Corp.) — 80 

beds. 

Thomas  H.  S.  Curd,  president;  Mrs.  Grace  H. 
Curd,  vice  president  and  secretary;  Mrs.  Ida  H. 
Hicks,  treasurer;  Henry  Rogers,  assistant  secretary 
and  business  manager;  Dr.  O.  H.  Fulcher,  chief 
surgeon;  Miss  Virginia  Rucker,  R.  N.,  superinten- 
dent of  nurses. 

Stevens  Clinic  (a)  (op)  (Prop.-Corp.) — 112 

beds. 

Dr.  J.  Francke  Fox,  president;  Dr.  Wade  H. 
St.  Clair,  vice  president;  Dr.  R.  O.  Rogers,  sec- 
retary and  treasurer;  Dr.  R.  H.  Edwards,  super- 
intendent and  chief  surgeon. 

IV rich  Emergency  Hospital*  (a)  (op) 
(Gov’t. -State) — 115  beds. 

Dr.  F.  E.  LaPrade,  superintendent. 


WESTON  (Lewis  County)  — 

City  Hospital  (Prop.-Corp.) — 30  beds. 

Dr.  E.  T.  W.  Hall,  president  and  chief  surgeon; 
Mrs.  Beatrice  Grune,  vice  president;  Miss  Mar- 
garet Peterson,  R.  N.,  secretary  and  treasurer; 
Miss  Ella  Rafferty,  R.  N.,  superintendent  of  nurses. 

General  Hospital  of  Weston*  (op)  (Prop.- 
Indv.) — 44  beds. 

Dr.  A.  F.  Lawson,  owner  and  chief  surgeon; 
Miss  Edna  M.  Taylor,  superintendent  of  nurses. 

Wheeling  (Ohio  County)  — 

Ohio  Valley  General  Hospital*  (a)  (x)  (op) 
( NonP. -NP Assn.) — 270  beds. 

W.  M.  Tiernan,  president;  W.  E.  Stone,  first 
vice  president;  Lee  C.  Pauli,  second  vice  president; 
Dr.  T.  F.  Downing,  secretary;  E.  L.  Yager, 
treasurer;  J.  Stanley  Turk,  superintendent;  Miss 
Francis  L.  Wales,  R.  N.,  superintendent  of  nurses; 
Dr.  Jacob  Schwinn,  chief  surgeon. 

Wheeling  Hospital * (a)  (x)  (op)  (NonP.- 
Church)— 300  beds. 

(Owned  and  operated  by  the  Catholic  Diocese 
of  Wheeling).  Rt.  Rev.  J.  J.  Swint,  D.  D.,  presi- 
dent; George  W.  Lutz,  secretary;  George  J. 
Mathison,  and  J.  Adam  Blum,  members  of  the 
Board  of  Trustees;  Sister  M.  Geraldine,  superin- 
tendent; Sister  M.  Stanislaus,  superintendent  of 
nurses;  Dr.  J.  R.  Caldwell,  chief  surgeon. 

Williamson  (Mingo  County)  — 

Williamson  Memorial  Hospital*  (a)  (op) 
(Prop.-Corp.) — 54  beds. 

Dr.  G.  T.  Conley,  president;  Dr.  R.  A.  Salton, 
secretary-treasurer  and  chief  surgeon;  Dr.  G.  B. 
Irvine,  vice  president;  Miss  Mary  C.  Alexander, 
R.  N.,  superintendent  of  nurses. 


TUBERCULOSIS  SANATORIUMS 

BECKLEY  (Raleigh  County)  — 

Pinecrcst  Sanitarium  (Gov’t. -State)  — 143 

beds. 

Dr.  K.  M.  Jarrell,  superintendent. 

CHARLESTON  (Kanawha  County)  — 

Hill  Crest  Sanitarium  ( NonP. -NP Assn. ) — 42 

beds. 

DENMAR  (Fayette  County)  — 

Denmar  Sanitarium  (col.)  (Gov’t. -State)  — 
8 5 beds. 

Dr.  S.  J.  Bampfield,  superintendent. 
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HOPEMONT  (Preston  County)  — 

Hopemont  Sanitarium  (a)  (v)  (Gov’t. - 

State) — 420  beds. 

Dr.  A.  V.  Cadden,  superintendent 


St.  Marys  (Pleasants  County)  — 

W.  Va.  T raining  School  for  Feeble  Minded 
Children  (Gov’t. -State) — 85  beds. 

Dr.  R.  D.  Paden,  superintendent. 


MORGANTOWN  (Monongalia  County)  — 
Eastmont  Sanitarium  (NonP.-NPAssn.) — 36 

beds. 

MOUNDSVILLE  (Marshall  County)  — 
Grandview  Sanitarium  ( Gov’t. -County) — 32 

beds. 

Wheeling  (Ohio  County)  — 

Ohio  County  Tuberculosis  Sanitarium  ( Gov’t. - 
County) — 17  beds. 


MENTAL  INSTITUTIONS 
Huntington  (Cabell  County)  — 

Huntington  State  Hospital  (Gov’t. -State)  — 
945  beds. 

Dr.  C.  T.  Taylor,  superintendent. 

LAKIN  (Mason  County)  — 

Lakin  State  Hospital  (col.)  (a)  ( Gov’t. - 

State) — 500  beds. 

Dr.  G.  W.  Young,  superintendent. 


SPENCER  (Roane  County)  — 

Spencer  State  Hospital  (Gov’t. -State)  — 926 

beds. 

Dr.  G.  D.  Johnson,  superintendent. 

WESTON  (Lewis  County)  — 

Weston  State  Hospital  (Gov’t.  - State)  — 

1,567  beds. 

Dr.  J.  E.  Offner,  superintendent. 


SPECIAL  INSTITUTIONS 

Huntington  (Cabell  County)  — 
Huntington  Orthopedic  Hospital  (NonP.- 
NPAssn.) — 50  beds. 

Dr.  Arthur  S.  Jones,  medical  director;  Miss 
Edith  Miller,  R.  N.,  superintendent. 

Milton  (Cabell  County)  — 

Mor  ris  Memorial  Hospital  for  Crippled  Chil- 
dren (NonP.-NPAssn.) — 32  beds. 

Dr.  Arthur  S.  Jones,  medical  director. 


— THE  — 

DANIEL  BOONE 
HOTEL 


CHARLESTON.  W.  VA. 
Rates  $2.50  up 

Each  Room  with  Bath , Circulating 
Ice  Water  and  Radio 

Roger  S.  Creel,  Managing  Director 

DIRECTION,  AMERICAN  HOTELS  CORPORATION,  N.  Y. 


We  Make 


WASSERMANN,  HECHT-GRADWOHL 
and 

KAHN  TESTS 


on  All  Blood  Specimens 


Clinical  Pathology 
Blood  Chemistry  - Vaccines  - Tissues 
Basal  Metabolism  - Pregnancy  'Lest 


CINCINNATI  BIOLOGICAL 
LABORATORIES 


DR.  A.  FALLER,  Director 

19  West  Seventh  Street  Cincinnati,  Ohio 

Approved  by  the  American  Medical  Association 
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The  New  ANESTHETIC 

FOR  SHORT 

SURGICAL  PROCEDURES 

E V I P A L 

Reg.  U.  S.  Pat.  Off.  & Canada 
Brand  of  CYCLURAL 

SOLUBLE 

(Cyclural  Sodium ) 

W'HIRIY  SECONDS  after  its  intravenous  injection. 

EVIPAL  SOLUBLE  induces  deep  unconsciousness 
with  complete  muscular  relaxation,  and  anesthesia  lasting 
for  1 5 to  20  minutes. 

The  patient  is  quickly  restored  to  normal  after  the 
operation,  with  no  distressing  reactions  (excitement, 
nausea,  vomiting)  or  unpleasant  memories. 

EVIPAL  SOLUBLE  was  subjected  to  exhaustive 
clinical  tests  before  its  introduction.  The  available  litera- 
ture embraces  many  thousands  of  anesthesias. 

Eoipal  Soluble  is  supplied  in  boxes  of  1 
ampule,  1.0  Gm..  with  1 ampule  of 
distilled  water,  per  box. 

WINTHROP  CHEMICAL  CO.,  Inc. 

Pharmaceuticals  of  merit  for  the  physician 

NEW  YORK,  N.  Y.  WINDSOR,  ONT. 

Factories:  Rensselaer,  N.  Y.  — Windsor,  Out. 
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MOUNDSVILLE  (Marshall  County)  — 

IV.  Va.  Penitentiary  Hospital  (Gov’t. -State) 
— 29  beds. 

Dr.  C.  F.  McClintic,  warden. 

Wheeling  (Ohio  County)  — 

Florence  Crittenton  Maternity  Home  (NonP.- 
NPAssn.) — 27  beds. 

WOMAN’S  AUXILIARY 


AUXILIARY  BOARD  MEETING 

The  Executive  Board  of  the  Woman’s  Auxiliary 
to  the  West  Virginia  State  Medical  Association  met 
in  Parkersburg  on  October  5,  1935.  The  meeting 
was  held  at  the  Southern  Tea  Room  with  20  ladies 
in  attendance,  including  officers,  board  members 
and  presidents  and  secretaries  of  county  auxiliaries. 

One  of  the  features  of  the  occasion  was  the  ban- 
quet on  the  evening  of  October  4 at  the  Chancellor 
Hotel,  Parkersburg,  in  honor  of  Mrs.  H.  Bonar 
White  of  Atlanta,  president  of  the  Womans’  Auxil- 
iary to  the  Southern  Medical  Association  and  vice 
president  of  the  Womans’  Auxiliary  to  the  Amer- 
ican Medical  Association,  and  also  in  honor  of  the 
Advisory  Board  of  the  State  Auxiliary. 

Mrs.  S.  M.  Prunty,  State  Auxiliary  president, 
presided  at  the  banquet  and  addresses  were  made  by 
Mrs.  White,  Dr.  R.  H.  Walker,  president  of  the 
West  Virginia  State  Medical  Association,  Dr.  C. 
G.  Morgan,  president-elect;  Dr.  Roy  Ben  Miller, 
chairman  of  the  Advisory  Board;  Mrs.  M.  F. 
Petersen,  immediate  past  president  of  the  Auxiliary; 
Mrs.  V.  E.  Holcombe,  program  chairman  of  the 
National  Auxiliary,  and  Mr.  Joe  W.  Savage,  ex- 
ecutive secretary  of  the  State  Medical  Association. 

Reports  on  Auxiliary  progress  were  made  at  the 
Board  meeting  the  next  morning.  Three  outstand- 
ing accomplishments  reported  were  addresses  ar- 
ranged by  the  Auxiliary  before  the  West  Virginia 
Parent-Teachers’  Congress  at  Charleston  by  Dr. 
W.  W.  Bauer,  director  of  the  Council  on  Medical 
Education  of  the  American  Medical  Association, 
before  the  State  Education  Association  at  Charles- 
ton by  Dr.  J.  H.  J.  Upham,  Columbus,  chairman 
of  the  A.  M.  A.  Board  of  Trustees,  and  before  the 
Parkersburg  Womans’  Club  by  Dr.  W.  R.  Goff 
at  Parkersburg. 

A motion  was  carried  that  all  county  Auxiliary 
programs  be  submitted  to  the  Auxiliary  Advisory 
Board  and  to  the  officers  of  the  various  county  med- 
ical societies  to  familiarize  them  with  the  work  of 
the  State  Auxiliary. 
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ADVANCES  IN  PNEUMOTHORAX* 


‘By  G.  H.  Barksdale,  M.  D. 
Charleston , W.  V a. 


li  Jy  brief  this  evening  is  taken  largely  from 

"the  work  of  Cutler  in  Philadelphia,  and 
Myers,  in  Minneapolis.  Both  articles  have 
appeared  in  the  Journal  of  the  A.  M.  A.,  July 
14,  1934  and  October  27,  1934.  I have  fur- 
ther quoted  from  Tuberculosis  Abstracts,  Na- 
tional Tuberculosis  Association,  and  my  own 
experience. 

Pneumothorax,  while  dating  back  to  its  ad- 
vent in  1884,  is  in  its  present  range  of  useful- 
ness and  frequency  of  use,  quite  a new  meas- 
ure. At  the  present  time,  approximately  50 
per  cent  of  all  cases  of  pulmonary  tuberculo- 
sis receive  pneumothorax.  Wrist  considers 
its  employment  the  most  remarkable  advance 
made  thus  far  in  the  treatment  of  tuberculo- 
sis. 

The  matter  of  collapsing  the  lung  by  air  or 
pneumothorax,  as  it  is  now  known,  is  accom- 
plished as  total  collapse,  selective  collapse, 
simultaneous  bilateral  collapse  and  alter- 
nating collapse.  The  titles  of  each,  save  that 
of  selective  pneumothorax,  I believe  to  be 
self-explanatory.  In  the  matter  of  selective 
collapse,  certain  very  fundamental  principles 

* Presented  before  the  Charleston  Journal  Club,  December  17, 
1934. 


are  involved  and  it  is  these  principles  that 
have  largely  brought  pneumothorax  into  pop- 
ular use.  Here,  small  amounts  of  gas  are 
given  at  frequent  intervals,  not  to  exceed  a 
neutral  pressure.  That  is  to  say,  there  exists 
in  the  pleural  cavity  a pressure  which  neither 
tends  to  suck  or  draw  back  the  lung  to  the 
chest  wall  nor  to  compress  it.  Strangely 
enough,  tuberculous  areas  under  these  condi- 
tions by  virtue  of  their  changed  histology  and 
altered  physiology  tend  to  collapse.  In  short, 
it  has  been  proved  that  no  matter  where  the 
process  is  located  the  injected  air  exerts  its 
maximum  effect  on  the  tuberculous  tissue. 

It  is  quite  true  that  pneumothorax  is  en- 
tirely impossible  in  certain  cases  and  there  are 
certain  complications — effusion  for  one,  being 
quite  common;  and  there  are  definite  contra- 
indications. However,  that  may  be,  we  are  to 
discuss  this  evening  those  cases  in  which  it  is 
indicated  and  can  be  accomplished. 

Formerly  the  indications  for  treatment 
were:  Cavity  formation,  hemorrhage,  and  an 
involvement  of  one  lung — a bilateral  process 
was  considered  as  a definite  contraindication. 
Of  late,  however,  it  has  been  a common  ob- 
servation that  collapse  of  the  more  advanced 
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lung  results  in  a definite  improvement  in  the 
lesser  diseased  lung.  Primarily,  because  the 
volume  of  toxemia  is  definitely  reduced  and 
elimination  of  tubercle  bacilli  is  either  greatly 
reduced  or  checked.  In  105  far-advanced 
cases,  three-quarters  of  which  were  bilateral, 
98  of  them  gave  a positive  sputum ; 75  of 
them  became  negative  after  pneumothorax. 
There  is  a certain  amount  of  splinting  to  the 
diseased  lung  with  a consequent  slowing  down 
in  its  activity.  In  case  the  non-collapsed  lung 
shows  progressive  cavitation  or  continues  to 
produce  tubercle  bacilli,  it  may  be  collapsed 
as  indicated,  remembering  that  one  can  carry 
on  relatively  well  with  only  one-half  of  one’s 
lung  capacity.  And  if  destruction  of  lung 
tissue  be  gradual,  one-eighth  may  suffice  to 
maintain  life.  Many  workers  now  believe 
that  all  cases  which  advance  under  proper 
rest,  diet,  etc.,  should  be  collapsed. 

Tuberculous  laryngitis,  enteritis  and  dia- 
betes are  no  longer  regarded  as  contraindica- 
tions; the  main  contraindications  being  heart 
disease,  asthma,  severe  emphysema  and  ex- 
tensive bilateral  disease. 

In  Summary:  Compression  of  a tubercul- 
ous lung  reduces  toxemia  and  cough,  converts 
an  open  to  a closed  lesion,  thereby  checking 
the  elimination  of  tubercle  bacilli.  It  increases 
venous  stasis  with  some  blocking  of  the  lymph 
circulation.  This,  plus  immobility  of  the  lung, 
stimulates  fibrosis,  which  in  turn  is  the  thing 
most  desired. 

There  are  those  who  agree  that  if  pneumo- 
thorax were  of  no  value  to  the  individual,  its 
great  value  from  a public  health  standpoint 
in  the  way  of  checking  the  output  of  tubercle 
bacilli,  would  make  it  a procedure  of  prime 
importance.  Further,  the  danger  of  endo- 
genous infection  and  miliary  tuberculosis  are 
greatly  reduced.  Obviously  here,  as  in  the 
treatment  of  most  diseases,  the  earlier 
gas  is  given  to  cases  destined  to  be  collapsed, 
the  better  the  result.  One  man  has  said  wait- 
ing too  long,  with  resulting  cavitation,  ob- 
literation of  the  pleural  space  and  greatly  re- 
duced health,  is  like  waiting  for  an  appendix 
to  rupture  before  the  patient  is  operated  upon. 


Even  in  advanced  cases  with  large  cavita- 
tion, the  procedure  is  definitely  helpful  and 
should  be  attempted  from  a public  health 
standpoint  if  none  other.  With  modern  x-ray 
equipment,  cases  of  early  symptomless  pro- 
gressive tuberculosis  are  being  constantly 
found  either  on  annual  examination  or  acci- 
dently, as  in  searching  for  a broken  rib,  or 
what  not.  Such  cases  may  after  brief  bed  rest, 
plus  partial  collapse,  be  restored  to  perfect 
health.  It  would  seem  unpardonable  that  one 
should  allow  a diseased  lung  to  become  bound 
down  with  adhesions  and  cavitated  under 
one’s  care  when  progression  of  the  lesion  was 
so  definitely  expressed  by  the  common  symp- 
toms of  active  pulmonary  tuberculosis. 
Quote:  “Thus  from  the  standpoint  of  render- 
ing the  sputum  negative,  of  obtaining  good 
results,  that  is  restoring  good  working  capac- 
ity in  a high  percentage  of  cases,  and  saving 
of  the  patient’s  time,  the  earlier  in  the  course 
of  the  disease  the  treatment  is  begun,  the 
better.” 

In  certain  obstetric  clinics,  (Minneapolis 
General  Hospital  and  Minnesota  General 
Hospital)  all  pregnant  women  are  tuberculin 
tested.  Positive  reactors  are  x-rayed  when 
practicable.  All  showing  any  active  tubercu- 
losis are  given  gas  with  good  results,  greatly 
benefitting  the  mother  and  saving  the  baby 
from  contact  with  an  open,  or  at  least  an  active 
case,  of  tuberculosis. 

For  many  years  past,  pneumothorax  has 
been  used  on  ambulatory  patients  after  pro- 
longed bed  rest.  At  the  present,  selected 
patients,  after  brief  bed  rest,  may  continue 
with  their  work,  the  period  in  bed  lasting  only 
while  the  pneumothorax  is  being  instituted. 
Such  treatment  is  applicable  to  patients  with 
small  unilateral  lesions,  with  or  without  posi- 
tive sputum.  There  should  be  no  significant 
tuberculous  or  non-tuberculous  complication. 
There  are  other  ambulatory  patients  with 
positive  sputum  in  whom  one  does  not  expect 
a whole  lot.  Such  cases,  by  collapse,  may  be 
saved  from  further  endogenous  infection  and 
thereby  spread  of  infection  stops.  The  same 
may  be  true  of  certain  cases  of  elderly  people 
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living  in  homes  with  young  people.  They 
often  have  no  wish  to  observe  sanitary  rules. 
They  also  can  be  made  sputum  negative  with- 
out bed  rest.  The  matter  of  pneumothorax 
in  ambulatory  patients  with  little  or  no 
bed  rest  is  a comparatively  new  thought  and 
no  doubt  will  be  employed  more  frequently 
as  time  goes  on.  The  economic  saving  may 
be  very  great. 

Pneumothorax  in  children  is  essentially 
work  for  institutions.  It  is  to  be  reserved  for 
the  reinfection  type  of  tuberculosis,  in  cases 
with  cavitation  and  other  advanced  processes. 

The  question  as  to  when  to  discontinue 
pneumothorax  is  a most  difficult  one.  A 
thorough  history  of  the  case  as  to  mode  of 
onset  and  clinical  course,  which  in  turn  gives 
information  as  to  the  virulence  of  the  organ- 
ism and  the  resistance  of  the  host  to  same  is 
most  helpful.  How  successfully  and  promptly 
the  sputum  was  made  negative,  the  condition 
of  the  contralateral  lung,  the  economic  status 
of  the  patient,  and  the  period  of  time  the 
lung  has  been  collapsed  are  all  deciding 
factors.  In  a series  of  105  patients,  the  aver- 
age time  the  lung  was  compressed  was  2.6 
years.  Packard  states  that  “an  effective  pneu- 
mothorax of  two  years’  duration  with  a nega- 
tive sputum  for  at  least  one  year  gives  rea- 
sonable assurance  that  the  lung  may  be  ex- 
panded with  safety.” 

Other  applications  of  pneumothorax  are: 
Diagnosis:  As  a diagnostic  procedure,  plus 
x-ray,  it  is  of  value  in  certain  obscure  condi- 
tions of  the  chest  wall,  ribs,  mediastinum  and 
pleura.  A tumor  mass  may  be  left  in  relief, 
interlobar  empyema  and  doubtful  cavities 
may  at  times  be  diagnosed  with  certainty. 
Pulmonary  Hemorrhage:  Nothing  is  more 
dramatic  than  the  arrest  of  a pulmonary  hem- 
orrhage by  pneumothorax.  If  the  lung  be 
compressible  it  is  often  a life-saving  measure. 
Bronchiectasis:  Here  it  has  a limited  field  of 
usefulness  in  selected  cases.  Pulmonary  Ab- 
scess: The  same  may  be  said.  It  applies  pri- 
marily to  abscesses  located  in  the  hilus.  It  is 
not  without  very  definite  danger.  Lobar 
Pneumonia:  I feel  that  the  treatment  is  too 


early  in  the  experimental  stage  for  general 
application.  Stengel  and  others  have  made 
cautious  and  rather  favorable  reports.  I 
should  not  hesitate  to  use  it  in  a pneumonia 
complicated  by  a very  severe  and  harrassing 
pleurisy.  In  this  case  it  would  be  directed 
toward  the  pleurisy  per  se  and  not  the  pneu- 
monia. 

Summary:  ( 1 ) Air  injected  into  the 
pleural  cavity  exerts  its  maximum  effect  on 
tuberculous  tissue. 

(2)  Bilateral  tuberculosis  is  not  a contra- 
indication to  pneumothorax.  On  the  contrary, 
compression  of  the  greater  diseased  side  may 
benefit  the  lesser  affected  side. 

(3)  All  factors  considered,  the  closure  of 
open  cases  with  consequent  cessation  from 
spreading  infection  is  pneumothorax’s  great- 
est triumph. 

(4)  Bilateral  compression,  contrary  to  the 
old  teaching,  is  not  only  practicable  but  in 
properly  selected  cases,  a valuable  procedure. 

(5)  The  earlier  the  collapse,  under  proper 
indications,  the  better  the  prognosis.  Late 
cases  may  be  greatly  benefitted. 

(6)  Pregnant  women  with  active  tuber- 
culosis should  receive  pneumothorax. 

(7)  Pneumothorax,  plus  very  brief  bed 
rest,  in  early  cases,  is  promising  of  great  eco- 
nomic saving. 

(8)  Pneumothorax  in  pulmonary  hem- 
orrhage is,  at  times,  a brilliant  procedure. 


“caffeine  and  health” 

In  any  condition  in  which  the  heart  is  irritated 
the  stimulating  action  of  caffeine  on  this  organ  is  of 
course  to  be  avoided,  declares  Alfred  Gilman  in 
part  two  of  “Caffeine  and  Health”  in  the  Novem- 
ber Hxgeia.  In  certain  disease  conditions  the  action 
of  caffeine  may  also  tend  either  to  intensify  or  to  re- 
lieve various  symptoms. 

Caffeine  is  definitely  a stimulant  to  the  circula- 
tory system.  It  improves  the  nutrition  of  the  heart 
by  dilating  the  coronary  arteries,  the  vessels  which 
supply  blood  to  the  heart  muscle. 

In  view  of  the  fact  that  children  are  generally 
more  sensitive  to  drugs  than  adults,  caffeine-contain- 
ing  beverages  have  no  place  in  the  diet  of  children. 
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CORRELATION  OF  PHYSICAL  AND  ROENTGEN  SIGNS  IN 
EXAMINATION  OF  THE  CHEST* 


By  A.  V.  Cadden,  M.  D. 
Hopemont,  IV.  V a. 


Inuring  the  past  few  years  considerable 
light  has  been  thrown  upon  the  physi- 
ology of  the  chest  by  roentgenology,  by  var- 
ious modes  of  collapse  therapy  and  by  various 
functional  and  organic  states  of  the  dia- 
phragm, particularly  after  phrenic  nerve  sur- 
gery and  such  phenomena  as  Kienbock’s.  The 
greatest  help  has  been  the  x-ray,  which  as  an 
aid  to  inspection,  has  given  many  signs  new 
value  and  has  made  others  obsolete.  Unfor- 
tunately the  present  day  teaching  in  under- 
graduate schools  does  not  stress  the  relation- 
ship between  roentgenographic  and  physical 
signs  in  examination  of  the  chest  with  the  re- 
sult that  clinicians  fail  to  realize  the  ever- 
growing importance  of  the  x-ray  and  roent- 
genologists are  frequently  removed  from  the 
clinical  aspects. 

In  a proper  examination  of  the  chest,  phy- 
sical and  roentgenologic  factors  are  highly 
important.  In  this  paper  I shall  attempt  to 
correlate  the  more  important  physical  signs 
with  the  x-ray  findings. 

Under  the  signs  of  inspection  we  shall  con- 
sider the  type  of  chest  in  tuberculosis,  the  size 
and  thickness  of  the  chest,  muscle  spasm, 
supraclavicular  depressions  and  respiratory 
movements. 

The  flat  or  phthisical  chest  is  usually  rep- 
resented in  text-books  as  the  type  of  chest 
in  tuberculosis,  but  our  experience  teaches  us 
that  the  chest  in  tuberculosis  may  be  of  any 
type  and  the  incidence  of  tuberculosis  pre- 
dominates in  what  is  usually  termed  the  nor- 
mal type.  Of  course,  with  advancing  disease 
there  may  be  marked  changes  in  the  muscula- 
ture and  bony  framework,  but  with  minimal 
and  moderately  advanced  disease  one  seldom 

•Read  before  the  Harbour* Randolph-Tucker  and  Marion  County 
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sees  such  skeletal  changes.  Therefore,  the 
chest  in  tuberculosis  may  be  the  normal 
sthenic  type,  the  barrel  shaped  or  emphyse- 
matous type  or  the  flat  phthisical  type.  In 
early  disease  most  cases  are  of  the  normal 
type,  while  in  chronic  or  advanced  disease 
most  of  the  cases  show  abnormalities,  which 
may  be  noted  on  inspection.  The  type  of 
chest  is  not  particularly  important  in  the  diag- 
nosis, but  should  always  be  noted. 

The  size  and  thickness  of  the  chest  may  be 
determined  with  the  eyes,  tape  or  calipers. 
In  a study  of  160  cases  Hoffman  showed  the 
diseased  side  to  be  decreased  in  31  per  cent, 
increased  in  22  per  cent,  and  unchanged  in 
47  per  cent.  The  factors  involved  are  the 
degree  of  muscle  development,  the  extent  of 
pleural  disease  and  the  amount  of  pulmonary 
disease.  An  increase  in  the  size  of  one  side  of 
the  chest  occurs  when  air  or  fluid  is  present 
in  the  pleural  cavity,  partial  bronchial  ob- 
struction, compensatory  emphysema  in  the 
contralateral  lung  and  compensatory  emphy- 
sema in  the  diseased  lung. 

Muscle  spasm  and  atrophy  were  stressed 
as  diagnostic  aids  by  Pottenger  and  are  pro- 
duced by  a visceromotor  reflex.  In  160  cases 
of  tuberculosis  Hoffman  showed  muscle 
spasm  and  atrophy  to  be  present  in  57  per 
cent  and  absent  in  43  per  cent.  This  sign  may 
occasionally  point  to  the  presence  of  early  dis- 
ease, but  is  usually  found  in  advanced  disease 
and  is  frequently  absent  in  minimal  cases.  It 
is  commonly  seen  in  cases  where  there  is  an 
associated  pleurisy.  Supraclavicular  depres- 
sions are  influenced  by  the  state  of  nourish- 
ment of  the  individual,  the  sex,  (the  depres- 
sions are  more  marked  in  women),  the  devel- 
opment of  the  neck  muscles,  the  size,  shape 
and  position  of  the  clavicle  and  the  position 
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of  the  patient  during  the  examination.  These 
factors  must  be  considered  fully  before  any 
significance  can  be  given  to  this  sign  as  a diag- 
nostic aid.  An  interesting  study  was  made  by 
Bray  in  153  radiologically  normal  individuals 
and  150  cases  of  minimal  tuberculosis.  In 
the  normal  he  found  no  depression  in  25  per 
cent  and  unilateral  depression  in  21  per  cent. 
In  the  diseased  there  was  no  depression  in  20 
per  cent  and  unilateral  in  30  per  cent.  Since 
there  is  very  little  difference  between  the 
findings  in  the  normal  and  the  diseased  chest 
this  sign  is  of  no  diagnostic  value  in  cases  of 
minimal  pulmonary  tuberculosis. 

Lag  and  limitation  of  motion  are  usually 
found  together.  In  his  series  of  cases  Hoff- 
man found  these  signs  to  occur  in  95  per  cent 
in  far  advanced  cases,  90  per  cent  in  moder- 
ately advanced  and  50  per  cent  in  the  mini- 
mal. Thus,  it  is  of  the  least  value  in  minimal 
cases  where  diagnosis  is  most  difficult.  One 
must  also  remember  that  normal  respiratory 
movements  may  occur  over  the  diseased  lung 
or  a partial  pneumothorax.  Frequently  fluor- 
oscopy must  be  used  to  distinguish  between  a 
true  respiratory  motion  and  a lifting  of  the 
chest  cage. 

Litten’s  sign  was  first  described  in  1 892  and 
was  stated  by  Cabot  to  be  “almost  always 
present  in  health  and  always  means  a moving 
and  free  diaphragm.”  We  have  seen  this  sign 
present  when  the  diaphragm  is  completely 
paralyzed  and  when  the  diaphragm  is  partial- 
ly paralyzed.  In  a study  of  numerous  phren- 
icotomies  the  following  features  are  found  in 
a paralyzed  diaphragm: 

1.  Position — elevated,  no  change  or  de- 
pressed. 

2.  Motion  in  quiet  and  deep  breathing: 

(a)  No  motion; 

(b)  Downward — slight  or  moderate  j 

(c)  Upward  j 

(d)  Primary  downward  followed  by  para- 
doxical ; 

(e)  Primary  paradoxical  followed  by 
downward  motion  j 

(f)  Jerking  downward  motion; 


(g)  DifFe  rence  of  motion  in  lateral  and 
mesial  portions; 

(h)  Various  combinations  of  above; 

(i)  Pseudo-motion-elevation  of  ribs  or 
passive  movement. 

3.  Reaction  to  inspiratory  sniff  — always 
paradoxical. 

I he  most  common  findings  are  elevation, 
paradoxical  motion  in  deep  breathing  and 
sniff,  and  negligible  motion  in  quiet  breath- 
ing. These  same  features  may  be  present  in 
cases  with  an  intact  phrenic  nerve.  They  are 
seen  in  hydropneumothorax  (Kien  bock’s 
phenomenon),  occasionally  in  pneumothorax, 
occasionally  during  pneumoperitoneum  and 
during  voluntary  control.  The  types  of  par- 
alyses may  be  considered  as  total,  partial  and 
a return  of  function. 

Concerning  palpation,  little  may  be  said  in 
its  favor  with  regard  to  diagnosis  of  pulmon- 
ary disease.  It  is  exceedingly  important  in 
the  examination  of  the  heart  and  large  vessels, 
but  is  chiefly  confirmatory  to  inspection  in 
pulmonary  examination.  It  is  also  important 
in  the  differential  diagnosis  between  pleurisy 
and  intercostal  neuritis. 

Under  the  signs  of  percussion  will  be  con- 
sidered the  mode,  impaired  resonance  and 
Kronig’s  isthmus.  Light  and  heavy  percus- 
sion should  be  used  in  all  cases  and  the  re- 
sulting sound  must  be  interpreted  in  terms 
of  the  type  of  percussion  used.  Usually  light 
percussion  gives  more  information  in  scattered 
lesions  and  even  in  large  areas  of  consolida- 
tion. The  upper  half  of  the  chest  shows  a 
normal  impairment  to  percussion  with  a 
higher  per  cent  on  the  right  side.  In  a study 
of  74+  cases  Andrus  found  impaired  reson- 
ance in  the  diseased  right  lung  in  89  per  cent, 
the  clear  right  lung,  68  per  cent;  diseased 
left  lung,  38  per  cent;  clear  left  lung,  10  per 
cent.  The  factors  controlling  the  note  ob- 
tained are  as  follows:  The  amount  and  extent 
of  disease;  the  distance  of  the  lesion  from  the 
site  of  percussion;  the  degree  of  emphysema 
in  the  surrounding  lung;  the  density  of  the 
pleura  and  the  degree  of  muscle  spasm  or 
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splinting.  A normal  resonant  note  may  occur 
over  a normal  lung  or  a diseased  one.  An  im- 
paired note  may  be  found  over  a diseased 
lung  or  a normal  lung  by  x-ray,  but  having 
pleural  pathology.  A definitely  impaired 
note  is  usually  evidence  of  underlying  path- 
ology in  two-thirds  of  a large  series  of  cases. 

A normal  Kronig’s  isthmus  may  be  present 
over  a normal  apex,  a diseased  apex  with  sur- 
rounding emphysema  or  a deep  focus  with  no 
emphysema.  It  may  be  narrowed  or  absent 
in  a diseased  apex  in  subapical  disease  or  after 
phrenicotomy  for  a basal  lesion.  Kronig’s 
isthmus  is  unreliable  in  the  diagnosis  of  pul- 
monary pathology. 

The  most  important  of  the  physical  signs 
in  the  diagnosis  of  pulmonary  disease  are 
those  of  auscultation.  The  normal  breath 
sounds  vary  with  the  different  types  of  indiv- 
iduals and  in  such  states  as  dyspnea,  exercise 
and  forced  deep  breathing.  Under  such  states 
normal  breathing  may  be  changed  to  broncho- 
vesicular  or  simulate  bronchial  breath  sounds 
with  no  underlying  pathology.  Andrus  in  a 
study  of  38  x-ray  normal  chests  found  the 
breath  sounds  to  be  normal  in  78  per  cent  and 
abnormal  in  22  per  cent.  Heise  in  1923  stated 
that  bronchovesicular  breath  sounds  are 
found  in  over  50  per  cent  of  cases  showing 
no  x-ray  pathology  and  concluded  that  a nega- 
tive physical  examination  has  the  same  value 
as  bronchovesicular  breathing  in  diagnosing 
pulmonary  tuberculosis.  He  has  also  shown 
“a  higher  percentage  of  so-called  abnormal 
breath  sounds  over  normal  lungs  than  over 
those  showing  radiological  tuberculosis.” 
Therefore,  we  must  consider  bronchovesicular 
breathing  as  a type  of  normal  breath  sound. 
Normal  breath  sounds  may  be  found  over  a 
normal  lung  or  a diseased  lung,  particularly 
in  miliary  tuberculosis,  scattered  foci  and 
sometimes  over  large  areas  of  disease.  Ab- 
normal breath  sounds  may  be  found  over  the 
diseased  lung  or  over  the  normal  Jung. 

Moist  rales  always  signify  underlying  path- 
ology. True  posttussive  rfiles  are  not  found 
over  normal  Jungs.  Rales  are  best  classified 
as  fine,  medium  and  coarse.  Some  important 


x-ray  facts  concerning  rales  are  as  follows: 

( 1 ) They  may  point  to  disease  close  to  or  dis- 
tant from  the  stethoscope j (2)  They  may  be 
transmitted  from  a distant  portion  of  the 
same  lung  or  from  the  opposite  lung}  (3) 
Atelectatic  and  hypostatic  rales  may  be  pres- 
ent over  a lung  apparently  normal  by  x-ray. 
(4)  Rales  may  be  heard  over  healed  areas, 
for  example  over  fibrosis  or  calcification. 

The  cavity  has  played  an  ever-increasing 
role  in  the  therapy  of  pulmonary  disease. 
The  physical  signs  are  usually  uncertain  and 
clinicians  differ  in  the  evaluation  of  the  signs 
presented.  Inspection  and  palpation  are  of 
little  value  in  diagnosing  cavity.  The  text- 
book signs  of  cavity  are  as  follows:  ( 1 ) Per- 
cussion note — tympany,  dull  tympany,  am- 
phoric, cracked-pot j (2)  Breath  sounds — 
bronchial,  amphoric  or  cavernous } (3)  Rales 
— large,  gurgling,  bubbling,  especially  if 
localized  j (4)  Whispered  pectoriloquy  or 
bronchophony  j (5)  Wintrich’s  and  Gerhard’s 
phenomena.  In  actual  clinical  experience  per- 
cussion may  give  any  type  of  sound.  The 
note  may  be  resonant,  hyperresonant,  tym- 
panitic, dull  tympanitic  or  flat.  The  breath 
sounds  may  be  vesicular,  bronchovesicular, 
bronchial,  amphoric  or  cavernous.  Rfiles  may 
or  may  not  be  heard.  Pectoriloquy  and  bron- 
chophony may  or  may  not  be  present.  The 
factors  influencing  the  signs  are:  (1)  The 
characteristics  of  the  cavity  itself.  The  cavity 
may  be  very  small  or  it  may  show  rapid 
changes  in  size.  The  location  of  the  cavity 
frequently  influences  the  signs.  Upper  lobe 
excavations  near  the  chest  wall  are  more  easily 
determined  by  stethoscopic  examination. 
Other  characteristics  are  the  amount  of  fluid 
in  the  cavity,  the  distance  of  the  cavity  from 
the  stethoscope,  the  size  and  patency  of  the 
draining  bronchus.  In  a recent  study  we 
found  that  14  per  cent  of  cavities,  three  cm. 
or  more  in  diameter  were  non-communicating. 

(2)  The  characteristics  of  the  lung  tissue 
about  the  cavity.  There  may  be  atelectasis, 
consolidation  or  emphysema}  (3)  The  char- 
acteristics of  the  pleura  over  the  cavity}  (4) 
The  thickness  of  the  chest  wall. 
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In  a study  of  100  cavities,  Dunham  and 
Derby  found  the  following  features: 

Upper  lobe — Dullness,  100  per  cent;  lo- 
calized coarse  rales,  64.9  per  cent;  pectoril- 
oquy, 61  per  cent;  bronchial  or  tubular  B.  S., 
44.1  per  cent;  amphoric  B.  S.,  1 1.7  per  cent. 

Lower  lobe — Dullness,  69.5  per  cent;  lo- 
calized coarse  rales,  26  per  cent;  pectoriloquy, 
21.7  per  cent;  bronchial  or  tubular  B.  S.,  13 
per  cent;  amphoric  B.  S.,  4.3  per  cent. 

They  conclude  that  although  pectoriloquy, 
tubular  and  amphoric  breath  sounds  are  most 
valuable,  yet  dullness,  localized  rales  and  a 
positive  sputum  afford  a sufficient  basis  to 
diagnose  cavity. 

According  to  Weigel,  the  incidence  of  signs 
over  cavities  is  as  follows:  Whispered  pec- 
toriloquy, 91  per  cent;  tympany,  67.4  per 
cent;  amphoric  breath  sounds,  65.5  per  cent; 
gurgling  localized  rales,  58.5  per  cent.  He 
was  able  to  diagnose  15  per  cent  of  175  cavi- 
ties by  physical  examination.  No  one  sign  is 
diagnostic  of  cavity.  Tympany  may  be  heard 
over  a localized  pneumothorax.  Whispered 
pectoriloquy  may  be  heard  over  dense  fibro- 
sis. Localized  bubbling  rales  may  not  mean 
cavity.  Amphoric  or  cavernous  breathing  may 
be  heard  over  a partial  pneumothorax  or  over 
a normal  lung  area  superimposed  by  a hernia 
from  the  pneumothorax  lung.  X-ray  exam- 
ination may  not  disclose  cavity  at  the  apex  or 
at  the  hilus  as  has  been  proven  at  autopsy. 
The  combination  of  one  or  more  physical 
signs  with  x-ray  evidence  is  usually  sufficient 
for  the  diagnosis  of  cavity,  especially  if  they 
are  associated  with  a positive  sputum  or  a 
history  of  hemoptysis. 

Some  of  the  more  important  physical  signs 
without  x-ray  evidence  of  disease  are  as  fol- 
lows: (1)  Pleural  rub  with  or  without  pain; 
(2)  Rales.  They  may  be  produced  by  scat- 
tered areas  of  atelectasis,  moisture  in  the  finer 
bronchi  and  may  be  heard  over  healed  tuber- 
culous lesions;  (3)  Pleuritis  with  muscle 
rigidity;  (4)  Dense  x-ray  shadows  may  be 
consolidation,  dense  pleura,  atelectasis  or  ef- 
fusion. In  these  cases  physical  signs  are  of  ex- 
treme value  and  thoracentesis  may  be  neces- 


sary for  diagnosis;  (5)  Hemoptysis  and  posi- 
tive sputum  may  be  found  in  cases  showing 
no  definite  radiographic  lesion. 

Conclusion:  The  necessary  features  in  the 
proper  examination  of  the  chest  are  complete 
and  accurate  history,  physical  examination, 
laboratory  findings,  and  x-ray  examination 
with  stereoscopic  plates,  if  possible.  The  x-ray 
plate  is  a shadowgram  and  is  not  infallible, 
however,  it  is  the  greatest  single  means  in 
the  diagnosis  of  pulmonary  pathology  and  is 
to  be  regarded  as  a form  of  inspection. 

In  the  light  of  x-ray  findings  physical  signs 
must  be  revaluated.  With  notable  exceptions 
we  find  that:  (1)  Roentgenographic  findings 
usually  give  us  more  information  as  to  the 
diagnosis  of  disease  and  underlying  pathology 
than  physical  findings;  (2)  X-ray  findings 
plus  physical  findings  alwyas  give  us  more  in- 
formation than  the  x-ray  alone.  Both  are  nec- 
essary to  guide  us  in  the  diagnosis  and  treat- 
ment of  diseases  of  the  chest. 


SINUS  TROUBLE 

Sinus  disease  can  be  cured. 

The  opinion  that  now  prevails  in  some  minds  that 
once  a person  has  sinus  trouble  he  always  will  have 
it,  and  that  if  he  has  one  operation  he  will  have 
many  more  and  never  be  cured,  is  fallacious,  accord- 
ing to  Dr.  Lee  M.  Hurd.  The  article,  entitled 
“What  You  Should  Know  About  Sinus  Diseases,” 
appears  in  the  November  Hygeia. 

The  question  is  often  asked,  “What  happened 
before  so  much  was  known  about  the  sinuses?  ” The 
pains  in  the  head  were  called  neuralgia  and  were 
treated  with  medicine  to  kill  the  ache.  The  func- 
tion of  the  sinuses  has  not  been  clearly  determined 
as  yet. 

Allergy  is  the  cause  of  sinus  trouble  in  about 
half  the  cases.  When  a person  has  a head  cold  the 
same  infection  invades  some  or  all  of  the  sinuses. 
Treatment  for  this  condition  consists  of  rest  in  bed 
plus  such  other  measures  as  the  doctor  may  order. 
Surgical  treatment  is  rarely  needed. 

Do  not  despair  if  you  have  sinus  trouble.  It  is 
chiefly  the  neurotic  patient  who  would  not  think  of 
having  a headache  from  anything  but  sinus  trouble 
who  claims  there  is  no  cure  for  it  and  that  opera- 
tion merely  makes  it  worse.  It  is  naturally  impos- 
sible to  cure  a disease  existing  in  the  imagination. 
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THE  TREATMENT  AND  PROGNOSIS  OF 
NON-TUBERCULOUS  LUNG  ABSCESS* 

(With  an  Analysis  of  Twelve  Cases) 


By  Sobisca  S.  Hall,  M.  D.,  F.  A.  C.  S.  and  Harry  V.  Thomas,  M.  D.,  F.  A.  C.  S. 

Fairmont , West  Virginia 


Jn  a paper  of  this  type  it  is  rather  difficult 

to  discuss  lung  abscess  as  such  without  con- 
sidering the  various  other  suppurative  lesions 
of  the  lung,  specifically  bronchiectasis.  It  is 
not  the  purpose  of  this  discussion  to  include 
bronchiectasis  only  as  it  may  be  considered 
secondary  to  a probable  primary  abscess  as 
such. 

Pulmonary  abscess  may  be  divided  into 
acute  and  chronic  types.  This  classification 
may  be  subdivided  according  to  location,  type 
of  infecting  organism  and  etiology. 

Etiology  and  Location  of  Lung  Abscess: 
Cutler"  analyzed  40  cases  as  to  the  location  of 
lung  abscesses— 21  were  in  the  right  lower 
lobe,  nine  in  the  left  lower  lobe,  30  of  the 
cases  involving  more  than  one  lobe  were  local- 
ized in  the  right  lung  and  13  in  the  left. 

Flick,  Clerf,  Funk  and  Farrell  state  that 
in  127  cases  analyzed,  75  showed  lung  ab- 
scesses in  the  right  lung,  50  in  the  left  and  in 
two,  the  disease  was  bilateral. 

Jackson  and  Coates’  report  950  cases  of 
lung  abscess  in  this  and  other  countries  up  to 
1929.  Fifty  per  cent  of  these  occurred  fol- 
lowing tonsillectomy.  This  does  not  by  any 
means  definitely  establish  that  they  were 
caused  by  tonsillectomy. 

From  the  same  source,  Moore'  states  that 
lung  abscess  occurs  once  in  2000  to  3000  ton- 
sillectomies. 

Keiper'  says  that  it  occurs  in  one  out  of 
every  781  cases. 

Hedblom’  states  that  in  692  cases  of  lung 
abscesses  observed  at  the  Mayo  Clinic,  21  fol- 
lowed operative  procedure.  Of  these  post- 
operative abscesses,  31  per  cent  followed  ton- 

Mloiul  l>ofon*  I lie  annual  joint  m or  ting  of  the  Monongalia  and 
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sillectomy;  26  per  cent  laparotomy  and  9.2 
per  cent  dental  extractions. 

Clerf"  states  that  the  location  of  lung  ab- 
scesses in  an  analysis  covering  1 69  cases  shows 
79.3  per  cent  were  in  one  lobe,  19.5  per  cent 
in  two  lobes  and  1 .2  per  cent  in  three,  and  he 
made  the  observation  that  involvement  of  the 
upper  lobes  is  most  common.  Clerf  also 
states  in  his  analysis  of  161  cases  where  the 
patients  were  treated  medically,  broncho- 
scopically  and  surgically  that  there  was  a re- 
covery in  50.3  per  cent,  29.8  per  cent  were 
improved,  five  per  cent  were  unchanged,  1.2 
per  cent  had  a recurrence  and  13.7  per  cent 
died. 

In  a bacteriological  study  by  Bucher  it  was 
found  that  pus  studied  from  118  pulmonary 
abscesses  showed  that  the  organisms  found  in 
pulmonary  abscess  are  similar  for  the  most 
part  to  those  found  normally  in  the  mouth 
and  upper  respiratory  tract. 

Jackson  and  Jackson”  in  discussing  the  var- 
ious routes  by  which  lung  abscess  is  caused, 
suggest  this  outline:  1.  Air  passages;  2.  Blood 
vessels;  3.  Lymph  channels  and,  4.  A com- 
bination of  these  collectively. 

W e have  had  12  cases  of  lung  abscess,  four 
of  which  were  acute  and  eight  were  chronic. 
The  disease  had  existed  in  the  cases  of  acute 
abscess  from  two  to  six  weeks  and  in  the 
chronic  type  from  three  months  to  thirty 
years.  In  our  series  we  find  the  probable 
causes  to  be:  Postoperative  tonsils  in  one 
acute  and  one  chronic  case;  foreign  body  in 
three  chronic  cases;  combined  respiratory  in- 
fections in  two  cases  of  acute  and  three  of 
chronic  character,  one  was  found  secondary 
to  trauma  to  the  chest  and  extremities  prob- 
ably of  embolic  character,  and  one  case  fol- 
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lower  a fracture  of  the  hum  lateral  maxil- 
lary sinus  with  a subsequent  empyema.  As  to 
the  location  as  they  occurred  in  our  series ; 
two  were  in  the  right  lower  lobe,  one  in  the 
right  upper  lobe,  one  in  the  right  middle 
lobe,  five  in  the  right  middle  and  lower  lobe, 
three  in  the  left  lower  lobe. 


T.  B.: — C No.  3 3 19 — H.  « T.  X-ray  series  A 
No.  1.  8-29-31.  T his  interesting  series  represents 
a chronic  lung  abscess  probably  from  an  acute  upper 
respiratory  infection.  The  area  clearing  in  the  right 
upper  chest  followed  his  preliminary  bronchoscopy. 

Treatment  and  Prognosis:  Vinson"  states 
that  “any  lesion  interferring  with  the  drain- 
age of  the  bronchial  tree  will  ultimately  pro- 
duce pulmonary  suppuration  and,  in  abscess 
associated  with  stricture,  dilatation  of  the 
stenosis  will  often  result  in  a complete  evacua- 
tion of  the  abscess  with  resultant  repair  of  the 
pulmonary  tissue.”  The  same  author  feels 
that  “any  lesion  that  produces  bronchial  ob- 
struction is  followed  by  bronchiectasis  beyond 
the  point  of  obstruction.” 

In  citing  the  number  of  cures  of  lung  ab- 
scess, or  other  diseases  for  that  matter,  we 
are  quite  likely  to  stress  in  a fairly  satisfactory 
manner,  the  percentage  of  recoveries  rather 
than  the  percentage  of  failures  even  though 
the  latter  might  be  only  a fraction  of  the 
former.  The  successes  will  certainly  be  an- 


alyzed most  favorably;  the  failures  are  less 
likely  to  receive  as  careful  consideration,  and 
it  is  only  in  this  analysis  that  the  causes  of 
failure  can  be  found  and  possibly  corrected. 

I he  treatment  of  pulmonary  abscess  is 
divided  into  a medical  and  surgical  type.  We 
think  it  is  most  unfortunate  that  this  type  of 
classification  should  exist  as  it  tends  to  deter 
adequate  and  complete  early  study  of  lung- 
abscess.  It  must  be  remembered  that  lung 
abscesses  treated  surgically  represent  a failure 
of  early  cure  where  the  treatment  instituted 
was  of  a so-called  medical  nature.  At  the 
outset  let  me  say,  and  we  believe  we  shall 
present  evidence  to  support  this  statement, 
that  the  treatment  of  lung  abscess  in  our  ex- 
perience has  been  satisfactory  only  in  those 
cases  where  a cooperation  of  internist,  sur- 
geon and  bronchcscopist  was  obtained.  It  is 


T.  B.: — C No.  3319 — H.  £3  T.  X-ray  Series  A 
No.  2.  1 1-14-31.  This  x-ray  shows  further  marked 
improvement  of  his  pathology,  roentgenographically 
interpreted.  Patient  is  feeling  fine,  cough  and  expect- 
oration is  diminishing  and  he  is  gaining  weight. 

most  satisfactory  in  the  acute  cases  only;  too 
often  it  is  less  satisfactory  in  the  chronic  ones. 

A very  careful  analysis  as  shown  by  Jack- 
son  and  Coates1  lists  under  their  opening 
statement  that  “close  cooperation  between 
the  internist,  rhinologist,  bacteriologist,  bron  - 
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choscopist  and  surgeon  is  necessary  in  order 
to  treat  these  cases  adequately  and  thorough- 
ly.” This  same  source  gives  an  outline  of 
treatment  under  medical,  endobronchial  and 
surgical. 

Moore  and  Lukens'  report  25  per  cent 
cures  and  41.6  per  cent  improvement.  They 
feel  that  the  bronchoscope  should  not  be  used 
in  cases  of  recent  profuse  hemorrhage,  if  the 
lung  involvement  is  quite  extensive,  in  a 
moribund  patient,  where  serious  organic  car- 
diac disease  exists,  and  in  active  laryngeal  tu- 
berculosis. Under  surgery,  they  list  artificial 
pneumothorax  and  state  that  Tewksbery’'  re- 
ports 20  cases  cured  and  one  improved  by  the 
use  of  this  procedure  in  his  series  of  25  cases. 
Thoracotomy  is  usually  the  external  drainage 
method  of  choice  when  the  abscess  can  be 


T.  B.:— C No.  3319— H.  & T.  X-ray  Series  A 
No.  3,  11-21-31.  This  x-ray  shows  halogenated 
oil  in  the  tracheobronchial  tree  with  a marked  fur- 
ther clearing  of  the  lung  field.  Clinical  symptoms 
are  definitely  improving  and  he  is  apparently  conval- 
escing nicely. 

reached  under  good  surgical  conditions. 
Thorocoplasty  with  the  collapse  of  the  chest 
walls  is  an  adequate  means  of  treating  central 
abscesses  in  some  cases.  Lobectomy  is  men- 
tioned by  Jackson  and  Coates'  and  they  state 
that  it  has  such  a high  mortality  rate  that  it  is 


indicated  only  in  those  cases  which  can  not  be 
otherwise  treated.  Phrenicectomy  and  sim- 
ilar procedures  are  mentioned  only  to  be  con- 
demned since  they  inhibit  necessary  functions 
for  the  maintenance  of  drainage. 

Jackson  and  Jackson'  feel  “that  to  say 
bronchoscopic  aspiration  is  not  needed  in  any 


T.  B.:—  C No.  3319 — H.  « T.  X-ray  Scries  A 
No.  4.  12-31-31.  This  is  a photograph  of  the  in- 
volved lobe  obtained  from  this  series  of  x-rays.  This 
man  died  of  spontaneous  hemorrhage  six  hours  fol- 
lowing bronchoscopy.  On  the  basis  of  x-ray  he  was 
obtaining  an  excellent  result,  but  he  died  of  one  of 
the  complications  occasionally  encountered  in  chronic 
lung  abscess,  namely  pulmonary  hemorrhage,  a com- 
plication almost  unknown  in  acute  lung  abscess. 

case  on  the  basis  of  recovery  without  it,  is 
equivalent  to  saying  blood  transfusion  is  not 
necessary  because  of  recoveries  in  cases  where 
is  was  indicated  but  not  given.”  An  analysis 
of  the  convalescence  factors  might  be  illum- 
inating, in  the  so-called  medical  cases. 

Jackson  and  Jackson’"  state  that  in  the  treat- 
ment of  lung  abscess  they  are  lead  to  conclude 
that  the  best  peroral  drainage  is  obtained  by 
attention  to  the  following  considerations:  1. 
Omission  of  drugs  that  tend  to  thicken  secre- 
tions j 2.  Omission  of  operations  like  phrenic- 
ectomy which  of  course  interferes  with  bechic 
blast  and  tussive  squeeze ; 3.  Postural  drain- 
age ; 4.  Bronchoscopic  clearance. 

Zinn1'  states  that  pathologically  lung  ab- 
scess shows  little  of  importance  to  the  bacter- 
iologist. The  same  author  feels  that  if  sur- 
gery of  the  lung  is  to  be  the  method  of  choice 
bronchoscopy  should  first  be  resorted  to  so 
that  any  foreign  body  might  be  detected 
should  a foreign  body  have  been  the  etiolog- 
ical factor.  We  feel  that  this  is  indicated  re- 
gardless of  the  method  of  treatment  chosen. 

Tucker  states  that  bronchoscopic  treatment 
in  many  of  the  lung  conditions  of  an  abscess 
character  has  been  of  great  value  and  in  sup- 
purative lesion  of  the  lung  due  to  the  pres- 
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ence  of  a foreign  body  the  bronchoscopic  re- 
moval of  the  foreign  body  has  resulted  in  a 
cure  in  98  per  cent  of  the  cases. 

Clerf  states  that  the  underlying  principles 
in  the  treatment  of  pulmonary  abscess  irre- 
spective of  the  method  to  be  employed,  con- 


D.  B.:—  C No.  9380 — H.  8 T.  X-ray  Series  B 
No.  1.  5-10-35.  This  x-ray  represents  the  findings 
in  an  early  lung  abscess  in  the  right  central  area. 
Note  the  infiltrative  area  about  the  hilus. 

sists  in  the  establishment  and  maintenance  of 
adequate  drainage,  and  that  factors  influenc- 
ing the  result  are:  ( 1 ) The  severity  of  the  in- 
fection, and  (2)  the  general  condition  of  the 
patient.  He  believes  that  centrally  located 
abscesses  are  amenable  to  bronchoscopic  treat- 
ment while  peripherally  located  abscesses 
usually  require  surgical  drainage.  He  also 
states  that  factors  influencing  recovery  are 
the  development  of  complications,  and  the 
duration  of  the  disease  before  adequate  treat- 
ment is  instituted.  He  very  aptly  calls  our 
attention  to  the  importance  of  a diagnostic 
bronchoscopy  in  all  cases  of  pulmonary  ab- 
scess unless  distinctly  contraindicated  irre- 
spective of  the  method  of  treatment  to  be 
eventually  employed.  It  is  only  by  this 
method  that  we  can  rule  out  a non-opaque 
foreign  body  or  bronchial  occlusion.  He  feels 


as  has  been  so  well  proven  that  adequate 
drainage  is  the  underlying  principle.  In  fur- 
ther statistics  he  stresses  that  Jackson,  Mac- 
Crae,  Meyer  and  others  have  repeatedly 
stated  that  the  best  results  are  obtained  where 
bronchoscopic  treatment  is  instituted  early  in 
the  disease.  In  121  cases  in  his  series,  51  per 
cent  were  treated  bronchoscopically  within 
three  months  of  the  onset  of  symptoms  of 
which  44  are  well,  nine  were  referred  to  the 
surgeon  for  external  drainage,  six  were  im- 
proved at  the  time  of  the  report,  one  was  un- 
improved and  two  had  died,  making  a re- 
covery rate  of  70  per  cent. 

In  the  treatment  of  lung  abscess  it  is  un- 
fortunate that  there  has  been  a technique 
evolved  which  has  been  divided  into  a so- 


D.  B.:— C No.  93  80 — H.  8 T.  X-ray  Series  B 
No.  2,  5-28-35.  These  plates  give  a beautiful  dem- 
onstration of  lung  abscess  in  the  region  described. 
This  is  injected  with  one  of  the  halogen  oils.  Fol- 
lowing this,  his  cough  began  to  diminish,  sputum 
become  negligible  and  physiologic  indices  restored. 

called  medical  and  surgical  type.  There  is 
just  something  about  this  type  of  classification 
that  the  average  physician  does  not  accept 
with  its  true  intent,  and  for  this  reason  we 
believe  it  would  be  far  better  to  change  this 
division  into  adequate  and  inadequate  and 
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begin  with  this  type  of  analysis.  We  believe 
it  would  even  be  better  to  include  broncho- 
scopy under  medical  treatment  if  the  terms 
medical  and  surgical  treatment  must  persist 
in  the  literature  of  pulmonary  abscess.  We 
are  almost  tempted  to  say  that  in  cases  of 
medical  treatment  by  postural  drainage,  at- 
tention to  the  general  care  and  other  intan- 
gible aids  necessary  as  they  certainly  are,  that 
it  is  the  equivalent  of  spontaneous  cure.  It 
must  be  appreciated  by  those  of  us  doing  this 
work  that  surgical  treatment  is  resorted  to 
only  after  “other”  methods  have  failed,  and 
unfortunately  this  includes  bronchoscopy  too 
often.  Might  it  not  be  possible  that  early 
bronchoscopic  treatment  would  shorten  the 


D.  B.: — C No.  9 3 80 — H.  & T.  X-ray  Series  B 
No.  3,  6-9-35.  This  x-ray  shows  evidence  of  the 
area  about  the  hilus  clearing  and  the  halogen  oil  is 
absorbing.  This  man  has  gotten  an  excellent  clin- 
ical result  and  continues  to  improve  and  is  clinically 
well  at  this  time.  (7-1-35) 

convalescence  in  medical  cures  and  improve 
this  percentage? 

In  surgical  treatment  we  have  a division 
which  we  can  make  of  endobronchial  and 
extrabronchial.  In  the  endobronchial  there  is 
of  course,  bronchoscopic  examination,  medica- 


tion and  manipulation,  while  extrabronchial 
treatments  are  represented  by  thoracotomy 
either  of  a conservative  or  radical  nature  with 
direct  drainage  of  the  lung  abscess  externally, 
pneumothorax,  and  most  recent  of  all,  lobec- 
tomy. 


V.  D.: — C No.  6480 — X-ray  Series  C No.  1. 
1-16-34.  This  interesting  x-ray  picture  shows  rela- 
tively little  evidence  of  a lung  abscess.  This  series 
represents  a homolateral  maxillary  sinus  disease  with 
coexisting  acute  lung  abscess.  The  sinusitis  has  its 
origin  on  a po'sttraumatic  basis  chronologically. 

Alexander'  in  a recent  work  in  discussing 
lobectomy  opens  his  article  by  stating:  “The 
technique  of  total  pulmonary  lobectomy  has 
made  such  rapid  advancement  in  recent  years 
that  the  mortality  rate  has  been  reduced  to 
no  less  than  1 5 per  cent  in  several  clinics,” 
and  he  further  says  that  until  three  years  ago 
no  patient  had  survived  the  period  of  surgical 
convalescence  following  total  pneumonec- 
tomy. However,  17  patients  have  since  sur- 
vived and  he  attributes  this  success  to  the 
persistence  of  such  men  as  Archibald,  Biondi, 
Brunn,  Churchill,  Evarts  Graham,  Janes, 
Kummell,  Lilienthal,  Meyer,  Robinson, 
Sauerbruch,  Shenstone,  Whittmore,  Zaaijer 
and  others. 

In  the  one  stage  lobectomy  Brunn*'  has  re- 
ported 25  per  cent  death  rate,  Shenstone  and 
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Janes-  29.6  per  cent  death  rate,  Tudor  Ed- 
wards'" 14.1  per  cent,  Roberts  and  Nelson" 
20  per  cent,  Churchill'"  11.1  per  cent  and 
Archibald'"  23  per  cent,  making  a combined 
mortality  rate  of  20  per  cent  in  115  patients. 


V.  D.: — C No.  6480 — X-ray  Series  C No.  2, 
1-17-34.  A very  beautiful  lung  abscess  cavity  is 
outlined  with  halogenated  oil.  Following  this  tem- 
perature subsided,  cough  became  less  and  sputum  be- 
came negligible. 

In  the  two  stage  lobectomy  Sauerbruch  and 
Nissen"  report  a death  rate  of  12.7  per  cent. 
Alexander,  Cameron  Haight,  John  C.  Jones 
and  Duane  Carr-'  have  a 20  per  cent  death 
rate  in  25  patients.  Churchill'  has  a 10  per 
cent  death  rate  in  ten  cases.  In  Alexander’s2" 
article  he  very  properly  cautions  that  carcin- 
oma of  the  lung  is  a very  commonplace  dis- 
ease in  middle  as  well  as  old  age  and  that 
mild  pulmonary  symptoms  which  are  not 
diagnostic  of  other  disease  may  be  the  be- 
ginning of  an  early  phase  of  bronchial  car- 
cinoma, indicating  a careful  search  by  x-ray 
and  bronchoscopy. 

In  our  own  experience  the  acute  lung  ab- 
scess is  most  amenable  to  treatment  and  we 
have  obtained  cures  in  all  cases.  In  the 
chronic  lung  abscesses  we  have  met  with  the 
most  difficulty.  Those  located  centrally  re- 
spond quickly  to  treatment.  Those  located 


peripherally  are  difficult  to  approach  and  it 
is  even  more  difficult  to  secure  adequate  endo- 
bronchial treatment.  These  patients  usually 
require  extrabronchial  drainage. 

In  our  own  12  cases  we  have  had  four  acute 
abscesses  and  eight  chronic.  Of  these  chronic 
cases,  two  had  received  no  treatment  other 
than  medical  management  and  two  have  re- 
ceived supplemental  bronchoscopy.  In  the 
acute  cases  all  four  were  managed  by  medical 
treatment  and  bronchoscopy  combined,  with 
a rapid  convalescence  effected  in  a minimum 
of  two  weeks  and  a maximum  of  one  month. 
In  the  chronic  cases,  three  required  external 
surgical  drainage  combined  with  preoperative 
bronchoscopy.  There  were  two  deaths,  one 
from  hemorrhage  and  one  from  sepsis.  Three 
cures  have  been  enjoyed  and  the  three  re- 


V.  D. — -C  No.  6480 — X-ray  Series  C No.  3. 
2-12-34.  This  x-ray  was  made  and  it  shows  the 
halogen  oil  to  be  clearing  from  the  chest  lesion.  In 
the  meantime  there  has  been  a restitur.on  of  her  phy- 
siologic indices. 


maining  cases  have  extensive  bronchiectases 
which  are  operable,  one  of  which  requires 
total  pneumonectomy,  and  two  which  require 
a lobectomy.  In  the  acute  cases  we  have  had 
100  per  cent  cures.  In  the  chronic  cases  there 
has  been  25  per  cent  deaths,  37.5  per  cent  re- 
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coveries  and  37.5  per  cent  remain  active 
which  will  require  further  treatment  of  a 
radical  nature  if  they  are  to  be  properly  re- 
habilitated. 

95  Fairmont  Ave. 
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WAR  AGAINST  PLAGUES 

So  that  the  people  of  the  United  States  will  never 
he  faced  with  the  terrible  death  that  rides  on  the 
back  of  a flea,  the  Public  Health  Service  maintains 
unending  vigilance  over  all  ships  and  persons,  both 
citizen  and  alien,  entering  our  ports  from  abroad. 
The  story  of  the  fight  to  keep  the  bubonic  plague 
forever  out  of  this  country  is  told  by  E.  W.  Keever 
in  “Our  Front  Line  Fighters”  in  the  November 
Hyge'ta. 

The  bubonic  plague,  or  the  Black  Death,  was 
the  greatest  catastrophe  in  the  history  of  the  world. 
Carried  by  rats  and  fleas  into  the  harbor  of  Messina 
in  1347,  the  plague  consumed  between  25  and  40 
million  people.  Probably  never  again  can  this  pes- 
tilence regain  the  violence  of  past  centuries.  It 
would  be  killing  thousands  in  the  United  States  to- 
day if  it  were  not  for  the  exclusion  law  against  the 
well  known  Xenopsylla  chcopis,  or  the  flea  family, 
enforced  by  the  U.  S.  Public  Health  Service  as  one 
of  a hundred  routine  duties  of  these  front  line  death 
fighters. 
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DIAGNOSIS  OF  INTESTINAL  TUBERCULOSIS 


By  David  Salkin,  M.  D. 
Hopemont , IV.  V a. 


Tntestinai.  tuberculosis  occurs  as  an  ulcer- 
ative lesion  complicating  pulmonary  tuber- 
culosis, as  a hypertrophic  mass  and  as  a mil- 
iary form  associated  with  tuberculous  peri- 
tonitis. The  ulcerative  lesion  is  the  most 
common  of  the  three  varieties  and  its  diag- 
nosis is  passing  through  a stage  of  develop- 
ment analogous  to  that  of  pulmonary  tuber- 
culosis about  20  years  ago.  At  the  present 
time  both  diagnosis  and  treatment  are  being 
gradually  removed  from  the  realm  of  con- 
fusion and  are  becoming  standardized.  The 
chief  method  of  diagnosis  is  roentgenologic 
and  its  development  has  been  due  chiefly  to 
the  work  of  Pirie,  Stierlin,  Brown  and  Samp- 
son. The  taking  of  a careful  history  is  of 
next  importance  and  it  should  be  understood 
that  the  clinician  is  familiar  with  the  course 
of  various  dyspepsias  to  evaluate  properly 
the  symptoms  presented.  Laboratory  find- 
ings are  usually  of  little  aid  in  diagnosis. 

A proper  history  of  a case  of  dyspepsia 
should  always  include  an  examination  of  the 
chest.  Ulcerative  intestinal  tuberculosis  is 
always  a complication  of  pulmonary  tuber- 
culosis and  usually  shows  an  activity  parallel 
to  that  of  the  parent  lesion.  As  the  lung  heals 
the  intestine  usually  heals  also,  but  often  the 
bowel  runs  an  independent  course  and  may 
give  severe  symptoms  or  cause  death  after 
the  pulmonary  lesion  has  become  quiescent. 
This  paper  is  based  on  a series  of  150  cases 
of  intestinal  tuberculosis  and  the  findings  are 
similar  to  those  of  a much  larger  group  of 
cases  we  have  had  under  observation.  This 
group  consists  of  60  per  cent  females  and  40 
per  cent  males,  which  figures  represent 
roughly  the  sex  incidence  of  a tuberculosis 
hospital.  All  ages  are  represented  and  the 
older  patients  have  an  equal  number  of  bowel 
complications  as  found  in  younger  patients, 


but  the  older  the  enteritis  the  less  distressing 
is  the  symptomatology. 

During  the  past  year  at  Hopemont  Sani- 
tarium we  have  had  an  autopsy  incidence  of 
50  per  cent  and  of  the  40  cases  examined,  28 
showed  ulcerative  enteritis  (or  70  per  cent). 
Clinically,  however,  enteritis  is  present  in 
about  1 5 per  cent  to  20  per  cent  of  a sanator- 
ium population.  In  a hospital  for  tuberculo- 
sis the  non-tuberculous  dyspepsias  are  about 
four  times  more  frequent  than  those  due  to 
tuberculous  involvement.  In  the  series  pre- 
sented only  one  per  cent  of  enteritis  occurred 
in  the  minimal  group  of  pulmonary  tuber- 
culosis, nine  per  cent  in  the  moderately  ad- 
vanced group  and  90  per  cent  in  the  far  ad- 
vanced group.  The  exudative  pulmonary  le- 
sion accounted  for  24  per  cent  of  the  cases 
and  the  chronic  form  for  the  remaining  76 
per  cent.  Pulmonary  cavitation  was  present 
in  94  per  cent  of  the  cases  at  the  time  of  on- 
set of  bowel  symptoms ; cavitation  was  pres- 
ent in  four  per  cent  prior  to  the  onset  of  en- 
teritis symptoms,  and  no  cavity  was  found  to 
be  present  in  two  per  cent  of  the  cases  whose 
enteritis  was  proved  by  either  laparotomy  or 
autopsy.  The  sputum  was  positive  for  tu- 
bercle bacilli  in  97  per  cent  at  the  time  of 
symptomatic  onset,  negative  in  one  per  cent, 
but  positive  previously,  and  negative  on  all 
occasions  in  two  per  cent. 

Intestinal  tuberculosis  may  be  present 
without  symptoms.  In  80  cases  of  enteritis 
observed  at  autopsy,  eight  cases  showed  no 
digestive  disturbances  during  life.  Enteritis 
may  be  present  long  before  symptoms  appear 
and  may  be  started  clinically  by  a pulmonary 
spread,  operation  or  pleural  effusion.  The 
reason  for  such  variability,  we  believe,  is  due 
mainly  to  a local  neuromuscular  irritability 
plus  an  afferent  parasympathetic-efferent  re- 
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flex  to  the  involved  segment.  We  believe 
that  this  neurogenic  aspect  best  explains  the 
clinical  onset  of  enteritis,  its  severity,  symp- 
tomatology, duration  and  response  to  treat- 
ment. 

The  onset  of  symptoms  was  sudden  in  67 
per  cent  and  gradual  in  33  per  cent.  The 
rapid  onset  often  dates  back  to  some  food  or 
laxative  or  surgical  intervention.  Although 
collapse  therapy  benefits  greatly  about  40  per 
cent  of  all  cases  of  intestinal  tuberculosis,  yet 
some  cases  date  their  onset  to  some  form  of 
collapse  therapy  and  other  cases  show  an  ag- 
gravation of  symptoms  by  these  procedures. 
In  our  series,  13  cases  date  the  onset  to  left 
phrenicotomy j three  cases  to  a pleural  effu- 
sion complicating  pneumothorax,  and  in  three 
cases  symptoms  began  after  a successful  thor- 


acoplasty with  resulting  closure  of  the  cavity 
and  a negative  sputum. 

The  symptoms  of  enteritis  may  be  many 
or  few,  mild  or  severe,  local  or  general.  Sys- 
temic symptoms  may  include  nervousness,  in- 
somnia, chills,  fever  and  failure  to  gain 
weight.  The  digestive  symptoms  occur  in  the 
following  order:  Anorexia,  85  per  cent; 

crampy  pain,  78  per  centj  nausea,  68  per 
centj  diarrhea,  64  per  centj  flatulence,  50 
per  centj  vomiting,  45  per  centj  epigastric 
distress  or  pain,  30  per  centj  constipation,  20 
per  centj  pyrosis,  20  per  centj  tender  right 
lower  quadrant,  10  per  centj  acid  regurgita- 
tion, 10  per  centj  constipation  alternating 
with  diarrhea,  10  per  centj  gross  blood  in 
stool,  six  per  centj  appendicitis,  four  per  centj 
allergy,  1.5  per  cent. 


(Autopsy  showed  ulceration  in  terminal  ileum,  caecum  and  ascending  colon.) 


FIG.  1 — PLATE  A:  Shows  the  nine-hour  exam- 

ination. The  terminal  ileum  does  not  visualize  and 
the  caecum  shows  spasm  and  failure  to  fill  well. 


FIG  1 — PLATE  B:  Shows  the  12-hour  exam- 

ination. Note  the  mottling  along  the  course  of  the 
terminal  ileum  and  emptying  of  the  caecum  and  part 
of  ascending  colon. 
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Diarrhea  and  pain  occur  in  two-thirds  of 
all  cases  and  should  one  wait  for  these  symp- 
toms to  appear  many  early  cases  will  be 
missed.  In  this  group  we  include  also  the  cases 
who  show  only  a change  in  the  character  of 
the  stool  from  a normal  to  a soft  consistency 
and  without  increase  in  the  daily  number ; 
these  number  about  10  per  cent  of  the  diar- 
rhea group.  Pain  and  diarrhea  occur  in  some 
cases  who  show'  no  enteritis  at  autopsy  and 
are  regarded  as  due  to  a tuberculotoxemia. 
Occasionally  pelvic  disease  and  more  rarely 
cholecystitis  will  produce  diarrhea  for  vary- 
ing periods  of  time. 

A common  triad  of  symptoms  occurring  in 
12  per  cent  of  the  cases  includes  constipation, 
crampy  pain  and  pain  in  the  right  lower  quad- 
rant. Anorexia  may  be  due  to  the  general 
tuberculous  toxemia  or  a disturbed  intestinal 
gradient.  In  our  studies  about  80  per  cent 
of  the  anorexia  occurring  in  enteritis  are  due 
to  a disturbed  gradient  and  correction  of  the 
gradient  produces  a good  appetite  and  hunger 
sensation  in  the  face  of  a hopeless  pulmonary 
lesion  with  severe  toxemia  and  high  fever. 
Gross  blood  in  the  stool  is  of  uncommon  oc- 
currence in  enteritis  and  is  of  severe  prog- 
nostic significance.  Unusual  symptoms  fre- 
quently occur.  One  case  had  recurring  attacks 
of  chills,  fever,  leucocytosis.  X-ray  examina- 
tion showed  an  enteritis  and  therapy  cleared 
the  symptoms  immediately.  Two  cases  showed 
allergic  reactions  of  hives,  diarrhea  and  ab- 
dominal distress  upon  ingestion  of  raw  milk 
and  fruits j correction  of  the  intestinal  grad- 
ient caused  an  immediate  disappearance  of 
these  symptoms.  Six  cases  showed  typical 
attacks  of  appendicitis  but  were  proved  to  be 
enteritis.  Two  cases  showed  only  a foul 
putrid  odor  of  the  stools. 

Tuberculosis  of  the  ileocecal  area  may  show' 
symptoms  usually  associated  wfith  the  func- 
tion of  the  esophagus,  stomach  and  upper 
jejunum.  For  that  reason  we  have  divided 
the  symptoms  as  gastric  and  intestinal.  The 
gastric  symptoms  include  acid  regurgitation, 
pyrosis,  nausea,  vomiting,  epigastric  distress 
and  upper  abdominal  flatulence.  The  intesti- 


nal symptoms  include  crampy  pain,  diarrhea, 
lower  abdominal  distension,  constipation  and 
blood  in  the  stool.  The  intestinal  symptoms 
are  produced  locally  and  the  gastric  are  re- 
ferred and  due  to  a deranged  gradient  else- 
where in  the  digestive  tract.  Most  cases  show 
both  groups  of  symptoms.  However,  in  four 
per  cent,  only  gastric  symptoms  were  present 
and  in  eight  per  cent,  only  intestinal.  In  four 
per  cent  the  gastric  symptoms  were  mild  and 
in  six  per  cent  the  intestinal  symptoms  were 
minimal.  Six  per  cent  of  the  cases  showed 


FIGURE  2. — At  the  1 2-hour  examination  there  is 
present  a spastic  defect  of  the  terminal  ileum,  caecum, 
ascending  and  transverse  colons.  Autopsy  showed 
ulceration  in  ileum,  caecum,  ascending  and  transverse 
colon. 

normal  stool  studies  with  no  previous  diar- 
rhea, constipation  or  both. 

Fhysical  examination  cf  the  abdomen  is 
usually  negative.  Frequently  some  tender- 
ness may  be  present  in  the  right  lower  quad- 
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rant  or  over  the  course  of  the  colon,  but  the 
signs  are  not  pathognomonic  of  enteritis.  In 
extensive  cases  the  sigmoidoscope  may  be  used 
for  direct  visualization  of  the  ulcers. 

Laboratory  studies  include  chiefly  the  ex- 
amination of  the  stool  for  blood  and  tubercle 
bacilli,  gastric  analyses  and  coprologic  studies. 
When  there  is  gross  blood  present  in  the  stool 
one  must  rule  out  hemorrhoids,  fissures,  fist- 
ulae  and  hemoptysis.  The  benzidine  reaction 
is  of  little  value  in  the  diagnosis  of  enteritis. 
Prior  to  the  test  the  patient  should  be  on  a 
meat-free  diet  for  at  least  three  days  and  if 
positive  one  must  rule  out  gingivitis,  swallow- 
ing of  blood-streaked  sputum  and  postnasal 
discharge.  During  sleep  these  discharges  are 
often  swallowed  as  well  as  bloody  sputum. 
The  presence  of  the  specific  organism  in  the 
stool  is  of  no  value  for  it  may  be  found  in  the 
feces  of  all  cases  of  open  pulmonary  lesions 
without  any  enteritis.  Again,  many  children 
who  do  not  expectorate  and  adults  with  a low- 
grade  cough  reflex  may  show  the  organism 
in  the  stool  with  no  apparent  expectoration. 
When  the  acid-fast  organisms  are  found  in 
the  stool  it  is  further  necessary  to  use  cultures 
and  guinea  pigs  to  rule  out  other  acid-fast 
organisms  which  are  not  pathogenic  and  fre- 
quently present.  Many  cases  of  advanced 
pulmonary  disease  show  abnormal  gastric 
acidity  curves  and  hypoacidity  and  improper 
digestion  of  fats  and  proteins,  but  none  of 
these  is  pathognomonic  for  enteritis.  Blood 
studies  usually  show  no  changes.  A leucocyto- 
sis  associated  with  pain  in  the  right  lower 
quadrant  means  appendiceal  involvement 
which  may  be  tuberculous  or  non-specific. 

The  most  accurate  method  of  diagnosis  is 
roentgenologic.  One  may  give  barium  orally 
or  by  enema.  Both  are  frequently  used,  but 
in  our  hands  the  oral  route  has  proved  to  be 
about  seven  times  more  diagnostic  than  the 
enema.  A modified  Brown-Sampson  tech- 
nique is  used  and  observations  are  made  at 
six,  nine,  twelve  and  thirty  hour  intervals. 
The  double  meal  may  be  used  six  hours  apart. 
Kach  case  is  fluoroscoped  at  every  interval 
and  plates  made.  The  enema  rarely  gives  a 


positive  diagnosis  when  the  oral  route  is  nega- 
tive, but  should  be  used  in  puzzling  cases. 
The  reason  for  this  discrepancy  between  meal 
and  enema  are  due  to  the  facts  that  the  enema 
is  an  abnormal  load  for  the  colon  and  finer 
grades  of  irritability  are  missed  by  the  sheer 
weight  of  the  solution;  the  enema  must  be 
retained  for  at  least  20  minutes  prior  to  tak- 
ing plates;  that  the  meal  gives  a better  insight 
to  the  physiologic  disturbances  present.  We 
have  seen  no  special  benefit  from  the  use  of 
the  double  contrast  air-barium  enema  in  the 
study  of  this  disease. 

The  roentgenology  of  ulcerative  enteritis 
is  predominantly  that  of  the  terminal  ileum, 
appendix,  cecum  and  colon.  Although  un- 
usual emptying  of  the  small  gut  or  prolonged 
filling  of  a segment  may  point  to  enteritis  of 
the  small  bowel,  yet  in  the  great  number  of 
cases  the  diagnosis  is  conjectural.  Fortunate- 
ly, the  small  bowel  is  almost  always  asso- 
ciated with  involvement  of  the  cecum  or 
colon,  which  lend  themselves  easily  to  x-ray 
observation. 

In  a follow  up  study  of  our  cases  we  have 
begun  to  regard  all  pathological  ulcerative 
enteritis  to  be  productive  of  symptoms  in  90 
per  cent  of  cases  and  to  be  asymptomatic  in 
1 0 per  cent.  Of  the  symptomatic  group,  about 
85  per  cent  produce  definite  x-ray  changes 
and  1 5 per  cent  do  not.  Of  the  asymptomatic 
group,  1 0 per  cent  produce  x-ray  changes  and 
90  per  cent  do  not.  Thus  in  a given  series  of 
pathological  enteritis  one  may  find  positive 
x-ray  findings  in  78  per  cent  with  and  with- 
out symptoms,  and  negative  x-ray  findings  in 
22  per  cent-  with  and  without  symptoms.  We 
have  found  in  our  series  that  a positive  x-ray 
diagnosis  means  enteritis  in  over  95  per  cent 
of  cases.  However,  a negative  diagnosis  in 
the  face  of  highly  suspicious  symptoms  is  only 
30  per  cent  reliable,  and  a suspicious  x-ray 
diagnosis  after  two  examinations  is  less  than 
50  per  cent  reliable.  It  is  thus  seen  that  the 
greatest  value  of  the  x-ray  lies  in  the  finding 
of  positive  roentgenologic  signs  and  this  re- 
sult may  be  obtained  in  about  80  per  cent  of 
all  cases  of  enteritis. 
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The  criteria  for  a positive  x-ray  diagnosis 
are  anatomic  and  physiologic.  Actual  demon- 
stration of  the  ulcers  is  technically  difficult 
and  can  be  made  in  only  very  few  cases.  The 
physiologic  features  include  those  produced 
locally  at  the  ulcer-bearing  area  and  contribu- 
tory factors.  The  local  signs  include  a failure 
of  the  involved  area  to  fill  or  fill  well,  result- 
ing in  a “spastic  filling  defect”,  increased  ir- 
ritability, spasm  and  rapid  emptying.  Con- 
tributory signs  include  a generalized  hyper- 
motility, rapid  emptying  of  the  entire  bowel, 
ileal  stasis  and  gastric  retention. 

Cases  presenting  suspicious  symptoms  over 
a long  period  of  time  may  show  only  a di- 
lated, atonic  cecum,  which  may  present  a typ- 
ical spastic  picture  at  a later  examination. 
Such  cases  should  be  regarded  as  quiescent 
rather  than  healed,  for  pneumoperitoneum 
may  change  a deformed  cecum  to  a dilated 
one  in  the  course  of  a few  days. 

Suspicious  roentgenologic  cases  are  often 
cleared  up  by  a diagnostic  pneumoperitoneum. 
One  or  two  inflations  to  a case  presenting  sus- 
picious symptoms  and  suspicious  roentgen- 
ology often  makes  the  diagnosis.  If  such  a 
case  is  not  due  to  enteritis  no  change  occurs, 
but  if  due  to  enteritis  the  symptoms  are  quick- 
ly minimized  and  the  x-ray  picture  changes 
completely  and  assumes  normal  aspects. 

Differential  Diagnosis:  Ulcerative  enter- 
itis may  simulate  peptic  ulcer,  gall-bladder 
disease,  or  any  other  disease  of  the  digestive 
tract.  On  the  other  hand,  pelvic  disease,  renal 
disease,  the  neuroses,  pleural  effusion, 
dyspepsias  and  postphrenicotomv  dyspepsias 
may  simulate  enteritis  and  must  be  taken  into 
consideration  in  the  diagnosis.  X-ray  studies 
can  rule  out  the  neuroses,  malignancy, 
mucous  and  spastic  colitis,  hyperthyroidism, 
the  allergic  tract  and  the  pleural  effusion 
form.  Amoebic  dysentery  must  be  ruled  out 
by  stool  studies.  Non-specific  colitis  may  re- 
semble the  tuberculous  form  but  usually  occur 
in  the  distal  colon.  Whenever  appendicitis  is 
suspected  in  a case  of  pulmonary  tuberculosis 
always  rule  out  enteritis.  Very  rarely  does 
appendicitis  produce  localized  spastic  defects 


in  the  cecum  or  colon  and  when  one  has  ten- 
derness in  the  right  lower  quadrant  with  or 
without  leucocytosis  and  with  a normal  roent- 
genologic cecum  one  may  diagnose  appendi- 
citis. Abdominal  adhesions  may  simulate  the 
tuberculous  picture  and  their  diagnosis  de- 
pends usually  upon  a careful  history  and,  if 
necessary,  laparotomy. 

Summary:  Ulcerative  intestinal  tuberculo- 
sis is  always  a complication  of  pulmonary  dis- 
ease occurring  usually  in  far  advanced  cases 
with  cavity  and  positive  sputum.  Although 
most  cases  show  a classical  symptomatology, 
yet  many  other  diseases  resemble  it  and  no 
one  group  of  symptoms  is  pathognomonic. 
Laboratory  aids  and  physical  examination  are 
of  little  help  in  diagnosis.  The  x-ray  is,  at 
the  present  time,  our  best  means  of  diagnosis, 
and  positive  x-ray  findings  may  be  seen  in  80 
per  cent  of  all  cases  of  enteritis.  A positive 
diagnosis  is  correct  in  over  95  per  cent  of 
cases;  a negative  one  with  highly  suggestive 
symptoms  is  only  30  per  cent  reliable,  and  a 
suspicious  one  is  less  than  50  per  cent  reliable. 
The  diagnosis  in  suspicious  x-ray  cases  may  be 
cleared  up  with  diagnostic  pneumoperito- 
neum. A group  of  about  20  per  cent  of  en- 
teritis cases  give  no  abnormal  x-ray  findings 
and  in  these  a careful  history  and  therapeutic 
pneumoperitoneum  will  usually  clear  up  the 
diagnosis. 
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THE  PILGRIM  PHYSICIAN 

In  the  article  “The  Pilgrim  Physician,”  appear- 
ing in  the  November  Hygeia,  Catherine  Cate  Cob- 
lentz  tells  of  the  heroic  struggles  of  Dr.  Samuel 
Fuller  against  the  sickness  and  privation  which  con- 
stantly threatened  the  Pilgrim  fathers.  The  half 
hundred  Pilgrims  who  survived  the  first  bitter  days 
in  New  England  had  reason  to  be  thankful  on  that 
first  Thanksgiving  Day. 

Of  this  Pilgrim  physician,  William  Bradford 
writes,  “A  man  godly  and  forward  to  do  good,  be- 
ing much  missed  after  his  death.” 
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TREATMENT  OF  LARYNGEAL  TUBERCULOSIS 


By  Russell  S.  Wolfe,  M.  D. 
Elkins y IV.  V a. 


Tt  is  universally  acknowledged  that  tuber- 
culosis of  the  larynx  is  never  primary.  It  is 
to  be  considered  as  a complication  of  pulmon- 
ary tuberculosis  and  is  never  to  be  regarded 
as  a clinical  entity1  although  primary  laryn- 
geal involvement  is  theoretically  possible.  It 
naturally  follows  that  the  successful  therapy 
of  tuberculous  laryngitis  must  include  first  of 
all  adequate  treatment  of  the  underlying  pul- 
monary processes.  Cough  must  be  allayed, 
expectoration  made  easier  and  the  sputum  ren- 
dered negative  before  one  can  hope  to  im- 
prove the  laryngeal  condition. 

Tuberculosis  is  protean  in  its  manifestations 
and  the  larynx  is  no  exception.  In  the  litera- 
ture there  are  many  classifications  of  this  par- 
ticular malady,  some  according  to  anatomical 
parts  involved,  some  according  to  the  sever- 
ity of  symptoms  and  others  according  to  the 
time  element.  There  are  almost  as  many 
such  classifications  as  writers  and  remedies 
used,  indicating  that  none  are  wholly  appli- 
cable or  satisfactory.  For  the  purposes  of 
treatment  we  are  not  especially  concerned 
with  such  minute  cataloguing  and  segrega- 
tion. We  are,  however,  concerned  with  the 
symptomatology  and  for  a better  understand- 
ing of  our  problem  a listing  of  the  chief  symp- 
toms may  be  given  here. 

The  earliest  manifestation  of  laryngeal  in- 
volvement is  a tickling  in  the  throat  or  the 
sensation  of  a lump  while  swallowing.'  A 
little  later  some  changes  in  voice  are  noted. 
These  range  all  the  way  from  slight  vocal 
fatigue  to  severe  hoarseness  or  complete 
aphonia.  Pain  in  the  larynx  is  a variable 
symptom  and  may  range  from  the  slightest 
aching  twinges  at  intervals  to  a most  distress- 
ing constant  symptom.  Odynophagia  of 
greater  or  lesser  degree  nearly  always  accom- 
panies ulceration  of  the  epiglottis  or  aryepi- 


glottic  folds2  and  its  alleviation  constitutes 
our  major  problem  in  treatment.  “Pain  robs 
the  patient  of  his  best  medicine — food — and 
if  it  is  not  relieved  a vicious  cycle  is  estab- 
lished which  rapidly  carries  him  downhill.”3 
Expectoration  is  increased  during  ulcerative 
stages  and  cough  may  be  constant  and  pain- 
ful. Dyspnea  is  seldom  encountered  and  if 
present  is  caused  by  a tuberculoma,  or  by  ex- 
tensive edema  and  infiltration.  It  must  be 
borne  in  mind  that  any  or  all  of  the  above 
enumerated  symptoms  may  be  absent  from  a 
larynx  with  the  severest  of  involvement. 

Objectively  we  cannot  recognize  a pretu- 
berculous  stage/  In  general,  one  or  more 
structures  of  the  larynx  can  be  determined  as 
being  involved  in  an  edematous,  swollen, 
thickened  process.  The  mucous  membrane  is 
usually  pale  throughout  with  small  areas  of 
congestion.  Ulcerations  are  typically  super- 
ficial, irregular,  giving  a pale  worm-eaten 
effect,  and  are  without  inflammatory  borders. 
Minute  superficial  ulcerations  along  the  free 
margins  of  the  vocal  cords  give  to  them  the 
characteristic  mouse-eaten  appearance.  In 
the  face  of  a positive  history  of  pulmonary 
tuberculosis  the  diagnosis  of  tuberculosis  of 
the  larynx  is  not  difficult'  but  one  must  be 
wary  of  calling  a laryngeal  lesion  tuberculo- 
sis when  an  acid-fast  condition  is  not  present 
or  has  not  previously  been  proven. 

Treatment:  A condition  that  may  well 
have  been  tuberculosis  of  the  larynx  was  men- 
tioned by  Hippocrates  and  many  are  the 
modes  of  treatment  that  have  since  been  used 
for  its  alleviation.  Inhalations  of  aromatics 
and  medicated  vapors,  insufflations  of  anes- 
thetic and  supposedly  curative  powders,  intra- 
laryngcal  injections  of  oils  and  anesthetic 
agents,  intralaryngeal  applications  of  oils, 
acids  and  iodine  preparations,  currettage  of 
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ulcerated  areas,  excision  of  granulomatous 
tissue  and  exuberant  growths,  galvanocautery 
or  ignipuncture,  heliotherapy  or  actinother- 
apy,  internal  laryngeal  nerve  blocking  and 
tracheotomy  have  all  had  their  day  of  pop- 
ularity and  to  a limited  extent  are  still  quite 
useful  to  the  phthisiotherapist.  Any  one  of 
these  may  give  relief  in  a given  case  and  again 
the  successive  use  of  each  and  all  remedies  at 
our  command  may  fail.  Among  the  older 
chemicals  that  may  be  mentioned  as  being  of 
occasional  benefit  are  lactic  acid,  formalin  and 
sulphuric  acid  applied  directly  to  the  lesion. 
Inhalations  of  menthol  vapor,  oil  or  pine 
needles,  eucalyptol,  tincture  of  benzoin  com- 
pound, sprays  of  chloretone  and  ephedrine, 
aromatics  and  adrenalin,  will  sometimes  re- 
lieve the  congestion  and  hoarseness. 

Since  the  relief  of  pain  is  our  most  fre- 
quent object,  cocaine  solutions  in  varying 
strengths  are  sprayed  into  the  larynx  or  ap- 
plied with  a swab.  Insufflations  of  orthoform 
or  anesthesine  powders  may  be  used  by  the 
patient  himself  to  obviate  the  pain.  Morphine 
and  opium  may  have  to  be  used  hypodermi- 
cally. Alcoholic  injection  of  the  internal 
laryngeal  nerve  may  be  necessary  for  semi- 
permanent paralysis  of  the  sensory  mechan- 
ism. Any  one  or  all  of  these  more  heroic 
measures  may  fail  to  give  the  desired  relief 
and  again  a simple  aspirin  tablet  may  be  all 
that  is  required. 

Chaulmoogra  oil  is  now  enjoying  a waning 
popularity.  In  a large  institution  one  writer 
states  that  he  has  been  using  chaulmoogra  oil 
since  1921  and  has  found  its  results  so  grati- 
fying that  alcoholic  injections  which  were  of 
almost  daily  occurrence  have  been  reduced  to 
an  occasional  one." 

Ignipuncture  or  galvanocautery  has  in  a 
great  measure  replaced  all  locally  applied 
drugs"  with  more  satisfactory  results,  but  it 
also  has  many  limitations.  It  cannot  be  used 
safely  in  the  face  of  rapidly  advancing  pul- 
monary tuberculosis  and  is  of  greatest  use  in 
the  chronic  infiltrative  type  or  upon  very  su- 
perficial ulcerations.  Its  value  in  decreasing 
laryngeal  pain  is  variable. 


1*  unctional  rest  in  laryngeal  tuberculosis  as 
in  all  other  types  of  tuberculosis  is  a most  im- 
portant factor  in  treatment.  A regime  of 
silence  should  be  imposed  as  soon  as  laryn- 
geal involvement  is  determined.  Stage  whis- 
pering is  strongly  contraindicated  as  it  em- 
ploys vocal  cord  vibration  greater  than  that 
required  in  ordinary  conversation.  For  many 
patients,  pad  and  pencil  should  be  used  en- 
tirely. Others,  according  to  the  severitv  of 
symptoms,  may  be  allowed  brief  daily  periods 
of  conversation,  such  as  at  meal  times. 

Heliotherapy,  actinotherapy,  and  ultra- 
violet ray  may  each  serve  valuable  ends  in 
selected  cases  but,  until  methods  of  adminis- 
tration are  rendered  more  convenient  for  both 
the  operator  and  patient,  are  not  apt  to  be- 
come popular  means  of  therapy.  X-ray  ir- 
radiation, sometimes  valuable  in  the  reduc- 
tion of  tuberculous  cervical  lymphadenitis  is 
not  quite  applicable  for  laryngeal  treatment 
because  of  its  untoward  effect  upon  hyaline 
cartilage. 

Myerson,*  in  a paper  read  before  the  Sec- 
tion on  Otolaryngology  at  the  Atlantic  City 
Convention  of  the  American  Medical  Associa- 
tion, strongly  advocates  tracheotomy  in  certain 
selected  cases  which  he  claims  form  a con- 
siderable percentage  of  our  laryngeal  cases. 
This  is  admittedly  not  suitable  for  those 
ulcerative,  disintegrative,  destructive  terminal 
cases  of  laryngeal  involvement  in  which  the 
very  condition  of  the  patient  could  not  stand 
even  the  small  shock  and  rigors  of  such  an 
operation,  and  in  which  the  tracheotomy 
wound  itself  would  be  more  than  likely  to 
become  infected  with  the  acid-fast  secretions. 
It  is  an  operation  of  election  rather  than 
emergency  and  is  of  distinct  benefit  in  those 
productive  cases  suffering  from  constriction 
of  the  airway  as  is  sometimes  seen  in  cases  of 
severe  edema  or  pseudoedema,  perichondritis 
and  chondritis,  laryngeal  tubercles  causing 
bilateral  cord  paralysis  or  from  the  scars  of 
old  healing  processes.  Tracheotomy  often 
allows  a nervous  fretful  patient  to  sleep  peace- 
fully and  therefor  gain  much  needed  rest. 
Cameron  presented  a case  report  of  a 
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young  lady  under  his  care  who  after  the  first 
two  years  of  laryngeal  involvement  suffered 
such  cicatrical  contraction  of  the  larynx  that 
tracheotomy  became  necessary.  The  tube  was 
worn  for  eight  years  the  first  time  and  after 
an  interval  of  two  years  it  became  necessary 
to  retracheotomize  the  patient  and  again  two 
years  later  another  tracheotomy  was  done. 
The  patient  lived  fourteen  years  in  all  after 
her  first  diagnosis  of  laryngeal  tuberculosis. 

In  the  rather  free  discussion  that  followed 
the  above  paper  it  was  rather  emphatically 
stated  that  direct  laryngoscopy  or  the  laryn- 
goscope had  no  place  in  the  treatment  of  tu- 
berculous laryngeal  lesions.  While  further 
emphasizing  the  value  of  tracheotomy  in  se- 
lected cases  Gabriel  Tucker  heartily  concurred 
that  the  treatment  of  laryngeal  lesions  should 
be  by  the  indirect  method  and  that  instrumen- 
tation should  be  kept  at  a minimum. 

No  discussion  of  treatment  is  complete 
which  omits  the  prevention  or  prophylactic 
phase.  As  soon  as  pulmonary  tuberculosis  is 
suspected  or  diagnosed,  laryngeal  complica- 
tions must  be  guarded  against.  Anything  that 
predisposes  to  laryngitis,  such  as  nasal  obstruc- 
tion, paranasal  sinusitis,  chronic  tonsillitis  or 
chronic  otitis  media  should  be  carefully 
treated  when  possible.  Tonsillectomy  is  not 
definitely  contraindicated  as  the  old  concep- 
tion would  have  us  believe.  It  is  often  neces- 
sary before  improvement  in  the  laryngopul- 
monary  condition  can  be  expected.  Smoking, 
singing,  alcoholic  drinks,  spicy  and  irritative 
foods  are  contraindicated.  In  early  pulmon- 
ary cases  harsh,  non-productive  cough  must 
be  allayed,  expectoration  must  be  made  easy, 
and  the  sputum  rendered  negative  as  quickly 
as  possible.  An  inquiry  regarding  possible 
past  laryngeal  involvement  should  be  made 
by  every  physician  upon  first  meeting  the  tu- 
berculous suspect. 

Ilopemont  Experience’ : There  are  now 
400  patients  in  the  Hopemont  Sanitarium. 
Fifty  of  these  are  children  in  whom  laryn- 
geal tuberculosis  is  negligible.  On  this  date 
there  are  25  clinical  cases  of  tuberculosis  of 
the  larynx,  about  equally  divided  between 


male  and  female  registry.  This  gives  us  a 
percentage  of  14  and  is  definately  in  line  with 
the  figures  of  Dworetzky1  who  in  his  1934 
analysis  of  the  population  of  the  New  York 
Municipal  Sanitarium  at  Otisville,  N.  Y. 
found  14.6  percent  incidence  of  laryngitis  in 
500  cases. 

In  the  last  two  years  one  tracheotomy — a 
terminal  case — has  been  done.  One  internal 
laryngeal  nerve  injection  has  been  done 
during  the  last  year.  Preparations  for  the 
injection  of  one  other  case  were  being  made 
when  painful  symptoms  subsided  and  the  in- 
jection was  rendered  unnecessary. 

An  indirect  laryngeal  examination  is  made 
upon  all  new  admissions  and  if  laryngitis  is 
found  or  suspected  such  a diagnosis  is  made 
and  treatment  begins  at  once. 

We  are  not  unmindful  of  the  many  and 
varied  classifications  of  this  disease  by  other 
writers  but  for  our  own  convenience  and 
methods  of  treatment  we  divide  our  cases  into 
the  following  classes:' 


CLASS 

I.  Non-ulcerative  1 . 

a.  Painless  2. 

b.  Painful  3. 


4. 


II.  Ulcerative  5. 

a.  Painless  6. 

b.  Painful 

7. 

8. 

9. 

10. 
1 1. 


TREATMENT 

Treatment  of  the  under- 
lying pulmonary  etiology. 
Silence. 

Novocaine  (one-half  to 
two  per  cent)  and  ad- 
renalin sprays. 
Chloretone-ephedrine  in- 
halant spray. 

Butyn,  two  per  cent  solu- 
tion spray. 

Benzocaine  - orthoform, 
anethesin,  analgesin  in 
lozenges  and  powders. 
Cocaine  solutions  — one- 
half  to  five  per  cent. 
Internal  laryngeal  nerve 
injection.  No  alcohol — 
three  per  cent  novocaine. 
Narcotics — morphine  and 
opium. 

Cautery  — seldom  used. 
Tracheotomy  — very 
seldom. 


You  will  note  that  novocain  solutions  in 
strengths  varying  from  one-half  to  two  per 
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cent  are  used  as  local  sprays  in  the  beginning 
of  the  treatment  of  the  early  painful  lesions. 
Although  not  generally  considered  a good 
topical  anesthetic  this  has  been  found  to  re- 
lieve the  pain  in  a great  many  instances.  A 
solution  of  one-half  per  cent  is  always  used 
first,  with  or  without  adrenalin,  and  the 
strength  gradually  increased  as  indicated. 
Please  note  also  that  the  weaker  or  slower 
acting  anesthetics  are  used  first,  gradually 
working  through  the  list  up  to  the  stronger 
cocaine  solutions.  It  has  been  our  experience 
that  once  a stronger  solution  or  a stronger 
agent  has  been  used  one  cannot  retrace  and 
later  use  a weaker  solution  or  less  powerful 
drug. 

Alcohol  has  been  discontinued  as  a par- 
alyzing agent  of  the  internal  laryngeal  nerve. 
Novocaine  solution,  three  per  cent,  has  been 
found  to  be  very  effective ; it  gives  satisfactory 
anesthesia  for  a varying  length  of  time  up  to 
three  weeks  and  it  is  not  often  that  it  has  to  be 
repeated.  It  has  none  of  the  painful  unpleas- 
ant effects  should  the  surrounding  tissues  be 
infiltrated.  Experience  indicates  that  possibly 
the  nerve  endings  sooner  or  later  become  al- 
tered in  either  the  reparative  or  ulcerative 
stages  of  the  local  disease  and  the  threshold 
of  pain  greatly  increased.  Hence,  repeated  or 
successive  injections  are  seldom  necessary. 
Cauterizing  or  sclerosing  chemicals  to  be 
directly  applied  to  the  ulcerated  surfaces  are 
not  being  used. 

In  this  institution  60  percent  of  the 
necropsies  reveal  ulcerative  lesions  of  the 
larynx  and  trachea.  Several  of  these  had  not 
complained  of  odynophagia  before  termina- 
tion and  were  therefore  not  receiving  laryn- 
geal treatment. 

Twenty  years  ago  the  incidence  of  tuber- 
culosis of  the  larynx  was  25.6  per  cent  of 
sanitarium  population.1  Today  it  is  14.6  per- 
cent. Twenty  years  ago  there  was  no  collapse 
therapy  of  pulmonary  tuberculosis.  Today, 
pneumothorax,  phrenicus  exeresis  or  phren- 
iclysis,  extra  pleural  thoracoplasty  and  intra- 
pleural pneumolysis  are  effectively  employed 


in  20  per  cent1  of  the  cases.  ( Hopemont  70 
per  cent).  While  our  method  of  local  direct 
treatment  of  the  laryngeal  lesions  has  made 
great  strides  in  the  alleviation  and  palliation 
of  pain,  all  credit  for  the  cure  and  diminished 
incidence  of  laryngeal  tuberculosis  of  the 
larynx  must  go  to  the  newer  improved 
methods  of  treating  the  underlying  pulmon- 
ary etiological  factor. 

The  appearance  of  laryngeal  complications 
has  always  been  regarded  as  a terminal,  hope- 
less indication.  Today,  25  percent  may 
expect  to  be  restored  to  usefulness.1  While 
the  incidence  of  laryngeal  complications  is 
steadily  decreasing  we  still  recognize  it  as  a 
most  important  matter  and  are  indeed  thank- 
ful for  anything  that  helps  us  in  the  way  of 
amelioration  or  prevention  of  this  distressing 
malady. 

Summary  and  Conclusion:  1.  A brief  re- 
view of  the  medical  therapy  and  surgical 
treatment  of  laryngeal  tuberculosis  has  been 
presented. 

2.  Laryngeal  tuberculosis  is  never  primary, 
it  is  always  a complication  of  pulmonary 
tuberculosis. 

3.  The  incidence  of  tuberculosis  of  the 
larynx  has  been  reduced  from  25.6  per  cent 
to  14.6  per  cent  through  the  effective  collapse 
therapy  of  the  underlying  pulmonary  infec- 
tion. 

4.  Treatment  of  the  pulmonary  etiological 
factor  is  the  real  effective  treatment  of  laryn- 
geal complications. 

5.  The  occurrence  of  laryngeal  tuberculosis 
is  no  longer  a sign  of  hopeless  prognosis. 
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RESECTION  OF  THE  PRESACRAL  NERVE  IN  AN  ATTEMPT 
TO  RELIEVE  DYSMENORRHEA  AND  INTRACTABLE 

PELVIC  PAIN* 


By  Hugh  A.  Bailey,  A.  B.,  M.  I).  and  J.  E.  Cannaday,  M.  D.,  F.  A.  C.  S. 

C harleston , West  Virginia 

From  the  Surgical  Clinic  of  The  Charleston  General  Hospital 


W ithin  the  past  two  decades  an  especially 
keen  interest  has  developed  in  the  sym- 
pathetic nervous  system,  resulting  in  much 
investigation.  The  literature  abounds  with 
data  bearing  on  the  anatomy,  physiology, 
pathology  and  clinical  aspects  of  this  division 
of  the  nervous  system.  The  medical  profes- 
sion to  a degree  has  concentrated  its  atten- 
tion on  the  possibility  of  relieving  certain 
chronic  diseases,  and  the  amelioration  of  the 
other  conditions  by  surgical  attack  on  those 
processes  with  which  the  autonomic  nervous 
system  is  intimately  related.  These  efforts 
have  not  been  expended  in  vain,  and  our 
knowledge  though  far  from  being  complete, 
has  been  considerably  broadened.  We  are 
aware  of  the  fact  that  insufficient  time  has 
elapsed  for  the  final  review  of  the  results  of 
this  wealth  of  laboratory  and  clinical  ma- 
terial, however,  from  the  amount  of  work 
that  has  been  done,  it  is  now  possible  to  draw 
some  deductions  to  aid  in  placing  more  defi- 
nite limits  for  the  clinical  and  surgical  pro- 
cedures on  the  sympathetic  nervous  system. 

From  these  many  fields  of  clinical  medi- 
cine into  which  the  investigation  of  the  sym- 
pathetic nervous  system  has  been  carried,  we 
have  elected  one  which  has  to  do  with  the 
pelvic  viscera,  chief  among  these  being  dys- 
menorrhea and  intractable  pelvic  pain. 

Though  anyone  would  consider  it  as  de- 
plorable to  minimize  in  any  way  the  honor 
due  the  great  physiologists  and  anatomists  of 
the  past  for  their  pioneer  investigations,  it  is 
important  to  realize  that  the  majority  of  the 
ideas  accepted,  with  regard  to  the  sympathetic 

•Road  before  the  West  Virginia  State  Medical  Association  at 
Wheeling  on  May  7,  1935. 


nervous  system  in  man  were  based  upon  the 
results  of  experiments  performed  on  the 
lower  animals,  whose  nervous  systems  in  gen- 
eral and  whose  sympathetic  nervous  systems 
in  particular  differ  in  many  respects  from 
that  of  man.  It  is  only  since  surgery,  the 
most  fruitful  method  of  research  into  the 
problems  concerning  physiology  in  man,  has 
embraced  this  division  of  the  nervous  system, 
that  we  have  begun  to  gain  accurare  informa- 
tion about  its  activity  in  the  human. 

History:  The  existence  of  the  sympathetic 
or  autonomic  nervous  system  as  such  was  not 
known  in  John  Hunter’s  time  but  was  sus- 
pected by  him.  One  of  the  early  notations 
found  in  the  literature  concerning  the  sym- 
pathetic nervous  system  appears  in  Lister’s 
letters  to  Sharpey,  June  28,  July  7,  1855,  in 
which  reference  is  made  to  a paper  entitled 
“Preliminary  Accounts  of  an  Inquiry  in  the 
Function  of  the  Visceral  Nerves  with  Special 
Reference  to  the  So-Called  Inhibitory  Sys- 
tem.” 

Charles  Bell  of  London  and  Claude  Bern- 
ard of  Paris,  in  the  published  reports  of  their 
studies  in  neurology  went  a long  way  toward 
presenting  the  sympathetic  nervous  system  as 
we  now  know  it. 

The  idea  of  relieving  pelvic  pain  by  sym- 
pathetic neurectomy  was  first  suggested  by 
Jaboulay,  and  in  1898  he  presented  his 
method.  The  technique  was  an  approach 
through  the  perineum  but  because  of  tech- 
nical difficulties  and  the  resulting  incontin- 
ence of  urine,  this  procedure  was  abandoned. 

Following  Jaboulay,  Latarjet  and  Rochet 
contrived  a procedure  which  was  followed  by 
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similar  unhappy  results  and  likewise  was  dis- 
missed from  use.  During  the  same  decade  it 
was  discovered  that  there  were  two  large  sep- 
arate and  distinct  nervous  systems  in  the 
human  body,  one  of  these  being  the  sympath- 
etic autonomic,  or  visceral  nervous  systems 
and  when  the  functions  of  these  systems  were 
definitely  worked  out,  it  became  apparent 
that  the  division  of  sympathetic  nerve  trunks 
could  block  the  pathways  of  pain.  In  1924, 
Hunter  and  Royal,  following  a more  or  less 
exhaustive  clinical  and  laboratory  study,  con- 
cluded with  a report  on  the  amelioration  of 
spastic  paralysis  by  extirpation  of  the  gray- 
rami  of  the  lumbar  sympathetics.  Although 
their  premise  was  found  to  be  faulty,  the 
scientific  impetus  given,  led  to  what  we  now 
know  about  the  surgery  of  the  sympathetic 
nervous  system.  Cotte  accomplished  his  first 
presacra]  nerve  resection  for  the  relief  of  pel- 
vic pain  in  1924.  A few  years  later  he  be- 
came the  author  of  a book  on  the  general  sub- 
ject of  the  pelvic  sympathetic  nervous  system. 
In  this  book  he  tabulated  his  results  follow- 
ing presacral  nerve  resection  in  a large  num- 
ber of  cases.  The  results  he  stated,  were  most 
satisfactory. 

Anatomical  Considerations:  The  term  pre- 
sacral nerve  was  the  name  given  to  the  pelvic 
sympathetic  group  in  1919,  by  Latarjet  and 
Bonnet,  and  the  name,  of  course,  is  merely  of 
topographical  significance.  The  name  given 
by  Havelacque,  that  of  “The  Superior  Hypo- 
gastric Plexus”  is  more  scientifically  accurate. 
The  filaments  making  up  the  plexus  is  that 
portion  of  the  abdominal  sympathetic  system 
which  is  located  in  the  region  anterior  to  the 
bodies  of  the  fourth  and  fifth  lumbar  ver- 
tebra, passing  from  above  downwards  and  an- 
terior to  the  inferior  portions  of  the  abdom- 
inal aorta  and  its  bifurcation  to  occupy  the 
triangular  space  between  the  common  iliac 
arteries.  Above  and  laterally  it  is  connected 
with  the  solar  plexus  and  upper  lumbar  gang- 
lia through  the  intermesenteric  nerves  of 
which  it  is  the  direct  continuation.  In  the 
midline  it  is  connected  above  with  the  inferior 
mesenteric  ganglia  and  the  inferior  mesen- 


teric circumarterial  plexus.  Laterally  it  re- 
ceives a branch  from  the  lowest  lumbar  gang- 
lion. Below  it  terminates  by  dividing  into  the 
paired  inferior  hypogastric  plexus.  The  latter 
usually  consists  of  two  long  nerves  united  by 
many  oblique  anastomoses. 

In  thin  subjects  especially,  usually  the 
fibers  of  the  presacral  nerve  can  be  seen 
through  the  peritoneum  on  the  anterior  sur- 
face of  the  sacrum.  The  nerve  is  rather  vari- 
able in  appearance  and  arrangement. 

In  some  cases  most  of  the  fibers  are  gath- 
ered together  in  a single  band  or  cord,  termed 
a true  or  single  presacral  nerve.  In  others  a 
narrow  plexus  of  two  or  more  parallel  nerves, 
or  again,  it  presents  itself  in  the  form  of  a 
wide  plexus  of  parallel  nerves.  Less  fre- 
quently it  similates  a spider  web  or  fan- 
shaped plexiform  nerve.  In  all  cases  there 
are  a limited  number  of  small  ganglia  incor- 
porated in  the  general  structure  of  the  nerve 
trunks.  Filaments  from  this  plexus  go  to  the 
superior  hemorrhoidal,  external  iliac  and 
middle  sacral  arteries. 

As  has  been  said  the  presacral  nerve  lies 
behind  the  posterior  peritoneum,  and  some- 
what to  the  left  of  the  midline  on  the  fourth 
and  fifth  lumbar  vertebra  being  separated 
from  them  by  a dense  layer  of  fibrocellular 
connective  tissue.  This  fibrous  lamina  may 
be  separated  from  the  plexus  and  from  the 
lumbar  vertebra  with  little  difficulty.  The 
middle  sacral  artery  intervenes  between  it 
and  the  bone  in  the  midline.  Below  the  pro- 
montory it  rapidly  becomes  adherent,  finally 
blending  with  the  sacral  periosteum.  A finer 
but  definite  layer  of  connective  tissue  likewise 
covers  the  anterior  surface  of  the  plexus.  The 
two  laminae  fuse  at  the  lateral  borders  of  the 
plexus  which  is  thus  isolated  within  a fibrous 
sheath.  From  the  surgeon’s  point  of  view, 
this  disposition  is  of  considerable  importance 
as  it  allows  complete  extirpation  of  the  plexus 
without  the  tedious  anatomical  dissection  of 
its  constituent  nerves,  and  without  great 
danger  to  the  subjacent  vital  structure.  The 
main  trunk  of  the  plexus  is  always  shifted  to- 
ward the  left  and  its  principal  mass  lies  usual- 
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ly  half  upon  the  left  common  iliac  vessels  and 
half  upon  the  bone.  The  left  ureter  and  the 
pelvic  mesocolon  and  its  vessels  are  usually 
situated  well  to  the  left  of  the  presacral  nerve. 
However  it  has  been  the  writers’  experience 
to  hnd  it  on  several  occasions  intimately  re- 
lated to  these  structures. 

General  Considerations:  The  various  types 
of  pelvic  pain  ranging  from  functional  dys- 
menorrhea to  severe  neuralgias  associated 
with  inoperable  malignancies  in  the  pelvis 
from  which  relief  has  not  been  obtained  by 
the  usual  method  of  treatment,  present  them- 
selves as  an  inviting  field  for  surgical  attack 
on  the  pelvic  sympathetic  nerves. 

This  operative  procedure  has  attracted 
much  more  attention  in  Europe  than  in 
America.  In  addition  to  the  notable  work 
done  by  Cotte,  many  of  these  operations  have 
been  performed  by  Leriche,  Fontaine  and 
Herrmann  in  France ; by  Addis  in  England, 
and  by  Jianu  and  Theodoresco  in  Roumania. 
However,  more  recently  a number  of  pre- 
sacral nerve  resections  have  been  done  in  this 
country  notably  by  Masson,  Adson,  Rankin, 
Counsellor,  Craig  and  Behney.  Behney  of 
Philadelphia,  with  especial  reference  to  con- 
trol of  pain  in  pelvic  cancer  reported  twenty- 
two  cases  treated  by  pelvic  sympathectomy. 
These  cases  were  selected  on  the  following 
basis:  The  pain  was  intense,  was  not  relieved 
by  irradiation  therapy,  the  ureters  were  not 
dilated,  x-ray  of  pelvis  revealed  no  evi- 
dence of  bone  invasion.  Seventy-two  per  cent 
of  these  patients  were  relieved.  He  also  states 
that  the  33  per  cent  of  failures  were  due  to 
technical  difficulties. 

Tisseraud  reported  complete  relief  of  in- 
tense pelvic  and  lumbar  pain  in  a patient  suf- 
fering from  advanced  carcinoma.  Similar  re- 
sults were  obtained  by  Jianu,  and  likewise  by 
Theodoresco. 

Cotte  advocates  the  resection  of  the  pre- 
sacral nerve  for  the  relief  of  various  pelvic 
disturbances  with  apparently  undemonstrable 
pathology.  In  1925,  he  reported  the  results 
of  two  hundred  consecutive  cases  upon  whom 
pelvic  sympathetic  neurectomy  had  been 


done.  Cotte  performs  this  operation  for  var- 
ious conditions,  such  as: 

1.  Pelvic  pain  of  unknown  origin ; 

2.  Pelvic  pain  due  to  cancer  of  the  cervix ; 

3.  Dyspareunia,  or  vaginismus; 

4.  Painful  menstruation  varying  from 
the  milder  to  the  most  severe  types. 

He  is  of  the  opinion  that  when  failure  of 
the  desired  results  ensues,  that  the  failure  is 
either  due  to  faulty  technique,  or  to  the  fact 
that  some  of  the  nerve  fibers  have  an  ab- 
normal course  and  location  and  have  not 
been  resected,  or  that  neuromata  have  de- 
veloped on  the  cut  nerve  ends.  In  proof  of 
this,  he  has  reoperated  upon  a number  of 
cases,  which  had  been  considered  failures,  and 
secured  satisfactory  results.  Adson,  during 
the  past  year,  reported  seven  cases  of  ex- 
cessively painful  menstruation  relieved  by 
presacral  neurectomy.  DeCourcey  recently 
has  reported  satisfactory  results  in  the  major- 
ity of  twenty-one  cases  operated  upon  for  re- 
lief of  painful  menses. 

Twenty  cases  of  presacral  nerve  resection, 
most  of  them  for  relief  of  dysmenorrhea,  with 
generally  satisfactory  results  have  been  re- 
ported by  W.  R.  Addis  of  Manchester,  Eng- 
land. 

Fontaine  and  Herrman  express  the  belief 
that  the  pelvic  sympathetic  nerves  regulate 
the  functional  coordination  of  the  internal 
genital  organs  and  control  their  vascularity. 
It  is  their  opinion  that  the  cases  in  which 
pelvic  sympathectomy  is  indicated,  may  be 
divided  into  the  following  three  general 
groups: 

1 . Cases  in  which  no  organic  lesions  of  the 
pelvic  viscera  can  be  found  to  account  for  the 
pelvic  pain.  Functional  dysmenorrhea  char- 
acterized by  severe  crises  of  pain  occurring 
just  before  or  during  the  menstrual  period 
and  resisting  the  usual  gynecological  treat- 
ments. Such  cases  have  been  found  to  be  in- 
fluenced most  favorably  by  operation  on  the 
sympathetic  nerves. 

2.  Cases  with  slight  pathological  pro- 
cesses in  the  pelvis,  which  have  not  reacted 
favorably  to  ordinary  gynecological  treat- 
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ment,  such  as  sclerocystic  degeneration  of  the 
ovaries  and  persistent  pelvic  pain,  following 
lower  abdominal  operations.  For  pain  asso- 
ciated with  mobile  retroversion  of  the  uterus 
and  sclerosis  of  the  ovaries,  suitable  medical 
and  non-operative  medical  treatment  should 
be  given  a thorough  trial.  If,  after  a reason- 
able length  of  time,  the  symptoms  do  not 
subside,  presacra]  nerve  resection  should  be 
considered.  Pelvic  pain  in  such  cases  having 
definite  pathological  lesions,  correction  of  the 
lesion  should  be  done  in  addition  to  the  pre- 
sacral  nerve  resection. 

3.  Cases  in  which  the  pathological  lesion 
is  too  extensive  for  surgical  removal,  that  is 
inoperable  neoplasms  in  the  pelvis  associated 
with  intractable  pain. 

Two  main  types  of  sympathectomy  may  be 
employed  : 

(a)  Section  of  the  superior  hypogastric 
plexus; 

(b)  A section,  or  removal,  of  the  lum- 
bar sympathetic  chain  on  one  or  both  sides. 

In  addition,  surgeons  are  advised  that  in 
some  cases  of  severe  pain  incident  to  cancer 
that  the  entire  sympathetic  chain  be  resected 
as  far  up  as  the  renal  vessels  and  as  far  down 
as  the  bladder,  thus  including  the  inferior 
hypogastric  system  as  well.  Of  the  twenty- 
two  operative  cases  reported  by  the  above 
authors,  benefits  were  received  by  all  but  two. 
They  also  recommend  presacral  nerve  resec- 
tion for  relief  of  atrophic  lesions  of  the  ex- 
ternal genital  organs. 

E.  Libman,  in  discussing  visceral  disease 
directs  attention  to  the  frequency  of  symp- 
toms referable  to  the  autonomic  nervous  sys- 
tem, many  of  which  are  brought  on  by  reflex 
mechanism  and  many  of  which  occur  in  hypo- 
sensitive  persons.  He  expresses  the  opinion 
that  the  difference  between  the  hyposensitive 
and  the  sensitive  patient  is  that  in  the  latter 
the  impulses  travel  more  directly  into  the 
central  nervous  system,  where  as  in  the  hypo- 
sensitive  type,  these  impulses  seem  to  be 
traced  into  the  autonomic  nervous  system  and 
to  linger  there. 

Scrimger  stresses  the  importance  of  reliev- 


ing certain  cases  of  abdominal  pain  for  which 
no  definite  organic  cause  can  be  found,  by  re- 
secting appropriate  portions  of  the  ganglion- 
ated  cord,  and  by  careful  sectioning  of  the 
white  rami  communicantes  above  and  below. 

Counsellor  and  Craig,  in  reviewing  their 
experiences  with  the  treatment  of  dysmen- 
orrhea by  resection  of  the  superior  hypogastric 
plexus,  found  that  the  results  obtained  from 
this  procedure  indicated  to  them  that  the  pri- 
mary cause  of  the  condition  is  dysfunction  of 
the  pelvic  sympathetic  nervous  system,  and 
that  the  correction  of  the  dysfunction  by  re- 
section gives  permanent  relief,  neither  inter- 
feres with  normal  menstruation,  nor  with 
child-bearing.  Also,  that  when  menstruation 
is  abnormal  in  amount  and  duration  it  shows 
a well  marked  tendency  to  become  normal 
after  such  operation. 

Dr.  Fred  Rankin,  of  Lexington,  Kentucky, 
read  a paper  before  the  Washington  sectional 
meeting  of  the  College  of  Surgeons,  April 
12,  1935,  on  the  general  subject  of  Hirsch- 
sprung’s disease.  He  said  that  in  the  treat- 
ment of  this  disease  he  made  use  of  an  opera- 
tion on  the  sympathetic  nervous  system  that 
had  been  devised  by  Learmonth  and  that  this 
operation  consisted  of  the  resection  of  the  pre- 
sacral nerve,  together  with  the  inferior  mes- 
enteric ganglia  which  lie  about  the  root  of 
the  inferior  mesenteric  artery.  He  further 
stated  that  while  Adson  usually  resected  the 
lumbosacral  cord  for  this  condition,  he  felt 
that  the  presacral  inferior  mesenteric  resec- 
tion was  technically  easier  and  gave  just  as 
good  results.  Rankin  further  stated  that  he 
made  it  a rule  to  resect  the  presacral  nerve  in 
all  cases  in  which  he  did  an  abdominoperineal 
resection  of  the  rectum  for  cancer. 

Dr.  Hundley,  of  Baltimore,  in  discussing 
the  subject  of  cervical  cancer,  stated  that  he 
had  resected  the  presacral  nerve  for  the  re- 
lief of  pain  in  four  cases  of  inoperable  cancer 
of  the  cervix  but  he  had  not  been  particularly 
pleased  with  the  results.  Dr.  Hundley  did 
not  intimate  that  he  had  done  anything  in 
the  nature  of  a radical  type  of  sympathec- 
tomy. 
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About  two  and  one-half  years  ago,  at  the 
suggestion  of  Dr.  J.  E.  Cannaday,  the  co- 
author of  this  paper,  surgery  of  the  presacral 
nerve  for  various  pelvic  conditions  was  under- 
taken in  the  surgical  clinic  of  the  Charleston 
General  Hospital.  Since  that  time  we  have 
carried  out  this  procedure  on  a series  of  fifty 
cases,  and  here  we  wish  to  report  the  results 
on  forty-seven,  insufficient  time  having 
elapsed  to  state  with  fact  the  results  obtained 
from  the  remaining  three. 

Of  this  series  of  forty-seven  reported  cases, 
thirty-one  were  completely  relieved,  ten  defi- 
nitely improved,  and  six  unimproved,  thus 
showing  that  87  per  cent  were  either  defi- 
nitely improved  or  completely  relieved. 

In  this  group  there  were  seven  cases  of 
chronic  pelvic  pain  associated  with  severe  dys- 
menorrhea, six  were  completely  relieved  and 
one  unimproved.  Fourteen  cases  of  chronic 
pelvic  pain  in  which  the  pain  was  not  notice- 
ably increased  during  the  menstrual  periods, 
ten  were  completely  relieved,  two  definitely 
improved,  and  two  unimproved.  In  a total 
of  twenty  cases  of  severe  dysmenorrhea, 
eleven  were  completely  relieved,  five  defi- 
nitely improved  and  four  unimproved.  There 
were  three  cases  of  dyspareunia,  one  associated 
with  constant  pain,  one  completely  relieved, 
two  definitely  improved.  One  case  of  pelvic 
pain,  following  low  abdominal  operation,  was 
resected  with  complete  relief.  One  case  of 
chronic  pelvic  pain  and  severe  constipation 
completely  relieved  of  both  conditions.  One 
case  of  cancer  of  the  uterus  with  almost  un- 
endurable pain  experienced  complete  relief. 

Fourteen  cases  of  this  series  had  additional 
pelvic  operations  during  the  process  of  this 
procedure,  and  all  who  had  remaining  ap- 
pendices were  relieved  of  them.  Of  these 
fourteen  pelvic  sympathetic  neurectomies 
with  additional  pelvic  operations,  seven  were 
hysterectomies  and  seven  were  either  uni- 
lateral salpingectomies  or  oophorectomies. 
Also  there  were  performed  eight  unilateral, 
or  bilateral,  lumbar  ganglionectomiesj  four, 
together  with  presacral  resections  and  four 
with  presacral  resections  and  additional  pelvic 


operations.  The  four  on  whom  ganglionec- 
tomy  and  presacral  resection  alone  were  done, 
were  completely  relieved.  Of  the  four  on 
whom  ganglionectomies  and  additional  pelvic 
operations  were  done,  three  were  completely 
relieved  and  one  was  improved. 

There  was  one  death  in  this  series  and  it 
was  due  to  peritonitis.  At  autopsy  no  focus 
could  be  found  from  whence  it  originated. 
According  to  published  reports,  as  well  as  our 
own  personal  experiences,  this  operation  has 
obtained  satisfactory  results.  It  is  feasible, 
safe  and  rational. 

The  resection  of  the  superior  hypogastric 
plexus  relieves,  in  most  cases  at  least,  pelvic 
pain  in  which  there  is  no  demonstrable  pelvic 
pathology,  or  in  those  cases  that  the  pelvic 
pathology  present  is  insufficient  to  account  for 
the  extreme  degree  of  pain  or  discomfort 
complained  of. 

We  have  observed  in  cases  that  presented 
extreme  syndromes  of  dysmenorrhea,  the 
menstrual  pain  being  so  intense  and  prostrat- 
ing, confining  the  patient  to  bed  for  several 
days  and  to  whom  it  was  necessary  for  the  at- 
tending physician  to  administer  narcotics  re- 
peatedly in  order  to  obtain  relief,  complete 
cessation  of  the  attacks  following  presacral 
neurectomy.  It  has  also  been  our  experience 
to  see  cases  of  intense  menstrual  cramping, 
associated  with  severe  pain  which  radiated 
down  the  thighs,  completely  relieved.  Like- 
wise, satisfactory  results  have  been  obtained 
in  cases  of  dyspareunia,  and  in  a severe  case 
of  constipation  seemingly  due  to  atony  of  the 
lower  portion  of  the  colon. 

Cases  of  inoperable  cancer  of  the  uterus  in 
which  pelvic  pain  is  almost  unendurable  have 
experienced  very  great  relief  following  care- 
ful and  extensive  pelvic  sympathectomy,  to- 
gether with  removal  of  the  lower  lumbar 
ganglia. 

In  our  opinion,  those  cases  that  present  ex- 
treme pelvic  pain  are  probably  more  surely 
and  lastingly  relieved  if  the  lower  lumbar 
sympathetic  ganglia  are  extirpated  together 
with  the  presacral  nerve.  Likewise,  in  cases 
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in  which  an  atonic  colon  is  present,  giving  rise 
to  severe  constipation,  good  results  follow. 

It  is  obvious  that  in  sectioning  the  sym- 
pathetic nerves  the  pathways  of  pain  are 
blocked.  It  appears  to  us  that  there  is  prob- 
ably present,  at  times  at  least,  some  perverted 
function  of  these  fibers. 

We  share  the  opinion  of  others  that  this 
procedure  is  preferable  to  cordotomy  for  the 
relief  of  pelvic  pain  attributed  to  inoperable 
neoplasms  of  the  pelvic  viscera  without  bone 
invasion.  It  is  not  accompanied  by  any  serious 
complications,  no  motor  paralysis,  no  sensory 
paralysis  of  the  skin,  and  no  bladder  paralysis. 

It  is  possible  that  when  presacral  neurec- 
tomy is  wisely  chosen  it  will  go  a long  way  in 
bringing  about  the  abandonment  of  so  many 
useless  and  wholesale  castrations  of  younger 
women,  the  wretched  results  of  which  are  so 
frequently  seen  even  in  this  day  and  time. 

It  is  contended  by  many  that  better  results 
accompany  presacral  nerve  resection  in 
chronic  salpingitis  and  chronic  metritis  in 
younger  women  than  do  the  more  radical 
pelvic  operations. 

The  resection  of  the  superior  hypogastric 
plexus  has  succeeded  the  former  technically 
difficult  and  hazardous  operation  performed 
by  Leriche  which  consisted  of  periarterial 
sympathectomy  of  the  common  and  internal 
iliac  arteries,  due  to  the  fact  that  it  is  a simpler 
method  and  has  given  complete  and  lasting 
relief.  The  resection  of  this  nerve  does  not 
interfere  in  any  way  with  bladder  function, 
pregnancy  or  parturition.  Neither  does  it 
cause  any  disturbance  of  the  mechanism  or 
functions  of  any  of  the  female  sex  organs. 

It  seems  to  us  that  this  particular  operative 
procedure  is  of  very  great  value  in  a certain 
type  of  case  hitherto  dismissed  as  hysterical 
and  who  go  about  from  physician  to  physician 
seeking  relief  from  pelvic  pain  of  various 
sorts.  Many  times  these  pelvic  pains  have 
been  ascribed  to  neuralgic  conditions  of  the 
ovaries,  nervous  imbalance,  etc.  If  such  a 
case  is  relieved  of  discomfort  and  pain,  where- 
by she  is  given  a new  outlook  on  life  and  may 


become  a useful  member  of  society,  it  would 
be  indeed  a happy  achievement. 

Operative  Fechnique:  In  regards  to  per- 
formance of  this  operation,  the  approach  is 
usually  made  through  a median  left  rectus 
incision  extending  from  about  four  cm.  above 
the  umbilicus  to  the  pubis.  The  patient  is 
placed  in  the  Trendelenberg  position  and  the 
small  intestine  is  packed  in  the  upper  abdo- 
men, the  sigmoid  is  drawn  well  to  the  left 
side  of  the  pelvis. 

The  inferior  mesenteric  artery  is  located. 
An  incision  is  made  in  the  posterior  parietal 
peritoneum  extending  from  the  root  of  the 
above  mentioned  vessel  down  to  the  promon- 
tory of  the  sacrum,  taking  care  to  avoid  pos- 
sible injury  to  the  vessels  supplying  the 
rectum  and  sigmoid.  The  peritoneum  is  ele- 
vated laterally  as  far  as  the  iliac  arteries,  ex- 
posing the  ureters  on  either  side.  Anomalous 
vessels  may  enter  the  iliac  vein  in  this  region 
and  give  troublesome  bleeding. 

In  regards  to  the  operation,  three  points 
should  be  identified  by  palpation,  namely: 
( 1 ) The  promontory  of  the  sacrum;  (2)  The 
bifurcation  of  the  aorta;  (3)  The  inferior 
mesenteric  artery. 

The  plexus  will  be  found  occupying  its 
usual  position  in  the  triangular  space  formed 
by  bifurcation  of  the  aorta,  usually  lying  half 
upon  the  left  iliac  artery  and  half  upon  the 
bone,  covered  both  anteriorly  and  posteriorly 
by  a layer  of  fibrocellular  connective  tissue. 
The  plexus  should  then  be  removed  en- 
masse,  beginning  near  the  root  of  the  inferior 
mesenteric  artery  and  continuing  down  over 
the  promontory  of  the  sacrum. 

When  the  operation  is  done  for  the  relief 
of  pain  due  to  inoperable  cancer  of  the  pelvis, 
to  secure  the  best  results  most  of  the  sym- 
pathetic fibers  lying  between  the  renal  plexus 
and  the  urinary  bladder  should  be  resected. 

It  is  advised,  during  the  resection  of  the 
plexus,  not  to  include  any  of  the  nerve  fila- 
ments in  ligatures,  for  this  may  produce  pain- 
ful neuromata  thus  nullifying  the  good  re- 
sults. 

All  oozing  is  carefully  controlled  and  the 
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posterior  peritoneal  incision  is  closed  by  a 
running  suture. 

It  must  be  borne  in  mind  that  the  surgeon 
is  working  in  a highly  complicated  field  and 
that  an  anatomically  accurate  dissection  is  an 
absolute  necessity. 

Among  other  points  to  note  in  regard  to 
operations  are:  (1)  The  presence  of  much 
fat  may  increase  the  difficulty  of  the  opera- 
tion ; (2)  The  presence  of  pelvic  tumors  or 
other  pelvic  pathology  should  be  dealt  with 
primarily,  resection  of  the  presacral  nerve  fol- 
lowing ; (3)  The  pelvic  mesocolon  may  trans- 
gress or  overlap  the  area.  This  will  add  to 
the  technical  difficulties ; (4)  In  an  occasional 
case,  an  accessory  ureter,  running  in  the  mid- 
line may  be  found  and  this  could  simulate  a 
large  presacral  nerve.  However,  this  can  be 
identified  by  careful  observation ; (5)  In  case 
of  an  abnormally  low  bifurcation  of  the  aorta, 
the  inferior  mesenteric  artery  may  be  found 
running  vertically  downward  in  the  midline. 
If  so,  the  nerve  plexus  can  be  resected  piece- 
meal on  either  side j (6)  Bleeding  from  the 
middle  sacral  artery  may  cause  trouble  as 
result  of  a too  zealous  denudation  of  the 
fibrous  tissue  covering  the  fifth  lumbar  verte- 
bra. In  case  the  resection  goes  beyond  the 
promontory,  damage  to  the  blood  vessels  is 
almost  inevitable  and  hemostasis  is  corres- 
pondingly difficultj  (7)  Extreme  care  is  nec- 
essary in  stripping  the  nerve  filaments  off  the 
iliac  vein.  The  technique  of  the  operation  is 
fairly  easy  and  safe  in  execution,  but  the  pres- 
ence of  occasional  abnormalities  calls  for  the 
exercise  of  considerable  caution  in  its  perform- 
ance. 

Summary:  1.  A brief  resume  of  the  his- 
tory of  the  sympathetic  nervous  system  has 
been  given ; 

2.  A description  of  the  anatomy  of  the 
superior  hypogastric  plexus  and  its  variations 
in  appearance  and  structure  have  been  dis- 
cussed ; 

3.  A careful  review  of  the  literature  dis- 
closes that  pelvic  sympathetic  neurectomy  has 
received  but  scant  attention  in  this  country. 


A series  of  forty-seven  cases,  with  successful 
results  in  87  per  cent,  has  been  reported; 

4.  The  agonizing  pain  so  often  associated 
with  inoperable  neoplasms  in  the  pelvis  where 
no  bone  involvement  and  no  blockage  of  the 
ureters  are  present  can  be  completely  relieved 
by  extensive  pelvic  sympathectomy; 

5.  The  resection  of  this  nerve  does  not 
interfere  in  any  way  with  bladder  function, 
pregnancy  or  parturition.  The  functions  or 
mechanisms  of  the  female  sex  organs  are  not 
disturbed.  It  is  not  accompanied  by  any  motor 
paralysis  or  sensory  paralysis  of  the  skin; 

6.  Presacral  neurectomy  is  preferable  to 
cordotomy  for  the  relief  of  intractable  pelvic 
pain  produced  by  inoperable  malignancy  in 
cases  without  bone  involvement; 

7.  We  believe  that  this  operation  is  su- 
perior in  many  respects,  to  the  more  radical 
operations  in  younger  women; 

8.  We  believe  it  is  of  possible  social  im- 
portance in  dealing  with  certain  types  of 
females; 

9.  The  indications  have  been  given,  and 
the  operative  technique  briefly  described. 

‘ Discussion 

Dr.  John  E.  Cannaday , Charleston:  Following 
up  the  work  along  this  line,  much  of  which  eman- 
ated from  the  Mayo  Clinic  several  years  ago,  and 
following  my  review  of  a book  written  on  the  sub- 
ject of  the  pelvic  sympathetic  by  Gaston  Cotte,  Dr. 
Bailey  and  I took  up  this  work  and  we  have  been 
very  much  gratified  with  the  results.  We  have  not 
had  as  good  results  as  some  of  the  men  who  have 
reported  100  per  cent  cures;  our  results  have  not 
been  that  good.  Possibly  our  failures  have  been  due 
to  failure  to  carry  out  the  technique  completely, 
possibly  some  of  them  may  have  been  due  to  other 
causes.  I doubt  that  there  is  any  such  thing  as  an 
absolute  panacea  for  anything  that  may  ail  the 
human  body;  nevertheless  the  results  have  been 
what  I would  term  adequately  satisfactory,  at  least 
about  eighty-five  per  cent  plus.  It  has  been  very 
gratifying  to  be  able  to  do  something  for  a certain 
type  of  female  patient  who  has  hitherto  been  con- 
sidered neurotic  or  as  having  neuralgia  of  the  ovaries 
or  neuralgic  pain,  or  imaginary  pain.  We  find  that 
the  majority  of  those  cases  can  he  relieved  and  are 
relieved.  A woman  tells  you  that  she  has  been 
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having  pelvic  pain  on  both  sides  or  one  side  for 
many  years,  and  after  the  presacral  nerve  is  re- 
sected she  will  tell  you  within  a few  days  after  the 
operation  that  she  is  completely  relieved  of  the  pain 
that  she  had  before. 

It  is  in  a sense  gratifying,  I repeat,  to  be  able  to 
do  something  for  that  particular  type  of  patient,  to 
give  them  a new  outlook  on  life  and  possibly  to 
make  them  useful  members  of  society. 

Certain  types  of  severe  dysmenorrhea  in  young 
girls,  dysmenorrhea  without  any  previous  history  of 
pelvic  disease,  dysmenorrhea  in  some  cases  accom- 
panied by  nausea  and  vomiting,  or  by  pain  radiating 
down  one  or  both  thighs  in  the  majority  of  instances 
have  been  relieved  by  this  particular  type  of  opera- 
tion. A few  of  them  have  had  no  relief  whatever, 
but  it  may  be  that  in  some  of  these  earlier  cases  our 
technique  was  not  as  complete  as  it  might  have  been. 
It  may  be  that  some  of  those  cases  could  be  reoper- 
ated and  get  relief.  We  have  not  been  doing  the 
operation  long  enough  to  state  positively  from  our 
own  experience  just  whether  this  is  true  or  not. 
Gaston  Cotte,  who  has  reported  many  such  cases, 
states  as  his  belief  that  this  operation  will  relieve 
pelvic  pain  in  any  case  provided  it  is  not  due  to 
cancer  metastases  or  to  blockage  of  the  ureters.  As 
to  whether  he  is  overenthusiastic  or  not,  I am  not 
prepared  to  say. 
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MALARIA  IN  NORTHERN  WEST  VIRGINIA— CASE  REPORT 


By  Lemuel  C.  McGee,  M.  D. 

The  Golden  Clinic — Davis  Memorial  Hospital 
Elkins , West  Virginia 


Jn  view  of  the  rarity  of  malaria  in  northern 
West  Virginia  it  is  of  extreme  interest  to 
note  the  recent  occurrence  of  tertian  malaria, 
presenting  typical  clinical  manifestations,  in 
a patient  who  has  lived  in  the  same  locality 
for  the  past  two  decades. 

The  patient,  a white  female  thirty  years 
of  age,  gave  birth  to  her  fifth  child  on  April 
6,  1935.  She  remained  in  bed  for  eight  days 
under  the  care  of  a midwife.  For  two  weeks 
after  returning  to  her  household  duties  there 
were  no  complaints.  Then,  early  one  evening, 
she  suffered  from  a severe  nausea,  vomited, 
and  within  an  hour  developed  a severe  chill. 


This  was  followed  by  a high  fever  of  uncer- 
tain duration.  The  following  morning  she 
felt  perfectly  well.  On  the  evening  of  the 
second  day  following  this  episode  she  was 
seized  with  another  chill  and  subsequent 
fever.  There  were  seven  such  cycles  of  the 
forty-eight  hour  type  before  her  admission 
to  the  hospital  for  diagnosis.  She  presented 
no  complaints  other  than  the  above  mentioned 
paroxysms  and  an  occasional  headache.  It  is 
noteworthy  that  she  felt  perfectly  comfort- 
able between  the  chills  and  that  she  had  ob- 
served the  marked  regularity  in  their  appear- 
ance. 
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In  the  past  history  she  could  recall  that 
at  the  age  of  nine  years,  she,  along  with  three 
sisters  and  two  brothers,  had  had  some  illness 
producing  chills.  The  family  lived  in  Vir- 
ginia at  that  time.  She  could  not  recall  what 
treatment,  if  any,  had  been  used  in  this  child- 
hood illness.  For  the  past  twenty  years  she 
has  lived  near  Parsons,  W.  Va.,  and  has  had 
no  illness  of  note. 

The  patient  was  well  nourished.  There 
was  a slight  pallor  of  the  skin  and  mucous 
membranes.  While  a systolic  murmur  could 
be  heard  over  the  precordium  there  was  no 
evidence  of  organic  heart  disease.  Both  the 
liver  and  spleen  were  barely  palpable.  The 
laboratory  reported  4,200,000  red  cells,  and 
7,200  white  cells  per  cubic  millimeter  of 
blood.  The  hemoglobin  was  85  per  cent  by 
Sahli  method.  Several  specimens  of  urine 
contained  a small  amount  of  albumen.  The 
thin  smears  taken  from  venous  blood  con- 
tained a moderate  number  of  malarial  para- 
sites. Often  two  parasites  could  be  seen  in  the 
same  high  power  field  of  the  microscope.  The 
predominant  form  was  that  of  the  ameboid 
phase  of  tertian  malaria  (plasmodium  vivax). 
Only  a few  ring  forms  were  found. 

The  temperature  following  three  chills  ob- 
served in  the  hospital  mounted  to  104.5, 
105.4  and  104  degrees  respectively.  The  in- 
tervals were  characteristically  afebrile.  After 
the  administration  of  thirty  grains  of  quinine 
sulphate  in  a twenty-four  hour  period  the 
temperature  reached  but  99.2  degrees  at  the 
time  of  the  expected  chill.  There  were  no 
further  manifestations  and  the  patient  was 
discharged  with  instructions  to  continue  the 
quinine  for  six  or  eight  weeks. 

Discussion:  The  Bureau  of  Entomology 
and  Plant  Quarantine  of  the  United  States 
Department  of  Agriculture  has  a list  of  but 
six  varieties  of  mosquitoes  reported  and  iden- 
tified as  living  in  the  state  of  West  Virginia. 
Five  of  these  belong  to  the  tribe  Culicini  and 
are  not,  supposedly,  suitable  vectors  for  the 
malarial  plasmodia.  The  sixth  species,  Ano- 
pheles punctipennis,  has  been  found  in  nature 
infected  with  malaria  parasites,  but  it  is  not 


considered  to  be  as  dangerous  a vector  of  the 
disease  as  A.  quadrimaculatus  and  A.  maculi- 
pennisb  Mosquitoes  of  the  genus  Anopheles 
have  been  noted  by  Peairs  around  Morgan- 
town, in  the  eastern  panhandle,  and  in  the 
southern  part  of  the  state'.  Hence,  we  may 
conclude  that  it  would  be  necessary  only  for 
an  individual  carrying  the  gametes  to  have 
passed  through  the  locality  of  the  home  of 
the  patient  concerned  for  infection  to  have 
been  brought  about.  It  is  exceedingly  doubt- 
ful that  the  patient  has  carried  malaria  since 
childhood  without  intervening  manifestations. 
The  possibility  of  other  examples  of  malaria 
in  northern  West  Virginia  should  be  borne  in 
mind  by  physicians  of  the  state. 
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THROAT  AND  LUNGS 

Few  of  us  appreciate  the  extreme  importance  of  a 
properly  functioning  nose  or  realize  what  it  means 
in  the  matter  of  preserving  health,  Dr.  Fassett  Ed- 
wards points  out  in  his  article  “The  Nose,”  appear- 
ing in  the  November  H ygeia. 

First  of  all  the  nose  is  one  of  the  most  important 
non  vital  organs  of  the  body.  Its  major  function  is 
to  purify,  warm  and  moisten  the  air  that  should 
pass  through  it  to  the  lungs.  Unfortunately  many 
persons  breathe  in  part  at  least  through  the  mouth. 

Of  the  various  functions  of  the  nose,  perhaps  the 
foremost  is  that  of  smell.  Modern  man,  however,  is 
not  much  concerned  with  odors  except  when  they 
combine  with  his  sense  of  taste.  Taste  is  three- 
fourths  smell. 

In  case  the  nose  becomes  obstructed  by  accident 
or  otherwise,  the  ingoing  currents  of  air  are  carried 
in  unequal  volume  through  the  nose.  If  they  do  not 
pass  equally  across  the  throat  end  of  the  eustachian 
tubes  in  order  to  ventilate  the  middle  ears,  the  tube 
that  has  the  smaller  amount  of  air  flowing  across  its 
inner  end  will  be  kept  in  a constant  partial  vacuum. 
The  air  pressure  is  lessened,  the  tube  collapses  and 
the  trouble  begins.  If  the  nose  is  defective  in  func- 
tion the  ears  will  eventually  lose  their  acuteness. 
Therefore  it  is  unwise  to  neglect  the  nose,  for  ears 
that  once  become  hard  of  hearing  are  difficult  to 
restore  to  proper  function. 
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TUBERCULOSIS  ABSTRACTS 

Furnished  through  the  courtesy  of  the  West  Virginia 
Tuberculosis  Association 


The  early  diagnosis  of  tuberculosis  has 
been  the  aim  of  physicians  and  tuberculosis 
workers  for  years.  Yet  records  show  that  the 
percentage  of  cases  admitted  to  sanatoria  in 
the  minimal  stage  has  not  increased  markedly 
during  the  past  decade.  Only  about  one  out 
of  each  six  patients  admitted  is  classified  as 
minimal.  For  this  discouraging  situation  the 
patient  is  largely  to  blame;  he  usually  waits 
too  long  before  seeking  medical  advice.  But 
in  some  instances  the  physician  who  first  sees 
the  patient  is  responsible  for  delay  in  diag- 
nosis. Dr.  W.  Burton  Wood  again  reminds 
his  English  colleagues  of  their  obligation  in 
discovering  the  early  case;  a reminder  which 
may  well  be  passed  on  to  American  physicians. 

What  is  the  Early  Case?:  All  we  can  hope  to 
do  at  present  is  to  detect  tuberculosis  at  a stage  when 
the  lung  tissues  show  the  first  signs  of  disintegra- 
tion. Early  disease  of  this  order  can  be  diagnosed, 
and  can,  in  most  instances,  be  arrested.  But  early 
disease  must  not  be  taken  to  imply  limited  disease, 
for  — especially  in  early  life  — its  spread  is  often 
rapid,  and  early  disease  may  involve  half  a lung 
within  a few  weeks  of  its  appearance.  W e must 
learn  not  only  to  recognize  early  disease,  but  also 
the  early  recrudescence  of  disease  which  so  often 
occurs. 

It  is  customary  nowadays  to  divide  cases  of  pul- 
monary tuberculosis  into  two  main  groups:  (1)  the 
•proliferative  and  (2)  the  exudative.  These  terms 
are  cumbersome  but  useful,  and  more  precise  words 
would  perhaps  fail  to  express  adequately,  pheno- 
mena as  yet  imperfectly  understood. 

1.  Proliferative  disease  is  disease  of  chronic  type. 
The  exudation  which  marks  its  onset  is  rapidly 
followed  by  caseation  and  by  fibrosis.  In  general, 
the  phthisis  of  fully  adult  life  and  of  middle  age 
corresponds  to  this  type,  but  examples  are  also  seen 
in  childhood,  adolescence,  and  the  early  adult  years. 

2.  For  our  scanty  knowledge  of  the  exudative 
types  we  have  to  rely  chiefly  on  x-ray  evidence. 
We  have  no  opportunity  of  studying  exudative  dis- 
ease in  the  postmortem  room.  In  this  form,  seen 
typically  in  the  phthisis  of  adolescence,  the  most 
noteworthy  feature  is  the  tendency  to  parenchy- 
matous exudation  and  the  formation  of  soft-walled 


cavities.  Such  cavities  are  sometimes  exactly  cir- 
cular, and,  like  the  surrounding  exudation,  develop 
rapidly,  and  often  disappear  as  rapidly  as  they  have 
appeared,  leaving  only  a faint  linear  scarring  of 
the  parenchyma. 

From  the  diagnostic  standpoint  the  important 
difference  between  the  proliferative  and  exudative 
forms  is  that  whereas  pulmonary  fibrosis  is  asso- 
ciated with  more  or  less  characteristic  alteration 
in  physical  signs,  pulmonary  exudation  of  the  kind 
occurring  in  early  tuberculosis  is  not.  Abnormal 
physical  signs  are  often  entirely  lacking  — neither 
palpation,  percussion,  nor  auscultation  will  help. 
An  x-ray  examination  occupying  a tenth  of  a 
second  provides  far  more  accurate  and  helpful  in- 
formation than  an  hour  spent  on  stroking  the  skin 
over  muscles,  percussing  Kronig’s  bands,  trying  to 
detect  deviation  in  the  projected  tongue,  and  so  on. 

In  the  days  before  radiology  was  available  we 
were  taught  that  physical  examination  only  reveals 
25  per  cent  of  the  disease  actually  present.  This 
wholesome  teaching  has  been  forgotten  by  those 
who  still  regard  the  skiagram  as  merely  supplying 
corroboration  of  facts  already  ascertained  by  ears 
and  fingers.  Pulmonary  tuberculosis  is  a relatively 
silent  disease.  It  is  this  silence  which  differentiates 
it  from  most  of  the  other  chronic  chest  diseases. 
Bronchitis,  bronchiectasis,  malignant  disease,  pneu- 
monoconiosis,  the  fibroid  lung,  all  yield  more  or 
less  characteristic  signs.  But  when,  as  so  often,  a 
doctor  writes:  “I  cannot  find  any  physical  signs 
in  this  patient’s  chest,  but  I suspect  tuberculosis,” 
he  betrays  the  result  of  faulty  teaching.  “I  cannot 
find  signs,  and  therejore  I suspect  tuberculosis” 
should  be  the  attitude. 

If  physical  signs  are  unreliable  what  is  the  gen- 
eral practitioner  to  do?  Skillful  interpretation  of 
the  x-ray  plate  is  not  always  to  be  had  and  some- 
times, indeed,  it  is  difficult  even  to  secure  a chest 
film.  But  there  is  no  need  to  submit  every  person 
suffering  from  a cough  to  an  x-ray  examination. 

Every  student  knows  that  there  is  one  type  of 
aortic  aneurysm  that  is  demonstrable  by  physical 
signs  and  another  that  reveals  itself  by  symptoms. 
Now  the  fibrocaseous  type  of  tuberculosis  supplies 
more  or  less  characteristic  physical  signs  — upper 
lobe  dullness,  harsh  breathing,  fibrotic  crepitations, 
and  so  on — but  the  type  of  tuberculosis  that  returns 
no  answer  when  you  knock  usually  betrays  itself 
by  symptoms.  And  both  types  shed  tubercle  bacilli, 
for  both  give  rise  to  cavities,  though  an  examination 
of  the  patient’s  saliva  may  supply  a negative  return 
from  the  laboratory.  Two  or  three  sputum  tests 
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may  be  necessary,  though  it  is  surprising  how  often 
the  first  examination  will  reveal  bacilli,  even  in  a 
very  early  case;  and  even  the  frightened  patient 
who  swallows  her  sputum  may  often  be  outwitted 
bv  an  examination  of  the  feces.  The  sputum  test  is 
the  simplest  and,  apart  from  x-ray  examination, 
the  most  reliable  test  for  tuberculosis,  and  yet  it  is 
frequentlv  neglected,  with  disastrous  results. 

Of  what  does  the  consumptive  complain?  I have 
looked  through  my  notes  of  fifty  young  consump- 
tives (age  period  15  to  25  years)  recently  seen  at 
Victoria  Park.  Rejecting  six  cases  which  were 
apparently  of  at  least  six  months’  duration  when  I 
first  saw  the  patients,  I note  that  thirty-seven  out 
of  the  remaining  forty-four  had  symptoms  sugges- 
tive of  tuberculosis.  Thus  fourteen  of  these  young 
persons  complained  of  cough  with  expectoration, 
while  no  fewer  than  twenty-three  admitted  to 
haemoptysis  ranging  from  stained  sputum  to  frank 
haemorrhage  of  the  classical  type.  Approximately 
50  per  cent  of  the  total  number  gave  a family 
history  of  tuberculosis  or  admitted  close  contact 
with  infection.  Physical  examination  yielded  sug- 
gestive signs  in  onlv  half  of  the  forty-four  cases, 
while  in  the  remainder  physical  signs  were  absent 
or  equivocal. 

The  plaintive  whine  of  the  patient  seeking  sym- 
pathy is  seldom  heard  from  the  tuberculous.  The 
tendencv  to  minimize  symptoms,  return  evasive 
answers,  or  offer  explanations  for  any  symptoms 
reluctantly  admitted  is  so  typical  of  the  consump- 
tive that  such  a disposition  should  at  once  suggest 
the  possibility  of  this  disease.  This  is  epecially  note- 
worthy when  the  question  of  blood-spitting  is  raised. 
If  the  tuberculous  patient  has  had  no  haemoptysis 
he  denies  in  the  tone  of  one  who  has  been  insulted 
by  an  offensive  suggestion.  In  haemoptysis  from 
other  causes  the  patient  may  treasure  up  his  expect- 
oration, proudly  unroll  his  handkerchief  for  your 
inspection,  or  triumphantly  extract  a little  bottle  of 
blood-stained  sputum  from  his  trouser  pocket. 

The  patient’s  appearance  is  worth  more  than  a 
passing  glance.  The  bright  eyes  and  delicate  com- 
plexion of  the  consumptive  girl  are  familiar  to  us 
all.  The  smooth  skin  of  the  tuberculous  was  noted 
by  Hippocrates.  Even  in  middle  age  the  skin  of  the 
thorax  is  often  curiously  smooth  and  fine  in  tex- 
ture. Sweating  axillae  are  more  significant  than  a 
history  of  night  sweats. 

Inspection  of  the  form  and  movements  of  the 
chest  are  of  little  help  in  the  detection  of  incipient 
tuberculosis.  The  same  may  be  said  of  percussion, 


unless  pleurisy  with  effusion  or  bronchopneumonic 
consolidation  may  be  of  more  value,  for  a weaken- 
ing of  the  breath  sounds  may  be  obvious  over  an 
area  of  early  infiltration.  Fine,  moist  crepitations — 
heard  best  in  the  inspiratory  phase  following  a 
short  cough — audible  over  the  apex  or  subapex  of 
an  upper  or  lower  lobe  are  almost  diagnostic.  But 
we  must  not  expect  to  hear  them.  They  indicate 
very  active  disease  and  widespread  involvement  of 
the  affected  lobe.  The  apex  of  the  lower  lobe  is 
favourably  situated  for  auscultation.  We  are  not 
likely  to  forget  the  “zone  d’alarme”  internal  to  the 
spine  of  the  scapula  when  searching  for  crepita- 
tions, but  we  are  apt  to  forget  that  a second  “zone 
d’alarme”  is  situated  internal  to  the  angle  of  the 
same  bone. 

If  the  patient’s  symptoms,  history,  manner,  ap- 
pearance, if  the  physical  signs  or  their  significant 
absence,  indicate  the  possibility  of  tuberculosis,  the 
sputum  test,  repeated  two  or  three  times  if  nec- 
essary, will  in  the  majority  of  cases  prove  the 
diagnosis.  If  the  sputum  test  is  negative,  x-ray 
examination  is  essential  before  a final  opinion  can 
be  given.  And  if  this  supplies  evidence  of  tubercu- 
losis x-ray  control  will  thereafter  be  essential,  for 
the  progress  of  the  case  can  only  be  adequately 
studied  and  its  treatment  properly  conducted  in  the 
light  of  the  information  that  only  X-rays  provide. 

The  Diagnosis  of  Early  Pulmonary  Tuberculo- 
sis, W.  Burton  Woody  British  Medical  Journaly 
Feb.  16 , 1935. 


CRIPPLED  CHILD 

How  the  crippled  child  is  being  taught  to  adjust 
himself  to  his  condition  and  to  make  a useful  place 
for  himself  in  life  is  described  by  Dr.  Paul  W. 
Giessler  in  “The  Crippled  Child”  in  the  November 
Hxgeia.  The  state  of  Minnesota  is  among  the  first 
to  furnish  opportunities  for  therapy,  education  and 
special  instruction. 

The  Dowling  School  for  crippled  children  is  a 
part  of  the  Minneapolis  school  system  and  is  open  to 
any  child  of  school  age  who  meets  certain  require- 
ments. The  school  routine  and  atmosphere  are  nor- 
mal in  every  way.  Every  effort  is  made  to  teach 
self  reliance  by  insisting  that  the  child  do  everything 
for  himself.  It  is  a surprise  to  many  parents  to  find 
that  after  only  a few  months  in  school  their  child 
can  do  much  more  than  they  ever  thought  possible, 
simply  because  no  one  is  allowed  to  do  things  for 
him.  Sports  are  encouraged,  and  the  child  is  taught 
useful  handwork. 
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PRESIDENT’S  PAGE 


This  December  message  marks  the  close  of  my  administration.  For 
the  past  twelve  months  I have  attempted  to  present  on  this  monthly  page 
the  issues  and  problems  which,  in  my  own  humble  opinion,  were  of  unusual 
or  particular  interest  at  the  time  of  their  presentation. 

An  issue  that  has  not  been  mentioned,  but  which  will  soon  confront 
the  medical  profession  of  West  Virginia,  relates  to  the  school  of  medicine 
at  West  Virginia  University.  On  September  15,  1935,  the  Council  on 
Medical  Education  and  Hospitals  adopted  a resolution  which  set  forth, 
in  part,  “That,  after  July  1,  1938,  the  Council  on  Medical  Education  and 
Hospitals  will  no  longer  publish  a list  of  approved  two-year  medical 
schools.” 


The  adoption  of  this  resolution  means  the  end  of  the  two-year  school 
of  medicine  at  Morgantown.  The  school  of  medicine  can  do  but  one  of 
two  things.  It  can  expand  into  a four-year  accredited  school  of  medicine 
or  it  can  close  its  doors  forever.  I have  no  desire  to  attempt  to  influence 
the  profession  on  this  important  question,  and  I mention  it  here  only  to 
bring  the  matter  to  your  attention.  You  will  soon  be  called  upon  to  de- 
cide whether  we  will  have  a full  four-year  school  in  West  Virginia,  or  no 
school  at  all. 


My  term  as  President  of  your  Association  has  been  filled  with  interest. 
There  have  been  some  victories  and  some  defeats.  I have  made  many 
staunch  and  loyal  friends  and,  I am  afraid,  a few  enemies.  I have  en- 
deavored to  give  to  the  Association  the  best  that  was  in  me,  and  I have 
tried  to  protect  the  interests  of  the  profession  without  fear  or  favor.  To 
those  whom  I may  have  offended,  I offer  my  sincere  apology.  To  the 
many  who  have  contributed  so  much  to  the  modest  success  of  the  past  year, 
I extend  my  deepest  appreciation.  My  greatest  hope  is  that  when  I turn 
the  reins  over  to  my  worthy  successor,  Dr.  Charles  Morgan,  I will  leave 
the  Association  a little  better  and  a little  stronger  than  it  was  at  the  be- 
ginning of  my  term. 


With  sincere  Christmas  greetings  and  every  good  wish  for  the  New 
Year,  1 am, 


Faithfully  yours, 


President 
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THE  FIGHT  ON  TUBERCULOSIS 

Tuberculosis  is  one  of  this  country’s  great- 
est public  health  problems  because  it  kills 
more  persons  between  the  ages  of  fifteen  and 
forty-five  than  any  other  disease.  It  causes 
seventy-five  thousand  deaths,  and  costs  close 
to  a billion  dollars  annually,  all  of  which 
could  be  prevented  if  existing  knowledge 
about  the  discovery,  treatment  and  preven- 
tion of  infection  were  observed  by  the  public. 

In  this  State  the  public  is  being  educated 
by  the  West  Virginia  Tuberculosis  and 
Health  Association  and  its  fifty  county  af- 
filiated organizations.  It  is  reported  that  the 
tuberculosis  death  rate  in  West  Virginia  is  a 
little  less  than  one  thousand  persons  yearly 
and  has  been  decreased  eleven  per  cent  since 
1930.  The  ratio  to  living  cases  is  about  ten 
persons  to  each  death. 

Any  physician  who  makes  a careful  study 
of  his  tuberculous  patients  from  an  epidem- 
iologic point  of  view  is  often  able  to  trace  the 
disease  in  a patient  to  its  source.  He  can  also 
trace  the  disease  from  his  patient  to  associates 
if  he  uses  the  tuberculin  test  and  the  x-ray  in 
the  diagnosis  of  the  disease  before  it  causes 
illness. 

Tuberculosis  is  a public  enemy.  Science  has 
drawn  up  serious  indictments  against  it.  Here 
are  some  of  the  charges: 

Cruelly  deforms  children; 

Ruins  the  ambitions  of  youth; 

Saps  the  worker  of  his  earning  capacity; 

Brings  heartache  into  the  household; 

Destroys  life  ruthlessly; 


Threatens  all  people  so  long  as  there  is  a 
single  case  of  tuberculosis  in  the  community. 

I he  ruin  and  waste  of  this  public  enemy  is 
not  paid  for  only  by  those  whom  it  attacks 
but  all  of  us  share  in  the  cost.  For  instance, 
more  than  four  hundred  million  dollars  were 
paid  out  in  compensation  for  tuberculosis  to 
W orld  War  veterans  alone  from  1923  to 
1932.  Taxes  paid  the  bill — your  taxes. 

Tuberculosis  makes  orphans.  You  and  I 
must  care  for  them.  The  care  of  the  tuber- 
culous sick  is  an  expense  usually  too  great  for 
the  individual  sufferer  to  bear,  so  we  as  a 
community  pay  the  bill. 

The  basic  principles  of  treatment  — rest, 
good  food  and  fresh  air  — have  stood  the 
test  of  time.  Meantime  the  contributions  of 
the  laboratory  and  the  surgeon  have  greatly 
improved  a patient’s  chance  of  recovery. 

A purified  tuberculin  enables  us  to  discover 
early  tuberculosis  with  greater  accuracy  than 
before.  X-ray  technique  and  apparatus  have 
been  improved.  Advances  in  chest  surgery 
have  been  remarkable.  The  sanatorium  has 
become  a more  important  center  for  diagnosis 
and  treatment. 

Collapse  therapy  should  be  better  appre- 
ciated by  us.  This  includes  several  devices  for 
collapsing  the  lung  to  give  it  rest.  The  most 
common  method  is  pneumothorax.  Where 
this  is  not  advisable  other  surgical  measures 
are  utilized.  Collapse  therapy  usually  stops 
discharge  of  tubercle  bacilli  which  is  an  im- 
portant step  in  lessening  the  spread  of  infec- 
tion. 

A phrenosectomy  is  the  next  most  common 
surgical  procedure.  Quite  often  good  results 
are  obtained  from  this. 

Thoracoplasty  is  now  being  used  more  ex- 
tensively. Some  times  there  may  be  a com- 
plete lobectomy.  This  operation,  of  course, 
causes  permanent  collapse,  but  when  properly 
done  causes  very  little  deformity,  and  does 
not  interfere  with  normal  activity.  Not  all 
cases  of  tuberculosis  are  suitable  for  lung  col- 
lapse and  the  physician  must  decide  in  each 
case  whether  it  should  be  done  and  if  so  what 
form  of  operation  to  use.  G.  R.  M. 
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THE  NEW  SURVEYS 

The  Neva  York  State  Journal  of  Medicine 
recently  called  attention  to  a proposed  survey 
of  deaf  children  in  Monroe  county,  New 
York,  for  which  the  sum  of  $10,440  had  been 
appropriated  from  PWA  funds.  The  pros- 
pectus set  forth  that  there  were  60  deaf  chil- 
dren in  Monroe  county,  but  the  New  York 
Journal  furnished  adequate  proof  that  there 
were  in  truth  only  14  deaf  children  to  be  sur- 
veyed. Let’s  see!  That’s  $745.72  per  child. 

The  Journal  takes  the  position  that  the 
ordinary  deaf  child,  without  any  unusual 
complications,  can  be  surveyed  for  less  than 
$745.72.  Of  course  it’s  a big  job,  we  admit, 
and  survey  costs  have  gone  up  considerably 
under  the  New  Deal,  but  we  still  say  that 
$745.72  is  a bit  high.  Down  here  in  West 
Virginia,  where  we  have  cheap  fuel  and  river 
transportation,  we  can  survey  a cow  for  con- 
tagious abortion  for  less  than  the  figure  set 
aside  for  the  Monroe  county  deaf  survey.  • 

As  we  understand  it,  the  average  wage 
under  the  PWA  is  about  $40  per  month. 
Now  suppose  it  takes  a month  to  make  a 
thorough  survey  of  a deaf  child  in  Monroe 
county.  If  that  is  true,  then  one  survey  of 
one  deaf  child  would  put  18  and  one-half 
people  to  work  for  one  month.  But  suppos- 
ing some  of  the  workers  were  deaf.  Then 
they  could  survey  each  other. 

Well,  this  whole  proposition  is  getting  a 
bit  too  complicated  for  us.  We  yearn  for  the 
good  old  days  when  surveys  were  made  by 
questionnaires  which  promptly  went  into  the 
wastebasket  giving  adequate  employment  to 
pulp  and  paper  mills,  wastebasket  manufact- 
urers and  mail  carriers. 


A.  M.  A.  SCIENTIFIC  EXHIBITS 

The  Scientific  Exhibit  at  the  Kansas  City 
session  of  the  American  Medical  Association 
will  be  held  there  in  conjunction  with  the 
other  activities  of  the  Association  on  May  1 1- 
1 5,  1936.  All  applicants  for  space  in  the  scien- 
tific exhibit  must  be  filed  with  the  American 
Medical  Association  by  January  27,  1936. 


COUNTY  SOCIETY  NEWS 


GRANT-HARDY-HA  MPSHIRE-MINERAL 

Dr.  Thomas  J.  Coonan  of  Baltimore,  Maryland, 
was  the  scientific  essayist  at  the  September  27  meet- 
ing of  the  Grant,  Hardy,  Hampshire,  Mineral 
County  Medical  Society  which  was  held  at  Burl- 
ington. His  subject  was  “A  Review  of  Current 
Trends  in  Infant  Feeding.” 

At  the  October  meeting  of  the  society  at  Moore- 
field,  Dr.  T.  C.  Gif  fin  of  Keyser  was  elected  presi- 
dent, succeeding  Dr.  P.  E.  Berry,  Jr.,  of  Pied- 
mont. Dr.  Paul  R.  Wilson  of  Piedmont  was  re- 
elected secretary-treasurer. 

Paul  R.  Wilson,  Secretary. 


MONONGALIA  COUNTY 
Dr.  W.  W.  Speilsburg,  Clarksburg,  was  the 
guest  speaker  at  the  November  dinner  meeting  of 
the  Monongalia  County  Medical  Society,  held  Nov- 
ember 5,  in  the  Hotel  Morgan,  Morgantown.  Dr. 
Speilsburg  discussed  “Ear  Conditions  in  General 
Practice.” 

G.  R.  Maxwell,  Secretary. 


KANAWHA  COUNTY 
The  Kanawha  County  Medical  Society  held  its 
regular  November  meeting  at  the  Daniel  Boone 
Hotel,  Charleston,  November  12,  and  the  principal 
items  of  business  were  the  consideration  of  applica- 
tions for  membership,  and  the  selection  of  a nom- 
inating committee.  Dr.  V.  T.  Churchman,  Jr., 
opened  the  scientific  program  with  a paper  on  “The 
Common  Cold.”  Dr.  S.  H.  Phillips  and  Dr.  H.  W. 
Angell  led  the  discussion  which  followed.  “Pelvic 
Inflammatory  Disease”  was  the  subject  of  a paper 
presented  by  Dr.  Russell  Kessel.  Dr.  Hugh  Bailey 
led  the  discussion  which  followed. 

Pat  A.  Tuckwillf.r,  Secretary. 


OHIO  COUNTY 

The  Ohio  County  Medical  Society  held  its  reg- 
ular October  bi-monthly  meetings  on  October  1 1 
and  25,  and  its  first  November  meeting  on  Novem- 
ber 8.  All  three  meetings  were  held  as  usual  in 
the  solarium  of  the  Ohio  Valley  General  Hospital. 

Dr.  William  F.  Rienhoff,  Jr.,  professor  of  sur- 
gery, Johns  Hopkins  University,  Baltimore,  Mary- 
land, was  the  guest  speaker  at  the  October  1 1 meet- 
ing, and  his  subject  was  “Surgical  Treatment  of 
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Diseases  of  the  Lungs  and  Mediastinum.”  Doctor. 
R.  B.  Bailey,  George  Vieweg,  and  Robert  J.  Reed, 
Jr.,  participated  in  the  discussion  which  followed. 

The  scientific  session  of  the  October  25  meeting 
was  featured  by  a paper  by  Dr.  Richard  B.  Catte 
of  the  surgical  service,  The  Lahey  Clinic,  Boston, 
Mass.,  on  the  subject  “Carcinoma  of  the  Colon 
and  Rectum.”  Those  assigned  to  discuss  the  paper 
were  Doctors  E.  S.  Phillips,  R.  B.  Bailey,  and 
Robert  J.  Reed,  Jr. 

“The  Routine  Treatment  of  Diabetes  Mellitus,” 
was  the  subject  of  a lecture  by  Dr.  Henry  J.  John 
Cleveland,  Ohio,  guest  speaker  at  the  November 
8th  meeting  of  the  Ohio  County  Society.  Doctors 
R.  J.  Snyder,  W.  M.  Sheppe,  and  Russell  Bond 
led  the  discussion  which  followed. 

W.  M.  Sheppe,  Secretary . 


CABELL  COUNTY 

The  scientific  program  for  the  regular  Novem- 
ber meeting  of  the  Cabell  County  Medical  Society, 
held  November  14  in  the  Pritchard  Hotel,  was  fea- 
tured by  Dr.  Thomas  G.  Folsom’s  paper  on  “Prog- 
nosis of  Rheumatic  Heart  Disease  in  Children,  with 
a Report  of  One  Hundred  Cases.”  Also  included 
on  the  scientific  program  was  a report  by  Dr.  H.  J. 
Prichard  on  a case  of  perforated  peptic  ulcer,  with 
autopsy  findings,  and  a report  by  Dr.  H.  M.  Bed- 
dow  on  a case  of  ruptured  uterus,  with  autopsy 
findings. 

Chauncey  B.  Wright,  Secretary. 
MERCER  COUNTY 

“Diagnosis  of  the  Position  of  the  Placenta  in 
Utero,  With  Report  of  Twelve  Cases,”  was  the 
subject  of  a paper  presented  by  Dr.  H.  G.  Steele  at 
the  regular  September  meeting  of  the  Mercer 
County  Medical  Societv,  September  19.  Dr.  Steele 
supplemented  his  paper  with  slide  illustrations.  Dr. 
E.  W.  Horton  led  the  discussion  which  followed. 

The  October  meeting  of  the  Mercer  society  was 
featured  by  a paper  on  “Some  Observations  From 
Intravenous  LNe  of  Hydrochloric  Acid,”  by  Dr. 
W.  D.  Fitzhugh,  McComas.  Dr.  Fitzhugh  sup- 
plemented his  paper  by  reporting  on  several  cases 
he  had  treated.  Dr.  W.  H.  St.  Clair  led  the  discus- 
sion which  followed.  Another  feature  of  the  Octo- 
ber meeting  was  a motion  picture  on  “Modern 
Methods  of  Anesthesia.” 

Both  the  September  and  October  meetings  were 
held  in  the  Bluefield  Municipal  Building. 

Chas.  T.  St.  Clair,  Secretary. 


FAYETTE  COUNTY 
Dr.  W.  Wayne  Babcock,  professor  of  surgery, 
Temple  University,  Philadelphia,  Pa.,  was  the 
guest  lecturer  at  the  September  meeting  of  the 
Fayette  County  Medical  Society,  held  September 
28  at  the  White  Oak  Country  Club.  Dr.  Babcock 
discussed  “Tumors  of  the  Intestinal  Tract.”  The 
Fayette  society  had  as  its  guests  at  the  September 
meeting  several  members  of  the  Kanawha,  Central 
W est  Virginia,  and  Raleigh  County  societies. 

The  October  meeting  of  the  Fayette  Society  was 
held  October  17  in  Conley  Hall,  Montgomery,  and 
guests  were  present  from  the  Kanawha  and  Raleigh 
societies,  as  well  as  members  of  the  Fayette  Auxil- 
iary. The  guest  speaker  was  Dr.  John  A.  Kolmer, 
Philadelphia,  director  of  the  Research  Institute  of 
Cutaneous  Medicine,  who  presented  a paper  on  “In- 
fection, Immunity  and  Vaccination  in  Infantile 
Paralysis,”  supplemented  by  motion  picture  illustra- 
tions. 

Ralph  Hogshead,  Secretary. 


HEALTH  OFFICERS  CONFERENCE 

The  annual  joint  sessions  of  the  State  Health 
Officers  Conference  and  the  West  Virginia  Public 
Health  Association  were  held  October  28,  29  and 
30  in  the  Prichard  Hotel,  Huntington. 

Sessions  were  held  the  afternoon  of  October  28, 
the  morning  of  the  29th,  and  the  morning  of  the 
30th,  with  Dr.  A.  E.  McClue,  State  Health  Com- 
missioner; Dr.  Walter  E.  Vest,  of  the  State  Public 
Health  Council,  and  Dr.  T.  E.  Casto,  president  of 
the  West  Virginia  Public  Health  Association,  pre- 
siding, respectively.  A.  W.  Garnett,  secretary  to 
the  Governor,  presided  as  toastmaster  at  the  con- 
ference dinner,  held  the  evening  of  October  29. 

A number  of  nationally-prominent  speakers  were 
heard  during  the  general  sessions. 


MOTOR  INJURIES 

In  spite  of  the  efforts  of  the  National  Safety 
Council  and  other  organizations,  accidents  are  all 
too  common  in  this  machine  age,  according  to  Dr. 
Robert  H.  Kennedy,  who  discusses  “If  You  Had  an 
Accident”  in  the  November  Hygela.  The  progress 
of  the  automobile  in  speed  and  popularity  has  pro- 
duced a new  hazard,  far  more  dangerous  than  that 
of  the  factory,  the  mine  and  the  railroad. 

The  great  problem  of  the  present-day  motor 
accident  is  how  to  handle  it  properly  on  the  city 
street  or  the  country  highway. 
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PUBLIC  HEALTH  ASPECTS  OF  TUBERCULOSIS 


'By  Thos.  H.  Blake,  M.  I).,  Director 
Division  of  Maternal  and  Child  H\gie7ie 
West  Virginia  State  Department  of  Health 


Tuberculosis  is  the  most  devastating  and  wide- 
spread of  all  the  major  infectious  diseases.  It  has 
been  the  fourth  leading  cause  of  death  in  West  Vir- 
ginia for  the  past  ten  years  and  still  leads  the  list  as 
the  cause  of  deaths  for  persons  between  15  and  40 
years  of  age.  There  has  been  an  average  of  about 
1200  deaths  annually  from  tuberculosis  in  this  state 
in  the  past  nine  years.  The  death  rate  for  the 
colored  race  in  West  Virginia  is  more  than  twice 
that  for  the  white  race.  The  deaths  are  equally  dis- 
tributed between  the  sexes  in  both  the  colored  and 
the  white  races  in  West  Virginia  in  contrast  to  many 
other  states  where  the  mortality  is  higher  in  the 
males.  A survey  made  in  1933  over  the  whole  state 
of  West  Virginia  and  covering  65,000  homes  dis- 
closed that  there  were  approximately  from  6,000 
to  7,000  active  cases  of  tuberculosis  and  about  eighty 
per  cent  of  these  were  being  treated  in  the  homes. 

The  tuberculosis  death  rate  for  West  Virginia 
has  been  declining  for  the  past  few  years  and  has 
been  reduced  markedly  in  the  past  quarter  of  a cen- 
tury, but  our  morbidity  has  been  decreased  practi- 
cally none.  The  death  rate  for  tuberculosis  is  slight- 
ly lower  in  West  Virginia  than  it  is  far  the  whole 
United  States,  but  this  is  not  due  alone  to  the  cru- 
sade against  tuberculosis  in  this  state,  but  due  to  the 
high  per  cent  of  rural  population,  low  percentage  of 
colored  population,  and  the  high  altitude.  One 
reason  why  it  appears  that  the  morbidity  from  tu- 
berculosis has  been  lowered  very  little  in  West  Vir- 
ginia is  that  the  reporting  of  the  cases  hy  physicians 
is  much  better  today  than  it  was  a few  years  ago. 
The  number  of  cases  of  bovine  tuberculosis  in  hu- 
mans has  been  reduced  markedly  in  West  Virginia 
in  the  past  few  years  due  to  two  chief  reasons:  first, 
the  fact  that  a much  higher  percentage  of  the  milk 
consumed  is  pastuerized,  and  second,  that  the  gov- 
ernments are  requiring  that  dairy  cows  be  tested  and 
proven  free  from  the  disease  before  their  milk  could 
be  sold.  Bovine  bacillus  is  seldom  the  cause  of  adult 
pulmonary  tuberculosis,  but  a very  important  factor 
in  extrapulmonary  disease,  and  also  is  very  import- 
ant in  infections  in  children.  However,  with  the 
present  methods  of  pastuerization  of  milk  and  tuber- 


culin testing  of  cows,  the  bovine  type  of  tuberculosis 
in  humans  is  not  considered  as  a major  public  health 
problem. 

The  chief  problem  of  public  health  authorities  in 
dealing  with  tuberculosis  is  to  prevent  its  spread  of 
which  there  are  many  ways.  To  prevent  the  spread- 
ing of  tuberculosis,  the  active  cases  who  are  the 
spreaders  of  the  disease  must  be  isolated  and  cared 
for.  This  is  a big  problem  in  West  Virginia  since 
there  are  so  few  beds  for  tubercular  patients  in 
comparison  to  the  number  of  active  cases  that  there 
are.  The  one  and  only  way  to  get  a sufficient  num- 
ber of  beds  in  sanitoria  is  to  educate  the  people  to 
the  fact  that  one  single  case  of  tuberculosis  in  the 
home  will  doubtless  cause  more,  unless  removed  to 
a sanitorium  where  it  will  be  properly  cared  for. 
The  incidence  of  tuberculosis  infection  in  infancy 
and  childhood  depends  upon  the  opportunities  for 
exposure.  It  varies  from  one  to  two  per  cent  among 
infants  with  no  known  exposure,  to  one  hundred 
per  cent  among  those  with  a definite  known  and 
prolonged  exposure. 

The  first  step  in  the  prevention  of  tuberculosis 
in  all  persons  and  especially  children  is  to  prevent 
exposure.  Pregnancy  should  be  discouraged  with  all 
women  who  have  active  tuberculosis  and  it  should 
also  be  said  that  no  child  should  be  reared  in  a home 
where  there  is  an  active  case  of  tuberculosis.  The 
public  health  policy  back  of  all  official  reporting  of 
diseases  whether  tuberculosis  or  any  other  com- 
municable ones,  is  to  protect  the  public  from  fur- 
ther infection  due  to  it.  This  protection  is  brought 
about  by  isolation  of  the  case  itself  or  the  rigid  anti- 
septic technique  in  the  home  and  by  examining  all 
contacts  and  giving  them  protective  care.  There 
are  though  less  than  one-fourth  of  the  contacts  who 
have  a thorough  physical  examination. 

The  ways  by  which  tubercular  bacilli  enter  the 
body  are  through  the  respiratory  tract  or  digestive 
tube.  It  may  be  said  that  tuberculosis  is  a contact 
infection  and  is  primarily  a family  affair.  It  is  a 
family  affair  in  that  when  one  member  of  a family 
has  an  active  case  every  other  member  of  that  im- 
mediate family  will  sooner  or  later  become  infected 
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due  to  intimacy,  unless  strict  isolation  precautions 
are  used.  How  the  bacilli  enter  the  bodies  is  not 
the  problem,  but  how  to  prevent  the  entrance. 

Industrial  hygiene  is  becoming  one  of  the  chief 
factors  in  public  health  today.  It  is  through  this 
measure  and  education  that  many  manufactories 
have  been  able  to  reduce  the  incidence  of  tuber- 
culosis in  their  employees  from  a very  high  number 
to  an  exceedingly  low  one.  It  is  not  a matter  alone 
that  the  employees  die  of  tuberculosis,  hut  tuber- 
cular infections  reduce  a person’s  ability  to  do  his 
work  and  in  time  destroy  his  earning  powers.  Tu- 
berculosis forms  a vicious  cycle  wherein  the  disease 
lowers  ones  power  to  earn  a living.  They  spend 
what  they  have  saved  trying  to  cure  themselves, 
then  they  are  forced  to  go  back  to  hard  work  for  a 
livelihood  and  in  doing  so  cause  their  condition  to 
become  worse  and  finally  both  their  wealth  and 
health  are  spent  and  the  patients  and  their  families 
become  charity  cases.  ’The  people  in  the  communi- 
ties, employers,  counties  or  state  have  to  support 
these  persons  and  then,  is  it  not  more  sensible  that 
those  persons  spend  a few  dollars  in  the  prevention 
of  such  conditions  than  it  is  to  spend  hundreds  of 
dollars  to  correct  the  situation  after  it  has  developed  r 

It  is  absolutely  false  economy  to  save  money  that 
can  be  bringing  such  huge  dividends.  However, 
one  must  also  bear  in  mind  that  tuberculosis  is  not 
only  an  economic  problem  but  a humanitarian  prob- 
lem. 

There  are  two  ways  whereby  tubercular  infec- 
tions may  be  prevented,  namely:  avoiding  infections 
and  improving  the  resistance  of  the  individuals. 
Sanitation,  avoidance  of  overcrowding,  industrial 
hygiene,  proper  care  of  active  cases,  health  educa- 
tion and  good  standards  of  living  are  the  basis  on 
which  revolutionary  changes  in  the  future  program 
of  tuberculosis  control  will  have  to  be  based.  Es- 
sential measures  for  reducing  infections  are:  early 
diagnosis  with  the  x-ray,  more  clinics,  sanitoria,  and 
preventoria  must  be  provided  in  the  state  of  West 
Virginia  and  adequate  means  and  measures  taken  to 
follow  up  the  arrested  cases. 

Case  finding  and  care  of  the  cases  are  very  diffi- 
cult problems  to  handle  in  this  state  since  there  are 
very  limited  funds  for  this  purpose.  There  are 
three  full-time  nurses  in  this  state  who  spend  all 
their  time  in  the  counties  finding  those  who  have 
been  exposed  to  tuberculosis  and  getting  them  into 
a clinic  where  they  may  get  the  proper  examination 
and  x-ray  to  see  if  they  have  become  infected.  This 


work  is  carried  on  by  the  Tuberculosis  Association 
in  cooperation  with  the  public  health  agencies  and 
relief  nursing  services.  'The  nurses  with  the  West 
Vi.  •ginia  Tuberculosis  Association  are  supported 
chiefly  by  the  funds  derived  from  the  Christmas 
seal  sale. 

1 uberculosis  is  a big  public  health  problem  in 
West  Virginia  and  will  continue  to  be  foremost  in 
the  minds  of  public  health  officials  so  long  as  thou- 
san  ds  are  being  exposed  and  infected. 
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RABIES  IN  WEST  VIRGINIA 

A total  number  of  171  definitely  rabid  or  mad 
animals,  mostly  dogs,  were  reported  for  West  Vir- 
ginia during  the  past  year  by  the  State  Hygienic 
Laboratory,  a division  of  the  State  Health  Depart- 
ment. T his  represents  60  per  cent' of  all  the  animal 
heads  submitted  for  this  diagnosis,  among  which 
were  19  animals  examined  by  the  West  Virginia 
University  laboratories  at  Morgantown.  Most  of 
the  positive  rabies  examinations  reported  were  of 
animals  from  Kanawha,  Fayette,  Logan  and  Cabell 
counties. 

During  the  first  six  months  of  1935  clinical  symp- 
toms and  laboratory  examinations  proved  109  dogs 
were  rabid.  These  109  dogs  had  bitten  over  190 
human  beings  and  a large  number  of  cattle  and 
other  domestic  animals.  An  extremely  conservative 
estimate  of  the  financial  outlay  for  the  medical  treat- 
ment of  the  persons  bitten  and  the  treatment  of  the 
cattle  exposed  places  the  cost  at  from  $4,000  to 
$6,000.  In  several  cases  the  State  Hygienic  Labora- 
tory has  records  of  from  $100.00  to  $400.00  dam- 
age traceable  to  one  dog. 

Miss  Katherine  E.  Cox,  director  of  the  State 
Hygienic  Laboratory,  said  there  had  been  ten 
deaths  from  rabies  reported  to  the  division  of  vital 
statistics  in  the  past  four  years. 
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GENERAL  NEWS 


W.  VA.  TUBERCULOSIS  ASSOCIATION 

The  organized  campaign  for  the  prevention  and 
treatment  of  tuberculosis  did  not  reach  West  Vir- 
ginia until  1908,  four  years  after  the  National  Tu- 
berculosis Association  was  planned  by  a distinguished 
group  of  physicians  and  laymen  at  Atlantic  City. 
During  those  early  years  a two-fold  problem  was 
recognized — first,  the  necessity  for  an  extensive 
educational  program;  and  second,  the  need  for 
state,  county  and  community  organization  to  inten- 
sify activities  and  to  help  make  available  to  individ- 
uals facilities  for  care  and  scientific  treatment. 

To  arouse  public  interest  pathological  and  socio- 
logical exhibits  explaining  diseased  lungs  damaged 
by  tuberculosis  and  conditions  under  which  tuber- 
culosis was  spread,  were  transported  from  city  to 
city  often  accompanied  by  lecturers. 

These  exhibits  were  sponsored  by  local  commit- 
tees. Soon  lay  and  official  groups  were  persuaded 
to  assume  responsibility  for  promoting  definite  pro- 
jects. This  led  to  the  establishment  of  a state  tu- 
berculosis sanatorium  near  Terra  Alta  in  1912,  to 
a sanatorium  for  Negroes  at  Denmar,  Pocahontas 
county,  in  1917  and  to  the  opening  of  Hillcrest 
Sanatorium  at  Charleston  and  Viewpoint  Sanator- 
ium near  Wheeling  in  1912. 

In  1916  this  general  program  of  adult  education 
was  supplemented  by  a simple  health-habit  program 
for  school  children  by  which  the  rules  of  hygiene 
were  vitalized  by  awards  of  health  knighthood  to  be 
earned  by  the  daily  practice  of  eleven  health  chores. 
Within  a few  years  the  “Modern  Health  Crusade’ 
was  taken  up  by  thousands  of  schools.  Later  the 
principles  of  this  program  were  adopted  by  the  4-H 
Clubs,  the  Boy  Scouts  and  other  organizations  and 
have  been  adopted  in  making  up  the  curricula  for 
the  public  schools.  It  is  now  a part  of  the  eight 
point  health  program  promoted  by  the  state  and 
county  official  health  departments. 

Since  1907  the  activities  of  the  unofficial  anti- 
tuberculosis campaign  have  been  financed  by  the 
funds  raised  in  the  annual  sale  of  Christmas  seals. 
One  of  the  most  important  functions  of  the  state 
tuberculosis  association  has  been  to  organize  county 
associations  and  committees  to  take  the  responsibility 
of  planning  budgets  and  programs  and  to  sell  the 
Christmas  seals  for  the  purpose  of  financing  local  as 
well  as  state  and  national  work.  Enough  money 
was  raised  in  some  counties  for  surveys  to  find  out 


something  definite  about  the  local  tuberculosis  and 
other. heaLh  problems.  These  surveys  were  instru- 
mental in  creating  sufficient  public  interest  and  group 
action  to  get  county  health  departments  established 
and  in  other  counties  public  health  nurses  employed 
and  paid  for  out  of  tax  funds.  These  surveys  served 
also  to  strengthen  the  county  tuberculosis  associa- 
tions because  it  became  apparent  that  tuberculosis 
was  a special  problem  requiring  much  more  atten- 
tion than  could  be  given  to  it  in  the  general  official 
public  health  program. 

The  county  surveys  with  the  attendant  publicity 
began  to  create  a demand  for  tuberculosis  clinics  to 
which  poor  people  might  go  for  examination  by  spe- 
cialists. In  several  of  the  larger  cities  such  clinics 
came  to  be  operated  by  the  health  departments. 
To  provide  additional  facilities  elsewhere  arrange- 
ments were  made  with  the  state  tuberculosis  sana- 
torium to  employ  a physician  to  conduct  clinics 
planned  by  the  state  and  county  tuberculosis  associa- 
tions. This  field  clinic  service  was  an  important 
feature  of  the  program  from  1925  to  1927.  Two 
nurses  were  constantly  in  the  field  going  from  one 
county  to  another  to  plan  and  follow-up  the  clinics 
which  were  conducted  by  Dr.  Henry  G.  Wildman. 
The  clinics  brought  to  light  many  cases  of  tuber- 
culosis for  whom  sanatorium  treatment  was  recom- 
mended. Soon  the  beds  were  filled  and  there  was  a 
long  waiting  list.  This  condition  made  additional 
sanatorium  facilities  necessary  and  led  to  new  build- 
ings at  Hopemont  and  the  establishment  of  Pine- 
crest  Sanatorium  in  Raleigh  county.  In  the  mean- 
time the  county  tuberculosis  associations  in  Marshall, 
Monongalia,  and  Ohio  counties  set  up  their  own 
sanatoria  and  Wood  county  developed  a prevent- 
orium. 

By  this  time  the  methods  of  the  anti-tuberculosis 
campaign  were  becoming  more  intensive  and  scien- 
tific. Marked  cooperation  was  manifested  by  the 
medical  profession.  Medical  colleges  began  to  give 
more  attention  to  the  diagnosis  and  treatment  of 
tuberculosis.  Medical  research  was  making  import- 
ant discoveries  in  laboratories.  The  technique  of 
medical  and  educational  methods  was  becoming 
more  refined.  In  1928  the  so-called  “Early  Diag- 
nosis Campaigns”  were  started  for  the  purpose  of 
fixing  attention  annually  on  some  special  subject. 
The  first  one  was  “You  May  Have  Tuberculosis — 
Let  the  Doctor  Decide.”  Each  year  over  seventy- 
five  per  cent  of  the  counties  in  West  Virginia  have 
helped  finance  and  participate  in  these  programs 
which  are  now  regarded  as  a necessary  educational 
feature. 
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The  value  of  these  intensive  programs  was  so 
pronounced  by  1930  that  a successful  appeal  was 
made  for  an  appropriation  by  the  state  legislature  to 
increase  the  facilities  for  field  clinic  service.  This 
appropriation  has  been  renewed  by  each  succeeding 
legislature.  Instead  of  only  one  clinician  the  exam- 
inations are  made  by  a number  of  physicians  who 
are  interested  and  are  willing  to  give  some  time  to 
the  work  in  the  counties  near  their  residence. 

Following  the  suggestions  offered  by  the  slogans 
of  the  annual  Early  Diagnosis  Campaigns,  partic- 
ular attention  is  given  in  the  field  clinic  service  and 
other  activities  to  make  the  program  one  of  educa- 
tion and  protection.  The  purpose  is  to  make  parents 
and  teachers  better  acquainted  with  the  physical  and 
social  conditions  that  cause  children  to  become  in- 
fected so  that  suitable  remedies  may  be  applied  with 
medical  cooperation. 

The  field  clinic  service  also  provides  opportunities 
for  the  examination  of  persons  who  have  had  sana- 
torium treatment.  Experience  with  this  class  of 
patient  indicates  the  need  for  a practical  program 
for  the  rehabilitation  of  arrested  cases.  To  ascertain 
conditions  in  the  sanatoria  and  the  possibilities  for 
adult  education  during  treatment,  a demonstration 
was  made  during  the  past  summer  at  Hopemont 
and  Pinecrest.  A sufficient  number  of  patients  was 
discovered  by  careful  examination  of  their  talents 
and  capacities  to  warrant  definite  programs  being 
undertaken  to  prepare  patients  for  wrork  suitable  for 
them  after  they  are  able  to  leave  the  sanatorium  and 
take  up  additional  training  through  the  state  rehab- 
ilitation bureau.  An  effort  is  now  being  made  to 
put  that  program  into  effect. 


children’s  bureau  positions 

Applications  for  the  positions  of  director,  Divi- 
sion of  Maternal  and  Child  Health,  $6,500  a year, 
and  director,  Crippled  Children’s  Division,  $6,500 
a year,  Children’s  Bureau,  Department  of  Labor, 
must  be  on  file  with  the  U.  S.  Civil  Service  Com- 
mission, Washington,  D.  C.,  not  later  than  Decem- 
ber 9,  1 935. 

The  salaries  are  subject  to  a deduction  of  three 
and  one-half  per  cent  toward  a retirement  annuity. 

Applicants  must  have  been  graduated  from  a 
medical  school  of  recognized  standing  with  a de- 
gree of  M.  D.  and,  in  addition,  must  have  had  cer- 
tain specified  experience. 

Full  information  may  be  obtained  from  the  Sec- 
retary of  the  United  States  Civil  Service  Board  of 
Examiners  at  the  post  office  or  customhouse  in  any 


city  which  has  a post  office  of  the  first  or  the  second 
class,  or  from  the  United  States  Civil  Service  Com- 
mission, Washington,  D.  C. 

TUBERCULOSIS  STATISTICS 

The  following  tuberculosis  death  rate  table  in 
W est  Virginia  was  furnished  through  the  courtesy 
of  the  West  Virginia  Tuberculosis  and  Health  Asso- 


nation. 

Year 

Number 

Rate 

U.  S.  Rate 

1920  

— 

— 

114.2 

1921  .... 

— 

— 

99.4 

1922  

1214 

— 

97. 

1023  

1231 

— 

93.6 

1924  

1297 

82.3 

90.6 

1925  

1257 

76.7 

86.6 

1926  .... 

1278 

76.6 

87.1 

1927  

1220 

75.2 

80.9 

1928  

1215 

73. 

79.3 

1929  

1163 

69.2 

76. 

1930  

1134 

66.4 

71.5 

1931  .... 

1055 

62.1 

68.2 

1932  

995 

55.6 

62.9 

1933  

954 

55.4 

59.5 

1934  

969 

55.2 

56.6 

WOMAN’S  AUXILIARY 


MRS.  BRACEY  DIES 
Funeral  services  were  held  on  October  first  at 
Bluefield  for  Mrs.  Hedrick  A.  Bracey,  wife  of  Dr. 
H.  A.  Bracey  of  the  Stevens  Clinic  Hospital,  Welch. 
Burial  followed  in  the  Woodlawn  Cemetery. 

Mrs.  Bracey  died  following  an  illness  of  three 
months.  She  was  before  her  marriage  Miss  Ida  Lee, 
daughter  of  Mr.  and  Mrs.  C.  I.  Lee  of  New  Castle. 
Her  husband,  parents  and  several  brothers  and  sis- 
ters survive. 


LOGAN  COUNTY 

The  Logan  County  Medical  Society  Auxiliary 
met  in  the  Episcopal  Parish  Rooms,  Logan,  on  Nov- 
ember 5,  1935.  Mrs.  Harold  Vanhoose  presided 
over  the  meeting.  Four  members  of  the  Kanawha 
Medical  Society  Auxiliary  and  eight  members  of 
the  McDowell  County  Medical  Society  Auxiliary 
attended  this  meeting  as  guests  of  the  Logan  Auxil- 
iary. 

Mrs.  V.  E.  Holcombe,  National  Auxiliary  pro- 
gram chairman,  addressed  the  group  on  “Health 
and  Education.”  Mrs.  B.  S.  Preston  of  Charleston 
read  a paper  entitled  “The  Lure  of  Legendary 
Medicine.”  Both  Mrs.  Holcombe’s  talk  and  Mrs. 
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Preston’s  paper  were  received  with  much  interest. 

Sewing  for  the  poor  as  a project  for  the  Auxiliary 
was  considered  during  the  business  session. 

Mrs.  V.  A.  Deason,  Secretary. 

KANAWHA  COUNTY 

The  Auxiliary  to  the  Kanawha  Medical  Society 
held  its  November  meeting  on  the  12th  at  the  Gon- 
dolier Club  on  Quarrier  Street,  Charleston.  Mrs. 
John  W.  Moore,  president,  presided.  Forty-six 
members  were  present  at  this  affair.  Mrs.  P.  A. 
Haley,  II,  chairman  of  the  Public  Relations  Com- 
mittee, explained  to  the  Auxiliary  the  purpose  and 
duties  of  her  group. 

The  customary  review  of  the  current  issue  of 
Hygeia  was  given  and  after  a short  business  session 
the  meeting  adjourned  until  December. 

Elizabeth  K.  Churchman,  Secretary. 

MARION  COUNTY 

The  Auxiliary  to  the  Marion  County  Medical 
Society  met  at  the  Fairmont  Field  Cluh  on  October 
29.  Five  state  officers  of  the  Auxiliary  attended  the 
meeting  in  addition  to  fifty-four  Marion  count) 
doctors  and  their  wives  and  seven  guests  from  Mon- 
ongalia County  Society. 

Mrs.  Harry  V.  Thomas,  president,  presided  over 
the  meeting.  Dr.  S.  S.  Hall  addressed  the  group  on 
the  subject  of  sickness  insurance.  Mrs.  S.  M. 
Prunty,  state  president,  talked  to  the  Auxiliary 
members  and  their  guests  on  the  aims  and  accom- 
plishments of  the  Auxiliary.  Following  the  two 
addresses,  Mrs.  C.  W.  Waddell  gave  a group  of 
songs  with  Katherine  Moore  as  accompanist. 

During  the  business  meeting  the  Auxiliary  went 
on  record  as  endorsing  the  drive  now  in  progress 
to  better  the  quality  of  milk  supplied  to  Fairmont 
and  sent  a letter  to  Mayor  Wilson  to  this  effect. 
Mrs.  E.  P.  Smith  and  Mrs.  George  Traugh  were 
named  Red  Cross  representatives. 

Mrs.  E.  D.  Wise, 

Corresponding  Secretary. 

FAYETTE  COUNTY 

The  September  meeting  of  the  Auxiliary  to  the 
Fayette  County  Medical  Society  was  held  on  the 
1 9th  at  the  Woman’s  Club  in  Montgomery,  W. 
Va.  Mrs.  George  Fordham,  president,  presided  over 
the  meeting.  Mrs.  G.  C.  Merriam  addressed  the 
meeting  on  “How  to  Spoil  a Child”.  This  was  well 
received  as  was  the  address  of  Mrs.  H.  F.  Trout- 
man on  “Modern  Treatment  of  Tuberculosis.” 

During  the  business  meeting  the  subject  of  build- 


ing up  a listening  audience  for  Dr.  Bauer’s  radio 
talks  was  discussed  and  plans  made.  It  was  also 
decided  that  bulletin  boards  in  the  public  schools 
should  be  used  for  important  announcements  of  the 
Auxiliary.  After  discussing  plans  for  a one-act  play 
to  be  given  soon  the  meeting  adjourned  until  Octo- 
ber. 

The  Fayette  County  Auxiliary  met  on  October 
24,  at  the  Faymont  Hotel,  Montgomery,  for  lunch- 
eon and  a meeting.  Hostesses  were  Mrs.  Claude 
Frazier,  Mrs.  W.  D.  Ketchum  and  Mrs.  W.  D. 
Davis. 

An  interesting  paper  on  the  subject  of  “Hygiene” 
was  read  by  Mrs.  G.  W.  Fox  of  Ansted. 

During  the  business  meeting  which  was  presided 
over  by  Mrs.  George  Fordham,  president,  the  by- 
laws were  read  and  accepted  by  the  Auxiliary  and 
the  appointment  of  Mrs.  C.  W.  Stallard  as  hospital- 
ity chairman,  and  Mrs.  H.  F.  Troutman  as  pro- 
gram chairman  was  made. 

Mrs.  F.  S.  Harkleroad, 

C orresponding  Secretary. 

HARRISON  COUNTY 

The  Auxiliary  to  the  Harrison  County  Medical 
Society  met  at  the  home  of  Mrs.  E.  B.  Wright  on 
November  5.  Approximately  fifty  members  were 
present.  The  meeting  was  in  the  form  of  a tea  dur- 
ing which  a silver  offering  was  taken  up  for  the 
Kappa  Sigma  Pi. 

The  next  meeting  of  the  Auxiliary  will  be  held 
at  the  Stonewall  Jackson  Hotel,  Clarksburg,  on 
December  5,  at  one  o’clock  p.  m. 

Mrs.  H.  H.  Esker, 

Corresponding  Secretary. 


SICKNESS  INSURANCE  DEBATES 
Nation-wide  debates  on  the  socialization  of  medi- 
cine will  be  held  in  high  schools  early  in  the  present 
school  year.  The  American  Medical  Association 
has  made  available  to  each  debater  the  Handbook  of 
Sickness  Insurance,  State  Medicine  and  the  Cost  of 
Medical  Care,  a digest  containing  descriptive  discus- 
sion of  sickness  insurance,  abstracts  and  other  ma- 
terial arranged  for  presentation  as  affirmative  and 
negative  arguments,  with  bibliography.  Other  lit- 
erature is  also  being  made  available  to  students. 
Representatives  of  the  American  Medical  Associa- 
tion will  participate  in  nation-wide  radio  broadcasts 
in  connection  with  the  debates  and  are  in  frequent 
contact  with  directors  of  this  school  activity  in  an 
effort  to  see  that  the  medical  viewpoint  is  adequately 
presented. 
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PROCEEDINGS  OF  THE  ATLANTIC 
CITY  SESSION 
(Continued  from  November  issue) 

Dr.  W.  F.  Braasch,  chairman  of  the  Reference 
Committee  on  Medical  Economics,  presented  the 
following  report: 

1.  Relative  to  the  resolutions  introduced  by  the 
Medical  Society  of  the  District  of  Columbia: 

(a)  Resolution  on  Medical  Service  Organiza- 
tions: Your  committee  feels  that  no  plan  for  the 
solution  of  the  problems  involved  in  this  resolution 
has  been  perfected  to  such  a degree  that  the  Amer- 
ican Medical  Association  would  be  justified  in  spon- 
soring it.  Further,  your  committee  recognizes  the 
impracticability  of  sponsoring  any  specific  plan  but 
approves  the  establishment  of  principles  governing 
such  plans.  The  Bureau  of  Medical  Economics  has 
at  its  disposal  most  of  the  plans  proposed  by  the 
various  organizations  and  stands  ready  and  willing 
to  furnish  these  on  request  to  any  component  county 
or  state  unit  or  any  individual  member  thereof.  In 
view  of  this  fact,  your  committee  deems  it  inadvis- 
able for  the  American  Medical  Association  to  at- 
tempt to  dictate  any  form  or  set-up  for  medical 


service  but  assures  the  members  that  the  parent 
organization  is  always  willing  to  advise  and  coop- 
erate with  any  unit  desiring  assistance.  Likewise, 
your  committee  would  hesitate  to  recommend  to 
the  Board  of  Trustees  an  expenditure  of  a definite 
sum  of  money  for  such  purposes  as  suggested  in  the 
resolution  because  of  obvious  reasons,  among  them 
being  the  impossibility  of  estimating  the  cost.  Your 
committee  recommends  that  this  resolution  be  not 
passed. 

(b)  Resolution  on  Preparation  of  a Statement 

Regarding  Medical  Service  Experiments:  Your 

committee  also  realizes  the  inadvisability  of  the  pub- 
lication of  incomplete  experiments  in  medical  service 
which  might  be  presented  to  the  President  of  the 
United  States  as  recommended  in  this  resolution. 
Your  committee  recommends  that  this  resolution 
be  not  passed. 

(c)  Resolution  on  Care  of  the  Indigent:  In  this 
resolution  problems  are  raised  which  are  similar  to 
those  involved  in  the  other  resolutions  and  the  im- 
practicability of  their  execution  is  quite  evident. 
Your  committee  would  recommend  that  this  resolu- 
tion be  not  passed. 

2.  Your  committee  believes  that  the  survey  made 
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of  the  work  done  by  the  Bureau  of  Medical  Eco-  Your  committee  would  encourage  every  member 


nomics  during  the  past  year  is  worthy  of  the  highest 
commendation.  It  shows  the  wide  scope  of  the 
bureau’s  activities  and  the  immense  amount  of  ex- 
cellent work  that  it  is  doing.  It  endorses  in  detail 
the  various  suggestions  and  recommendations  that 
the  survey  contains. 

Your  committee  notes  with  approval  that  the  de- 
mand for  accurate  information  on  sickness  insurance 
and  allied  problems  is  being  met  by  publication  of 
articles  in  The  Journal  of  the  American  Medical 
Association  and  in  pamphlets.  It  would  also  com- 
mend the  articles  on  sickness  insurance  and  allied 
subjects  that  are  published  in  Hygeia  for  the  benefit 
of  the  laity  and  would  suggest  that  they  appear 
more  frequently.  It  would  also  be  desirable  that 
messages  of  a similar  nature  be  more  frequently 
transmitted  over  the  radio.  Your  committee  would 
recommend  that  articles  on  health  insurance  be 
sent  to  newspapers  which  would  publish  them.  It 
would  also  be  desirable  that  material  accumulated 
by  the  bureau  be  furnished  to  editors  of  state  med- 
ical journals  in  order  that  they  may  make  this  ma- 
terial more  available  to  the  readers  of  these  publi- 
cations. 


of  the  profession  to  become  more  interested  in  the 
various  problems  of  medical  economics  and  to  take 
advantage  of  the  unlimited  sources  of  information 
at  the  disposal  of  the  Bureau  of  Medical  Economics. 

Your  committee  notes  with  approval  the  efforts 
made  by  the  bureau  in  making  available  unbiased 
data  published  in  the  “Handbook  on  Sickness  In- 
surance” which  serve  as  a guide  to  debates,  theses 
and  addresses  such  as  are  carried  on  by  high  school 
and  college  students  on  the  subject  of  state  medi- 
cine, sickness  insurance  and  allied  subjects.  In  view 
of  evident  propaganda  of  a radical  nature  which  is 
carried  on  in  some  schools,  increased  efforts  should 
be  made  to  disseminate  accurate  information. 

Your  committee  commends  with  special  emphasis 
the  stand  taken  by  the  bureau  with  regard  to  group 
hospitalization.  It  is  convinced  that  the  natural  de- 
velopment of  such  schemes  would  lead  sooner  or 
later  to  an  inclusion  of  medical  service  in  one  form 
or  another  with  inevitable  deterioration  in  the  qual- 
ity of  service.  It  is  quite  in  agreement  with  the 
statement  that  there  is  grave  doubt  that  any  plan  of 
group  hospitalization  is  using  an  actuarily  sound  base 
for  premium  rates. 
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The  day  he  was  carried  into  your 
office,  bleeding  and  battered,  his 
deep  wounds  looked  ugly.  So  you 
gave  him  the  prophylactic  dose 
of  Tetanus  Gas-Gangrene  Anti- 
toxin— and  he  recovered. 


You  gave  him  Tetanus  Gas- 
Gangrene  Antitoxin  because  you 
knew  that  his  wounds  very  likely 
harbored  the  dreaded  anaerobic 
organisms — tetanus,  perfrin- 
gens,  vibrion  septique.  You 
knew  that  he,  like  all  your  pa- 
tients with  contaminated 
wounds,  was  a potential  victim 
of  tetanus  or  gas-gangrene. 
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gas-producing  bacilli,  B.  perfrin- 
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septique,  in  anaerobic  infections 
makes  it  advisable  to  protect 
against  both  of  these  organisms, 
as  well  as  against  B.  tetani. 
Clinical  evidence  indicates  that 
the  remaining  anaerobic  organ- 
isms are  a much  less  frequent 
cause  of  infection. 

The  physician  desires  no  com- 
promise with  safety.  Protection 
against  these  three  potential 
factors  in  anaerobic  infections 
is  afforded  by  Tetanus  Gas-Gan- 
grene Antitoxin  (Combined), 
Refined  and  Concentrated, 
P.  D.  & Co. 
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